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REGULATED HEALTH PROFESSIONS ACT, 1991, 
AND COMPANION LEGISLATION 
LOI DE 1991 SUR LES PROFESSIONS 
DE LA SANTE REGLEMENTEES 
ET LES PROJETS DE LOI QUI LACCOMPAGNENT 


Resuming consideration of Bill 43, the Regulated 
Jealth Professions Act, 1991, and its companion legisla- 
ion, Bills 44-64. 

Reprise de |’étude du projet de loi 43, Loi sur les pro- 
essions de la santé réglementées et les projets de loi, 44 
1 64, qui l’accompagnent. 


ONTARIO SOCIETY OF CLINICAL PERFUSION 


The Chair: Good morning. The standing committee 
mn social development is now in session. I would like to 
welcome everyone and call our first presentation, from the 
Intario Society of Clinical Perfusion. You have 20 min- 
ites for your presentation. We ask that you begin by intro- 
lucing yourself to the committee. If you will, please leave 
1 few minutes at the end in case any of the members have 
some questions for you. 

Mr Henderson: Good morning, ladies and gentlemen. 
My name is Mark Henderson. I am a clinical perfusionist 
it University Hospital and I am also the president of the 
Intario Society of Clinical Perfusion. Reading the agenda, 
am sure you must wonder what a clinical perfusionist is. 


Mr Beer: It has been the key question all week. 
Mr Miclash: We have been waiting for this. 


Mr Henderson: Most people, even when I explain it 
0 them, their answer is, “Oh, yeah.” 

A clinical perfusionist is an allied health professional 
vho operates a heart/lung machine during cardiac surgery. 
fo facilitate surgery on the heart and the great vessels, the 
‘unction of the heart must be arrested. You can imagine 
trying to sew something that was pumping. It is relatively 
lifficult. Therefore, the functions of the heart and the lungs 
ire mechanically and chemically arrested. Our job is to run 
he circulation equipment that bypasses the heart and lung 
unctions and circulates blood through the body. 

The patient’s life is totally dependent on the adequacy 
ind the correctness of the cardiopulmonary support pro- 
rided. Therefore, the clinical perfusionist must achieve a 
igh degree of discretion and judgement to ensure every- 
hing goes well. 

As an analogy, I have listed the cardiac surgeon being 
he pilot of a large aircraft, the cardiac anaesthetist being 
iis navigator or flight engineer and the perfusionist being 
he ground controller. All three of them have a very impor- 
ant job yet all three are totally related and totally inter- 
lependent on each other. 
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In Ontario, the Michener Institute for Applied Health 
Sciences is the only place where cardiovascular per- 
fusionists are trained. This is a post-graduate program and 
it requires previous health discipline experience. For in- 
stance, I was a respiratory therapist. Many are nurses. We 
have some who are doctors from other countries who are 
not licensed in Canada. There are people who have various 
degrees in research and applied critical care backgrounds. 

The Canadian Society of Clinical Perfusion, our national 
body, offers a certification process whereby clinical compe- 
tency is judged and certified. The process was developed 
with the Canadian society as well as the Canadian Society 
of Cardiovascular and Thoracic Surgeons, the Canadian 
Cardiovascular Society and the Canadian Anaesthetists’ 
Society. What has been done is that graduates from the 
school, after a limited time, take a certification exam made 
up by these four bodies. The professional interests in On- 
tario, as you can see, are represented by the Ontario society 
and, nationally, by the Canadian society. The Ontario society 
is in itself a region of the national group. 

There are certain concerns that I bring to you today. 
Where do the perfusionists fit into this new bill and what 
assurances do the public have that they will receive ade- 
quate care from a qualified perfusionist in Ontario? 

We are a very small group. There are 50 of us in Ontario, 
approximately 150 in Canada. In the United States there 
are very many more because of the large number of hospi- 
tals that do cardiac surgery. There are large companies of 
perfusionists in the US. One perfusion company does over 
10,000 cases a year. They have their own Lear jets and 
buses. They can do cardiovascular surgery on the roadside 
if they wish. 

We are concerned that a small group such as ours in 
Ontario will be lost within a large bill such as this. We are 
trying to maintain our identity. The main reason is that it is 
very easy for another profession to come in, say it could 
do our job and not do it adequately. The public would 
suffer. We are concerned that there is a mechanism avail- 
able to ensure that only Canadian-certified perfusionists 
are employed in the province to perform recognized tasks 
and be protected from imported staff with questionable 
credentials, as has happened in the past. Any imported 
staff may come from other countries, as it has, or may 
come from within our own country. 

I was wondering if you could address these concerns 
that we have and hopefully shed some light on them. 

Mr Owens: Where do you see yourselves fitting in in 
terms of where you would like to be regulated? Would you 
like to be regulated as a group unto yourselves, or do you 
see yourselves fitting in as a tagalong, say, with physicians 
or something like that? 

Mr Henderson: I think it would be very difficult for us 
to tag along with another group, to be put as a subsection as 
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another group, because our job is so unique from any other 
profession we have come across. We would very much 
like to see ourselves as a unique group within this. 

Mr Owens: So you would see yourselves as having the 
availability of numbers to have your college and the various 
committees that would be required under self-regulation? 


Mr Henderson: | think that would be very difficult 
for us to do yet. At the same time, we are fairly adamant 
that to be put under another group would only cause our 
profession to be diluted and the patient to be put at some- 
what of a risk. 


Mr Owens: So then you might see yourselves, rather 
than being added into the bill itself through regulation, 
having the various standards of practice of your profession 
set out? 


Mr Henderson: Yes, we have our own standards of 
practice that are set up on the national level. The provincial 
society has adopted those as well. We would like to see 
those recognized if we could. 
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Mr Beer: In regard to the questions you have asked 
us, it might be helpful for the witness, in terms of how 
they would in fact be regulated with this act were it to 
come into play the way it is—I realize the parliamentary 
assistant is not here—if we could direct that to staff in 
terms of how that would work out. 


The Chair: With the wish of the committee, I will ask 
the ministry official, Mr Burrows, to respond to the ques- 
tions that have been raised. 


Mr Burrows: Would you mind repeating the question? 


Mr Beer: The essential one, I think, would be, where 
do you fit in with the legislation that is going forward and, 
I suppose, how in fact are you then regulated or how do 
you proceed with your work? I think that has been a ques- 
tion for a number of groups which do not have a specific 
act. It would be useful to have that on the record. 


Mr Burrows: The process that led up to the legisla- 
tion was the Health Professions Legislation Review. I am 
not familiar with whether your group was a participant in 
the review. I do not recall that it was. That being the case, 
there is an advisory council to be established by this legis- 
lation which would be independent of the bureaucracy and 
independent of the health professions. It would in a way 
carry On with statutory authority the kind of work the re- 
view did. It would look at who should continue to be 
regulated, whether new groups are emerging, new technol- 
ogies that the public needs protection from because they 
are potentially harmful and, in essence, any issue related to 
professional regulation. 

The thought is that as a result of this legislation, that 
advisory council to the Minister of Health would exist. 
They would look at any submissions that were made, or 
anything that was recommended by the minister, applying 
criteria. Probably to start with, they would use criteria, if 
not the same, at least similar to those used by the review to 
deal with those very same questions. 

In terms of regulation, though, there are other forms of 
regulation. One of the criteria of the review is, is the group 
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effectively regulated in some other way? For example, ij 
you practise primarily in the hospital setting, then clearly) 
there would be provisions in the Public Hospitals Act tq 
govern the activities of health professionals working in 
that setting. That is a question you would have to address. | 

Of course, we have many professionals who are regu 
lated in other ways but who are self-regulating too. Ther; 
they look at criteria such as numbers; for example, are yo | 
able to finance self-governance? Those things are all ques} 
tions that would have to be addressed. Certainly my 
branch of the Ministry of Health would be happy to wor : 
with you and answer any questions you have, if you want 
to get ready for that process when the time comes. 


Mr Beer: Just in closing that off, I think the fact thaf 
because within the legislation is the creation of the advi- 
sory council expressly there, for newer groups, as wa 
mentioned, or perhaps ones that we as laypeople are not as 
familiar with, there is an ongoing process in terms of look-+ 
ing at how they ought to be regulated. That is probably the 
most effective course for your organization to take once 
the legislation is in place. 


The Chair: There was one other question that was) 
raised by the deputant. With the permission of the commit- 
tee, I would just put it on the record. You raised the issue} 
of immigration to this province. Do you want to ask the 
question, Ms Haeck? 


Ms Haeck: Yes, I do. I had occasion since I have ee 
elected to meet with someone who had in fact, as a Cana 
dian, taken a course in a United States college and then) 
had to deal with the Canadian regulatory body. In this case, 
it was also a respiratory technotherapist and she fell under’ 
the regulation of that body. As the organization that would be! 
ultimately regulating whoever enters your profession, would 
you not see that as a safeguard in dealing with whoever 
might be emigrating from the US or some other country? 


Mr Henderson: Currently there is no reciprocity be- 
tween the Canadian certification standard and the Ameri- 
can certification standard. Officially they are both 
recognized across the borders as being in place. I think 
there are only minor safeguards available right now for 
having people come into the country, practising perfusion 
in Canada and in Ontario, people who are questionable 
credentially. It has happened in the past. 


Ms Haeck: As far as employers are concerned, obvi- 
ously when they are advertising for this particular job, 
there are certain credentials or criteria, education back-) 
ground that they are looking for. Is it considered basically 
a reciprocal arrangement, with the qualifications of the 
individual coming from the United States bearing the same 
weight with the employer as yours? Or is this in fact an 
area where your organization can work with the Hospitals 
through the doctors performing this type of surgery, to 
impact on the hospitals to say our educational qualifica- 
tions are such that we should be limiting who is employed 
from other countries? 


Mr Henderson: The Ontario society has contacted 
the Ontario Hospital Association and made recommenda- 
tion to its members that they only hire Canadian-certified 
perfusionists to work in Ontario, so that the Ontario society, 
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our group, would have some means of recognizing the 
credentialling these people have. There was a big concern 
some time ago in Toronto when a large group came from 
the United States to fill a large void in the employment. 
They said it was not their mandate to do this, and that they 
would not make that recommendation to the hospitals. 

We have asked our members to take it back to their 
ywn hospitals and make those recommendations. However, 
we are getting mixed response from individual hospitals. 


Ms Haeck: I did have one more question, which fol- 
(ows on some of the comments Mr Burrows made. 


The Chair: I have a question from Mr Hope. 
Ms Haeck: Okay, that is fine, thank you. 


Mr Hope: I understand, through the study, you are 
involved in the consultation process because of the new 
echnology. Do you see a growing need in the profession 
is the technology improves? Will you see changes in your 
ob as technology improves? 


Mr Henderson: Over the past few years it has 
changed quite a bit. I have been a perfusionist for just 
ander 10 years now, and we have changed quite a bit as the 
‘echnology is making leaps and bounds. As you know, as 
\he need for cardiac surgery increases, so does the need for a 
oerfusionist and so does the need for increasing technology. 

We have hit somewhat of a plateau as far as technology 
zoes, only because we are limited to the equipment that is 
ivailable to us. However, the applications of the equip- 
ment now are progressing ahead. The patients that we see 
ire progressively getting older and sicker, and we are able 
'0 be very successful in taking care of these patients. I 
hink the need for perfusionists will grow as the need for 
sardiac surgery grows. 


Mr Hope: To follow up on that, as the technology 
thanges and so do the requirements change, I have to pro- 
ose a question dealing with the general public, as to how 
he quality assurance is there to the individuals. 





Mr Henderson: That is what we are concerned about. 
3eing a relatively small group, we have taken it upon our- 
‘elves, through the education and certification process, 
0 ensure that the quality is there from graduation of the 
itudents. 

We work with the CMA in the accreditation of all clinical 
raining sites and through our recommendations; we recom- 
nend that the people be certified before the hospitals employ 
hem. Right now we are at that stagnant point of trying to 
ret the hospitals to agree to follow our guidelines. 


The Chair: There are a couple of minutes left. I 
vould like to ask a question. Do you know of any profes- 
ion practising in Ontario today that has a mandatory, on- 
soing, continuing education requirement for maintenance 
fits certification? 

Mr Henderson: Not to my knowledge. I know that 
lerfusionists have an ongoing maintenance of certification. 
here are certain criteria that a perfusionist must maintain 
n Ontario and in Canada to maintain certification. 


The Chair: To maintain certification by whom? Who 
‘oes the testing? 
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Mr Henderson: The Canadian Society of Clinical 
Perfusion. 


The Chair: Do you have a relicensure every so often, 
where you have to prove that you have maintained your 
credentialling? 


Mr Henderson: Every two years. 
The Chair: But there is no college that enforces that. 
Mr Henderson: No, we do not as yet have a college. 


The Chair: The comment I wanted to make was to 
just inform you of the report on access to trades and pro- 
fessions. I thought it might be helpful if you made yourself 
aware of that, and also became aware of immigration policy 
in the country, which has effect—attracting where there 
are labour shortages and so forth—as well as the fact that 
there are no interprovincial mobility barriers for labour in 
Canada. Generally it is the employer that sets standards of 
and criteria for hiring, for job requirements. I just thought 
you might want that information on the record. You could 
then look through those documents, and if there are any 
additional questions that you have, I would encourage you 
to meet with ministry officials. 

Ms Haeck: May I just quickly ask the one question I 
had left, which was how many actually are working in the 
field? As far as your being able to sustain yourselves and 
follow all of the requirements of this act as a self-regulat- 
ing profession, you do need some numbers and financial 
resources to maintain about six committees. How many 
people are working in that field? 

Mr Henderson: That is the big stumbling block for us 
now. There are approximately 50 in Ontario and about 150 
in Canada. 

Ms Haeck: I see. It is a small group. 

Mr Henderson: Yes. 

Ms Haeck: It is very essential, but it is a small group. 


The Chair: Thank you very much. We appreciate 
your presentation today. 
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CHINESE MEDICINE AND ACUPUNCTURE 
ASSOCIATION OF CANADA 
The Chair: I would like to call next the Chinese Med- 
icine and Acupuncture Association of Canada. 


Dr Cheung: Good morning, Madam Chair, members 
of the standing committee and ladies and gentlemen of the 
audience. I am thankful for this opportunity to address this 
committee regarding the prohibitions of Bill 43 and the 
subsequent exempt status of Chinese medicine and acu- 
puncture. It is also my intention to convey the urgent need 
for the legislative regulation of this profession. 

Chinese medicine and acupuncture was first introduced 
into Canada in the late 1800s by the early Chinese immi- 
grants. Over the years, this form of health care has become 
exceedingly popular as a result of the holistic trend to- 
wards health care when conventional western medicine 
has failed to meet the needs of health care consumers. 

Attempts for regulation of this profession have been 
made to the past governments of Ontario. It is our hope 
that legislative recognition by the government of Ontario 
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of Chinese medicine and acupuncture as a separate and 
distinct profession will ensure the following: (a) to enable 
health care consumers seeking Chinese medicine and acu- 
puncture treatment to be attended to by a qualified practi- 
tioner of Chinese medicine and acupuncture; (b) to make 
provisions to provide medical insurance coverage for health 
care consumers who require acupuncture therapy; (c) to 
assist in reducing the current health care budgetary deficit. 

In terms of the qualifications for the practitioner of 
Chinese medicine and acupuncture, I would like to direct 
your attention first to the videotape. 

The acupuncture inserted here on the human subject— 
as you see, the needle in the back of the head, in the back 
of the skull, is as deep as one and a half inches there. If it 
is inserted too deep, it can injure the medulla oblongata 
and cause death. The needle on the shoulder there, if it goes 
too deep, can puncture the lung and cause pneumothorax. 
The needle on the back there is corresponding to the kid- 
ney location. If it goes too deep, it can puncture the kidney. 

On the ear acupuncture there, although the needle is a 
lot smaller and shorter, proper insertion and manipulation 
still have to be stressed. If not and if the cartilage of the ear 
is injured, that can cause inflammation and, as a result, the 
patient may lose the ear. That has happened in China when 
it was practised by unqualified practitioners. The patient’s 
ear cartilage was inflamed, and as a result she lost the ear. 
In taking out the needle beside the eyeball, that also went 
as deep as one and a half inches. 

This review simply indicates that any practitioner per- 
forming acupuncture has to be well trained and qualified 
and competent to do it. It is not a matter of 30 hours of 
training, then you can go into a hospital or any clinic facil- 
ity to treat patients. Of course, without doing it properly, 
that can also influence the effectiveness of acupuncture. It 
is very important. It is not just inserting needles there. 
There is a lot behind it. 

Basically now in Ontario, there are three groups of people 
practising acupuncture. The first group would be the mem- 
bers of my organization; 70% of them are from mainland 
China and the 30% come from the other parts of Canada 
and other countries. Of course they are very qualified, and 
there are strict criteria of selection of the membership. 

The second group would be licensed medical doctors, 
chiropractors and physiotherapists. They may be qualified 
in practising their own disciplines but may not necessarily 
be competent in practising Chinese medicine and acupunc- 
ture. There is an organization in Ontario that is being used 
to train licensed medical doctors and physiotherapists for 
30 hours, and then they let them practise on their patients. 
Now they may increase the number of hours to 100. Still, 
it is not sufficient. With that kind of deficiency in their 
training, the patient recovery would be prolonged. That 
will in turn increase the health care costs. 
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The third group of people would be individuals who 
have no basic medical training at all, but they go a country 
like Sri Lanka for four to six weeks and come back with a 
certificate or degree and post themselves as qualified 
acupuncturists. There are many of them doing it in Ontario. 
In London alone, from what I know, there are at least 20 of 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


22 AUGUST 1991 


them already with a certificate from another country prac- 
tising and posing as qualified acupuncturists in London. 

It is of great concern to my organization that the ex- 
empt status of acupuncture will allow these individuals, 
who have no basic medical training and only a four to six 
week course of study, to cause great danger to the public. 
Our intention is that the Western medicine doctor and the 
Chinese medicine doctor must work together in harmony 
to provide the best possible care for the people of Ontario. 
Therefore, legislative recognition is the best means of 
achieving this goal. 

In China a doctor of Chinese medicine and a doctor of 
Western medicine have equal footing. In the state of Ne- 
vada a doctor of acupuncture, a doctor of herbal medicine, 
a doctor of traditional oriental medicine has a degree given 
by the state of Nevada government. That takes four year 
of study besides two years of university. In the state o 
California the same number of years is also required. 

I do not want to go into further detail about the eco- 
nomics of Chinese medicine acupuncture. I would like tc 
stress though, utilizing Chinese medicine acupuncture : 





the health care system of Ontario will in the long ter 
reduce health care costs of Ontario. 

Due to the unregulated nature of this profession, pa‘ 
tients are subject to paying the GST for health care. My, 
organization is of the opinion that health care should be 
GST-exempt. It is most unjust and certainly lacking com- 
passion and humanitarian concern by the government of 
Ontario for health care consumers. : 

My organization has seven chapters across seven prov: 
inces in Canada. I am the national president of CMAAC, 
My organization is also a member society of the Worlc 
Federation of Acupuncture Moxibustion Societies. The 
headquarters is Beijing. WFAS, which is short for th¢ 
World Federation of Acupuncture Moxibustion Societies) 
is also fully recognized by the World Health Organizatior 
and works in very close collaboration with WHO to pro; 
mote Chinese medicine acupuncture around the world and 
to benefit all of mankind by the year 2000. | 

In closing, we strongly feel that the protection and thé 
best interests of the general public in regard to health car¢ 
must be an urgent priority of the government of Ontario 
By incorporating Chinese medicine and acupuncture intc 
the existing health care system, the current health care 
budgetary deficit can be minimized in the long term; ther¢ 
are already precedents in other countries like the United 
States, England or France. By minimizing health care 
costs, this in turn will decrease the tax burden on the gen: 
eral public. Also, it is CMAAC’s hope that this proposa 
will assist in making the health care system in Canadz 
more efficient and that WHO’s goal for all by the yeai 
2000 will be realized. 


Mr Johnson: Thank you, Dr Cheung, for your pre: 
sentation. I found it most interesting and certainly I have 
had a long interest in the medicine of acupuncture. I se 
that you are a doctor and that, I guess, would mean tha! 
you are a medical doctor as well. 



























Dr Cheung: I am a medical doctor in China, but Ia 
not a licensed MD here. 
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Mr Johnson: You are not a licensed MD here? 
Dr Cheung: No, but I have training in both disciplines. 


Mr Johnson: I was curious. I saw those needles being 
inserted into the body and they go quite deep. You indi- 
cated that if they were not done exactly correctly, serious 
consequences could result. I am curious to know, have 
there ever been, in Ontario, any lawsuits or litigation as a 
result of improperly practised acupuncture medicine? 


Dr Cheung: Fortunately there is nobody yet seriously 
harmed. In my practice, in my clinic, I have received quite 
a number of patients that have not been treated properly 
and have also developed some side effects like abdominal 
pain or swelling of the leg due to the improper insertion of 
a needle. 

But I would like to point out we should not wait until 
something serious happens. This is common sense. When 
you are taking a needle and inserting it into a human body, if 
it is not done properly by a competent practitioner, danger 
can ensue automatically. I do not want to wait until some 
death occurs before your government does something. 


Mr J. Wilson: Thank you, Dr Cheung, for your excel- 
lent presentation. You raised a number of very good points. 
On the basis of your presentation, it does appear to make 
sense that it should be regulated for the protection of the 
public and for the profession itself. I was just wondering, 
did you appear before the Health Professions Review Leg- 
islation? Subsequent to that, why was acupuncture and 
Chinese medicine not recommended for regulation at that 
time? Are you aware of reasons given by government? 


Dr Cheung: I delegated my colleagues to appear be- 
fore the Health Professions Legislation Review. At that 
time, im my recollection, the government believed acu- 
puncture did not pose any risks of great danger to the 
general public. Therefore, they did not regulate it. That 


was the decision they took at that time. 


Mr J. Wilson: So it did not fit one of the criteria set 
out by the committee. 


Dr Cheung: That is right. 


Mr J. Wilson: Secondly though, if I may, Dr Cheung 
taises a very good point about controlled acts and that 
acupuncture does involve the insertion of needles below 
the dermis. Perhaps we could have a clarification of that 
for the record. I just want to make sure they are able to 
carry on the practice of acupuncture and are not in any 
way impeded by this legislation. Perhaps we could have a 
clarification from counsel on that. 


Mr Burrows: The previous government and the cur- 
‘ent government have both confirmed, on introduction of 
he legislation, that there would be a specific exemption by 
egulation for acupuncture, ear-piercing and a number of 
)ther invasive procedures. 

The rationale for not including acupuncture as a self- 
/Z0verning profession was based on essentially two things: 
‘There was not a proven risk of harm other than possibly 
he transmission of disease. It is anticipated there would be 

i supplementary amendment to another piece of legislation 
\Jealing with public health to ensure sanitary procedures 
were followed, because there are two reported instances of 








transmission of AIDS in the United States, so it is the 
ministry’s intention to introduce complementary amend- 
ments in another piece of legislation to ensure that occurs. 
The other criterion that was not met was the regulation of a 
person’s doing this activity. Quite a number of the practi- 
tioners in this province in fact are already members of 
other regulated professions, for example, naturopathy, chi- 
ropractic and even medicine. 
0940 

Mr Beer: How many members do you have in the 
Canadian organization? 


Dr Cheung: In my organization we have close to 600 
members across Canada. In Ontario alone we have approx- 
imately 250. 


Mr Beer: You outline in your brief the three different 
groups that might be practising acupuncture. In group two, 
which you noted was composed of licensed medical doctors, 
chiropractors and physiotherapists, how many would be 
practising acupuncture on a regular basis? 

Dr Cheung: I think quite a number of that group are 
practising acupuncture. Many family doctors, chiroprac- 
tors and physiotherapists do. If you add them up it will 
come to a big number. The idea is they may not pose great 
danger to the general public, but they will lengthen a 
patient’s recovery period and that will increase the costs. 
To practise acupuncture is not so simple, as I indicated 
earlier, as just inserting the needle. There is certain train- 
ing. That is why in China it takes six years to be a doctor 
in Chinese medicine. In London, we have a school. We 
also take six years. To get into school or my organization, 
applicants have to have two years’ university. Then it is 
four years’ intensive training. 


The Chair: Thank you very much for your presentation 
this morning. If there is any additional information you 
think would be helpful to the committee, you can submit 
briefs in writing through our clerk at any time and also, as 
mentioned before, this legislation suggests there will be an 
advisory council available for your organization to take the 
matter further. 


Dr Cheung: Thank you, members of the committee. 


HEALTH CARE AIDE ASSOCIATION 
OF ONTARIO 

The Chair: I call the Health Care Aide Association of 
Ontario. I would ask that you come forward. Begin your 
presentation by introducing yourselves to the committee. 
You have 20 minutes for your presentation and we ask you 
to leave a few minutes at the end of your formal presenta- 
tion in case members have any questions to ask. Thank 
you very much. Please come forward, have a seat before 
the microphones and begin your presentation now. 

Ms Robbins: Good morning. I am Mona Robbins, 
health care aide, president of the Health Care Aide Associ- 
ation of Ontario. With me are Sheryl Stephens, health care 
aide, and Doreen Smith, health care aide, who is on the 
education committee for the association. 

In the last few years, my colleagues and I have become 
increasingly aware of the necessity to have an organization 
exclusively concerned with the problems and needs of the 
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certified health care aide and the chronically ill. We are 
here today to speak for the most vulnerable patient in our 
society. We are here to ask that we guard against the ex- 
ploitation of the chronically ill, disabled and the elderly. 

With this evolution of change in the health care system 
today, the elderly and the disabled will remain in their 
homes longer. We agree that beds in hospitals should be 
left open for acute cases; we agree that the elderly and the 
disabled should be kept from behind bricks and stones, but 
we must also agree that the resident who will be admitted 
to the long-term care facilities will be heavier care and 
chronic care. 

I have enclosed a recent London Free Press newspaper 
clipping about a couple who hired a person who was hitch- 
hiking; they picked him up as a hitchhiker and hired him 
supposedly as a health care aide and they scalded a patient 
to death in the bathtub. In this paper it says here, “Evi- 
dence showed most of the home’s health care aides were 
unskilled labourers.” 

Daily we read in the newspaper of harm, neglect, sex- 
ual abuse, physical abuse, not to mention verbal abuse, that 
is inflicted on the most helpless, the elderly and the chroni- 
cally ill. We should not leave it to the employer who is in 
business for profit, or nursing home inspectors. In nursing 
homes, homes for the aged, retirement homes and the 
community, it should be made mandatory to take advan- 
tage of hiring trained, qualified, certified health care aides. 
This could be an added deterrent in keeping such tragedies 
from occurring. 

It is everyone’s concern to protect our ever-increasing 
population of elderly and chronically ill and to see that 
they are provided with proper and qualified care. The defi- 
nition of quality care is caring for both body and mind and 
it is directly related to the knowledge and resources a per- 
son possesses, thus enhancing the quality of life. 

The unqualified worker has no place on the job. They 
jeopardize health and safety to the residents and also to the 
staff. You cannot learn intensive bedside nursing in two 
days of orientation. You cannot learn and be aware how 
important it is to use safety devices or good observation 
skills and how important it is to communicate these obser- 
vations. Good observation skills can save and have saved 
lives of the helpless and safety can save broken limbs or 
fractured hips. In two days you cannot learn feeding tech- 
niques to prevent choking and aspiration. The list goes on. 

We must also keep an open mind, not just including our 
locality but across the province. In a small community it is 
different. There we know each other’s families, but in 
large cities you do not get to know or see the family. Some 
long-term care facilities only hire young high school students 
and part-time staff. This creates a large staff turnover which 
creates an undesirable environment and lack of consistency. 

The newly formed Chartered Health Care Association of 
Ontario seeks recognition and acceptance for its members for 
the specialized nursing they perform. We are a large group of 
people working in the medical field, and certified health care 
aides are primarily responsible for providing hands-on inten- 
sive bedside nursing care in long-term care facilities. 

Certified health care aides are in the community; certi- 
fied health care aides hold positions such as administrators 
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of retirement homes and certified health care aides hold 
licences to manage facilities to care for patients for the 
transition from hospital to home. Also, certified health care! 
aides hold positions in doctors’ offices. We too are con- 
cerned and responsible for the person in our care. Since the 
consumer is the most important person in nursing homes,| 
homes for the aged, retirement homes and the community, 
we Seek to gain his or her trust in our competence and our! 
ability. We do not want to allow the reputation of the certi-| 
fied health care aide to be undermined by being mistaken 
for NAs, nurses’ aides, since this would reflect back on the 
bedside care giver. 
0950 
It is also the certified health care aide who is the lin 
and who works closely with other members of the health| 
care teams, such as physiotherapists, registered nurses and| 
doctors. We do more than dress, feed, toilet, wash and| 
stick our patients in a wheelchair. We understand the pro-| 
cess of aging, the terminally ill, the psychological aspect 
of giving up. 
Our work involves taking vitals; observing mental, so-| 
cial, physical changes and recording these; active and pas-| 
sive physiotherapy exercises; repositioning to prevent 
pressure sores and contractures; collecting specimens and 
other nursing things in the scope of practice; assisting to) 
develop nursing care plans; participating in team confer- 
ences, and palliative care for the dying. We are trained to 
work at the bedside; we are the front-liners. : 
Remember, when a patient who in many cases is helplesd 
calls out “Nurse,” it is the health care aide who answers.) 
To the resident, whether health care aide, registered nurse,| 
registered nursing assistant, certified health care aide, we 
all look alike. A nurse is a nurse. We are bedside specialists) 
in times when nursing is getting farther away from the} 
bedside. Many chronically ill have no one to speak for| 
them; they have no family. They are alone, they put their; 
trust in the care giver. | 
One of our objectives is to maintain the high standards| 
and ideals of the certified health care aide. The workload} 
and heavier care and more complex care is steadily in-| 
creasing. We care for people with Alzheimer’s disease,| 
multiple sclerosis and other debilitating diseases. We must! 
have the knowledge to keep pace with the changing needs| 
and ensure the highest quality of care. We also need to see 
the level of preparation upgraded. We need to update and 
improve the certified health care aide program. Also, the 
certified health care aide in the community will need to be! 
more knowledgeable. We need more certified health care) 
aides, as we are always working short-staffed. We are) 
making an appeal that the $647 million aimed at the el- 
derly and disabled will be towards more staffing in the 
long-term care facilities. | 
We would like to see improved education and a right to 
legally practise more of what the certified health care aides 
are taught in health facilities. For example, health care aides! 
cannot take a person’s blood pressure, so the teaching system 
has been changed to reflect that. However, many establish- 
ments will teach the procedure once the worker is under, 
their supervision. Many health care aides feel the procedure 
should be inclusive in their duties because blood pressure 
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\s an important vital sign. Many establishments feel that 
certified health care aides are competent and, when the work- 
oad is heavy, will designate treatments and blood pressures. 
At this time the health care aide course is offered at 
community colleges, secondary schools and as a two-week 
orofessional development program. We are a large group 
of people working in the medical field without provincial 
‘standardization of course tests or disciplinary action of 
i1egligent members. We wish to establish standards instead 
of guidelines. Our goal is to have the curriculum content of 
all health care aide programs basically the same and to have 
standardized provincial exams for all students. Standards 
would provide guidance for certified health care aides, 
educators and employers. 

We seek to promote nursing excellence and quality 
‘qursing care. We would like classroom training to teach 
orinciples and procedures of practical work and training in 
‘cleanliness and efficiency. There should be practice in dem- 
‘onstration rooms before being allowed to care for people. 
iNurses’ aides should not be allowed to be hired right off 
che street, having just worked in factories with no medical 
‘knowledge whatsoever. We would like to see all health 
‘care aides graduate from an accredited college health care 
aide course. 

We are utilized by being called upon to do non-nursing 
things such as laundry. On the other hand, when workload 
is heavy, we are designated duties such as vitals and treat- 
‘ments. Also, this is a high risk for potential infection 
spread, handling contaminated laundry and then caring for 
the patient. 

| We would like to be registered with the health profes- 
sions legislation disciplinary act. This would give us li- 
‘censing as a professional and competent person. We would 
de assured of our competence and of the competence of 
‘our colleagues. Under the legislation health care aides 
‘could be monitored. We would also like to establish a 
MJisciplinary committee to deal with harm, neglect, physical 
and verbal abuse. It is a sad situation, but we need to 
protect the public by investigating complaints about nurs- 
‘ing practice and professional misconduct or incompetence 
of its members. A prevention method used for disciplinary 
‘Ourposes would result in better nursing care. 

Because patients and the public are the most important 
people in the reform of Ontario’s long-term care service 
and our first consideration, the association would like to 
establish maximum protection to the public. We feel there 
‘should be a standard-of-care clause established as well as a 
scope-of-practice clause. We would like to be registered 
with the Regulated Health Professions Act and wish to gain 
its support as we feel all these things would fall into place. 

_ A-summary of what the association would like to es- 
tablish: licensing through registration; provincial exam; a 
disciplinary committee; improved education in chronic 
Zerontological nursing; a right to practise more of what a 
jhealth care aide is taught; to promote close relations in the 
orovision of health services and help create an environment 
‘in which health professions can work together co-operatively 
and effectively, and high standards and ideals. 

On the last page of my summary I would like to bring 
to your attention that the Nursing Homes Act states health 
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care aides give only personal care, for example, dressing 
and grooming. Health care aides do more. Health care 
aides give the scope of practice that is in the Nursing Act. 

The health care aide is the practical nurse and gives all 
hands-on bedside nursing in chronic and geriatric long- 
term facilities. We promote health and recovery and relieve 
pain by reporting it to the medication nurse. Health care aides 
meet basic physical, supportive, preventive, therapeutic, 
palliative and rehabilitative needs in order to attain and 
maintain normal function. Health care aides observe, report 
and communicate changes in residents’ physical or emotional 
status. The physiotherapist often only comes in twice weekly. 
Health care aides continue physiotherapy when the physio- 
therapist is not available. We are called upon to assess and 
give input in nursing care plans. We have a legal responsi- 
bility to the person in our care. 

I also would like to bring to your attention that the 
Nursing Act states that it is a nursing act performing invasive 
instrumentation, including manual and digital instrumenta- 
tion beyond the anal verge. Health care aides take rectal 
temps, glove, and administer enemas and suppositories 
and more. 

The Nursing Homes Acct states that laundry, etc, does not 
count for nursing hours. Example, there are 107 patients to 
six health care aides on a shift. That leaves five health care 
aides for 107 patients, as one health care aide is down in the 
laundry most of the shift, which takes away from nursing 
hours. We would like to see all six in nursing care. Also, 
cross-contamination becomes frequent. 

Health care aides also hold administrative positions such 
as administrator of rest homes, making important decisions 
daily such as setting standards to ensure quality care and 
efficiency within the establishment. Four ministries devel- 
oped the health care aide program. We would like to see 
the health care aide role be reassessed and redefined and 
serious attempts made to raise the health care aide nurses’ 
standards and to encourage a better class of recruits. 

We look forward to your participation in the planning 
for the future role of our profession. Thank you. 


The Chair: Thank you for an excellent presentation. 
You did not look nervous at all. 


Mrs Cunningham: I would very much like to thank 
you for being here today and for all the work you have 
done in the past, especially in the last couple of years as 
you have gotten your organization together and worked 
hard to do that. What is your membership now within your 
own organization? 


Ms Robbins: We are just starting out and that is our 
problem. We are trying to do everything and we only have 
about 400 members so far, but we have chapters in Sault 
Ste Marie, Ottawa, Oshawa and London. 


Mrs Cunningham: That is great. I am certain you 
will have a lot more members. When you say only 400, 
that is a lot to this committee. 


Mr Hope: You raised a number of good points, such 
as accreditation by community colleges. I know currently 
that community colleges have health care aide systems in 
place which require a certain standard. I can speak of that 
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because I know the in-depth basis of the education that 
takes place. 

When you make mention of the long-term care reform 
and long-term care facilities and home-based service, 
would that not be more the responsibility, as we see in rest 
homes and private enterprise, where they are the ones who 
are hiring the non-registered, the nurses’ aides, versus the 
community-based ones who are hiring qualified people? Is 
that not the case as to what is happening? 


Ms Robbins: No. They are hiring people right off the 
street, right from factories. That is why we are asking, 
please do not leave it to the employers any longer. The 
health caree would like to see all qualified people hired, 
and this is one way we could monitor that. 


The Chair: We appreciate your coming before the 
committee this morning. If at any time there is anything 
else that you think would be helpful for the committee 
during our deliberations, please feel free to communicate 
with us in writing through our clerk. 


1000 


ONTARIO OSTEOPATHIC ASSOCIATION 


The Chair: Next is Douglas Lauder of the Ontario 
Osteopathic Association. Are you here representing the as- 
sociation or are you here as an individual? 


Dr Lauder: I am past president of the Ontario Osteo- 
pathic Association and I am representing that association. 
Mine is a short presentation, as you can see. 

In recent years, the terms “osteopath” and “osteopathy” 
have been replaced by the terms “osteopathic physician” 
and “osteopathic medicine.” The enclosed photograph of 
my licence to practise, a government of Ontario certificate, 
uses the term “osteopathic medicine,” and this document is 
dated April 25, 1955. These newer terms are seen to be 
well established over time. 

The osteopathic profession recommends that in Bill 55, 
An Act respecting the regulation of the Profession of Med- 
icine, subsections 16(1) and 16(3), the word “osteopath” 
be changed to the term “osteopathic physician.” That is my 
recommendation. 


Mr Beer: We have had a number of questions around 
titles, and I think as laypeople, it helps us to understand 
better why these terms have evolved or what it is that is 
trying to be expressed here. Is it simply that this is the way 
in which your profession is referred to and that is the 
language you want, or does that term “osteopathic physician” 
say something more, say something else besides the mean- 
ing of the terms that are in there, where it says “osteo- 
pathic physician or surgeon”? I wonder if you could just 
help us with that. 


Dr Lauder: The term “osteopathic physician” proba- 
bly takes the connotation away from a separate profession 
and into the general medical profession. This is the case in 
every jurisdiction in the United States, for example, where 
every state recognizes osteopathic medicine fully and com- 
pletely, the same as a medical physician. This also has taken 
place in the province of Alberta and in the province of 
Quebec, except that of course in Quebec there is a language 
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problem. The examination has to be written in French an 
we do not have anybody who can do that. 

These are situations that have taken place and I thin 
that perhaps explains why we prefer the terms “osteopathi 
medicine” and “osteopathic physician” rather than “osteo 
path” and “osteopathy.” 


Mr Beer: Could I then ask, through the parliamentary 
assistant, did the review consider using this term, and if so 
was there any specific reason why they decided to use th 
terminology that is currently in Bill 55, subsections 16(1 
and 16(3)? 

Dr Lauder: Those were the original terms years ago, 
but they really have been replaced by the ones that I have 
requested. 


Mr Burrows: Not having been part of the review on 
this issue, I honestly do not know what the review consid- 
ered. However, I can say that the review concluded there 
was no need to protect “medicine,” but the title of “physi- 
cian” would be protected to members of the College of 
Physicians and Surgeons of Ontario. 

I would point out that the profession of osteopathy, it is 
envisioned, would be governed, along with physicians and 
surgeons, by the College of Physicians and Surgeons o 
Ontario. The review envisioned that there would be a speci 
register for osteopathic practitioners. Really, the recom- 
mendations stopped at that point. It is envisioned that i 
the writing of regulations, issues between the governance’ 
of orthodox North American medicine and osteopathi | 
practitioners would be worked out between representatives) 
of the two professions. A great deal of detail has yet to be| 
done in that area. } 

The Chair: We appreciate your presentation befor | 
the committee. If there is anything that you think might b 
helpful over the course of our deliberations, please con- 
tinue to communicate with the committee in writing. 













LEN BOKSMAN 
VIKKI PAQUETTE 
The Chair: I would like to call next Len Boksman 
and Vikki Paquette. You have 10 minutes for your presen-| 
tation. We would ask if you would leave a few minutes at 
the end in case members have any questions. 


Dr Boksman: I am Dr Len Boksman. As a 1972 grad-' 
uate of the University of Western Ontario, I am currently’ 
in private practice in general dentistry in London, Ontario. 
I am also a part-time faculty member in the faculty of 
dentistry at the University of Western Ontario. I have au- 
thored and co-authored over 50 scientific papers and a text! 
on dental techniques. | 

I am here today with Mrs Vikki Paquette, a valued 
member of my health care team whom I will introduce to 
you shortly. We welcome this opportunity to address your 
committee, not as representatives of a special interest! 
group, but simply as health care practitioners who are con- 
cerned for the wellbeing of our patients. 

In this regard, we have some very specific concerns 
regarding Bill 47 as it is currently drafted. Under section 3, | 
the scope of practice states, “The practice of dental hy-| 
giene is the assessment of teeth and adjacent tissues and 

















































22 AUGUST 1991 


l/:reatment by preventive and therapeutic means.” It goes on 

io state that the provision of restorative and orthodontic 
/srocedures and services is on the order of a dentist. This 
‘.atter portion is consistent with section 4, which lists the 
authorized acts. 

Our concern arises from the fact that the part just pre- 
viously quoted, namely, “treatment by preventive and ther- 
peutic means,” is not on the order of a dentist and is 
e/herefore not consistent with the authorized acts as de- 
scribed. In fact, it would imply independent practice by 
1ygienists. It is our strongly held belief that this would result 
n serious shortcomings to the wellbeing of the public and 
hould therefore be reconsidered. 

At this time, I would like to introduce to you Mrs Vikki 
| aquette, a registered dental hygienist, who can elaborate 
/n this matter. Mrs Paquette, an honours graduate of Cam- 
yrian College, has been in the field of dentistry for 16 
years, 13 of those as a practising dental hygienist. During 
his time, she has had the experience of working with a 
umber of dentists in several cities throughout Ontario. 


“—" 


e|> 


Mrs Paquette: I would like to begin my comments by 
{| hanking the committee for the opportunity to express our 
| soncerns. I hold what I believe to be a widely held view by 
'/my colleagues in the profession of dental hygiene, namely, 
Nhat our patients are best served by a team approach to 
‘|heir dental needs. The team concept as currently practised 
(\eates many benefits for the patient. It ensures that the 
Siyatient is seen by two professionals complementing each 
’\)ther’s skills, which results in complete care. This type of 
ipproach also leads to in-house quality control and mini- 
¢|mizes the risk that something vital to the patient’s care 
¢/night be missed. Our patients deserve to receive a diagno- 
jis by a dentist. It is our belief that the current RHPA 
yroposals will break the team approach to the delivery of 
yral health services. To us, the most effective and efficient 
‘are is achieved when the dental hygienist functions in 
‘ollaboration with the dentist. 

We do not believe that comprehensive oral health care 
‘san be achieved if the dental hygienist establishes practice 
ipart from the dentist. We believe that the current propos- 
ils under the RHPA will lead to the fragmentation of pa- 
-/ient care, and this cannot be in the best interests of the 


It has been stated by some that the current legislation 
vill allow better and more affordable care for our seniors 


vatient group without the benefit of a diagnosis. To do 
itherwise could place the patient at risk. 
Institutionalized seniors are generally medically com- 
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treatment plan. Patient management of the elderly begins 
with a diagnosis. 

Cost containment must not dictate dramatic changes to 
the scope of practice granted to any professional group. 

This whole dilemma has a simple solution. To shift the 
phrase “on the order of a dentist” just prior to the phrase 
“treatment by preventive and therapeutic means” in the 
scope of practice section would serve to give my profes- 
sion greater freedom compared to the current act which 
requires direct supervision on the part of dentists and 
would serve to protect the public in that the team approach 
would remain intact. 

In summary, it is our sincere hope that this committee 
will review the proposed scope of practice statement for 
dental hygienists and bring forward amendments to ensure 
that dental treatment services are provided on the order of 
a dentist. 


Mr Johnson: In your presentation, you mention some 
of the serious shortcomings to the wellbeing of the public 
that could result, in your opinion, if the changes are not 
made that you request. I was wondering if you could elab- 
orate on what these serious shortcomings might be because 
I think that the relationship is a good relationship, but I am 
not sure that the workhygienists do really necessitates 
being seen by a dentist prior to some of the functions that 
occur. If you could elaborate on that, I would appreciate it. 


Mrs Paquette: I would like to answer that question, if 
I could. I believe that there is harm to patients by, for 
example, an independent hygienist. The risks are very se- 
vere for the medically compromised patients. Someone 
with a heart murmur, history of rheumatic fever or any 
artificial knee, prophylactic valves, are under the risk with- 
out any pre-medication that they may run into subacute 
bacterial endocarditis, which can be fatal. I am not li- 
censed to give an authorized pre-medication; therefore, the 
patient would have to go back and get a prescription from 
the doctor. It is not only that they are at risk, but it is very 
inconvenient. 


Mr Johnson: How often would this occur? 


The Chair: I have other questioners, Mr Johnson. 
Thank you. 


Mr Beer: Just to in effect follow along in the same line 
of questioning, we certainly agree with your idea around the 
team approach, and I think that is what we have been getting 
from many health care practitioners. But also recognizing 
that we are trying to widen accessibility and choice, I think 
one of the issues here that you are perhaps aware of is that 
there have been suggestions by other dental hygienists that 
“on the order of a dentist” should be taken out entirely and 
they should have an even more independent practice. So 
your point of view is different and interesting. 

But in following along, would it not be that the college 
that would be set up here in fact would be dealing with 
many of those concerns around the independent practice that 
would be permitted here? I am trying to get the balance 
between where we say to you and your colleagues as pro- 
fessionals that we would recognize that you would not do 
those things for which you are not properly qualified or 
trained. While I do not understand all of the things that 
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would be permitted under what is set out here, it seems to 
me that as we move into long-term care and we move into 
dealing with people in their homes, we need to develop 
greater flexibility, in a careful way. 


Mr Beer: Why would you not see a dental hygienist 
being able to perform a number of those activities? 


Dr Boksman: I can take that, if you will. I think the 
flexibility issue is extremely important. When we are deal- 
ing with patients who are possibly at risk, our concern is 
that we create legislation that protects our constituents 
from possible harm, and in this situation there is definitely 
a medical risk involved which the hygienist is not trained 
to diagnose. 


Mr J. Wilson: Just to point out that we are sympathetic 
to your concerns about Bill 47, section 3, and the defini- 
tion in the scope of practise and will undertake to try and 
straighten that out during the clause-by-clause proceedings. 

But I am interested, I have had dental hygienists in my 
own riding of Simcoe West come and certainly give me the 
impression that they would like to be able to practice inde- 
pendently, for instance, in long-term care facilities. Is that, 
in your opinion, very much a minority group? I know 
yesterday we had the Ontario hygienists’ association stress 
the team approach, so we kind of get conflicting views. 


Mrs Paquette: It is a direct quote that I did state in the 
presentation, just in May 1991, and I do believe that I amn— 


Mr J. Wilson: Adequately expressing the majority of 
the members. 


Mrs Paquette: Yes, with my colleagues. 


The Chair: Thank you very much for your presentation. 
We appreciate your appearing before the committee today. 


1020 


WILLIAM REID 


The Chair: William Reid and Max Hanna. You have 
10 minutes for your presentation. If you leave a few min- 
utes at the end for questions from committee members, it 
would be appreciated. 


Dr Reid: Before I start my presentation, I would like 
to mention that my colleague Max Hanna will not be 
‘speaking through the presentation but is willing to answer 
any questions after. Our philosophies are the same. We 
have gone through this, and although they are my words, 
we are on the same wavelength with this presentation. 

My name is William Reid and I have been a dentist in 
east London for the past 25 years. My colleague Mr Max 
Hanna, a denture therapist, has been involved in dentistry 
for over 45 years and has practised in the same building as 
myself since 1975. We have collaborated during this pe- 
riod in providing partial dentures for the public as speci- 
fied in the existing legislation and have similar feelings 
regarding the proposed new law. Mr Hanna also works 
with Dr Bruce Pellow, another dentist in the building, and 
Dr David Adachi in the village of Watford. 

The new bill that allows denture therapists to provide 
partial dentures to the public independent of the dental 
profession is poor, retrogressive legislation. It is absolutely 
essential that the lawmakers and public understand that the 
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‘that he has been trained for and does best. | 



















































ultimate success of a partial denture is dependent upon the 
status and health of the existing teeth and supporting struc-+ 
upon a well-designed and constructed partial denture ap-+ 
pliance. Max Hanna surely wants his partial denture tc 
want the existing teeth to not be comprised by the dentate 

In short, all our training and experience tell us that te 
provide a proper partial denture service to our patients, 
training provided and the scope of practice allowed by la 
in denturism in no way enables the therapist or denturist to| 

For example: It is stated in the proposed legislation that 
an assessment of the arch is all that is required. We fail to 
teeth are present here and a diagnosis with a periodontal 
examination using a perio probe, vitality tests; necessaryj 
taken. A denture therapist just does not have the diagnostic) 
tools, information and training that is needed to make solid 
that will support the partial denture. 

Second, the great majority of partial dentures require rest) 
design principles. A denture therapist, by law, cannot cut) 
into teeth with rotary drills to provide these essential modi-) 
to re-evaluate the new legislation. 

Third, a denture therapist, without a total diagnosis, is) 
Just because there are spaces in the arch does not automat- 
ically mean a partial denture should be placed. A bridge or 
pursue. Many times a choice of which way to go will be 
made by the patient depending on finances, age, time con-| 
given all the information needed to make alternative 
choices. There is new legislation that is being considered) 
fields of the right to be totally informed as to treatment.) 
From our point of view, Bill 50 does not allow all patients) 
definitely at odds with the other legislation. 

Mr Hanna and I have been working together within the! 
technical abilities and the genuine goodwill he has with our 
patients, and he can count on my involvement to advise and) 


tures, and conversely, the integrity of the teeth depends 
satisfy his and the patient’s expectations, and I certainly 
that he places. 

certain basic biomechanical criteria must be satisfied. = 
do this. | 
see how this serves the needs of the public. Remember, 
radiographs, X-rays and other diagnostic measures must be) 
judgements as to the status of the teeth and the structure : 
preparations and guiding planes to satisfy well-established) 
fications. This fact alone should give the committee pause 
unable to provide legitimate treatment options to the patient. 
even no treatment at all may be the proper direction to 
Straints, etc, and this is good, because he or she has been) 
by this government that will assure patients in all health) 
to be fully informed as to treatment alternatives, and this is} 
existing law for the past 15 years. I recognize his fine} 
prepare the mouths of his patients so he can do the things) 














A typical patient who presents at his office might have! 
an old, ill-fitting upper denture and a lower dentition that is 
compromised but, with treatment, salvageable. He would 
take preliminary impressions and refer the patient to me.) 
Following a diagnosis, I would discuss the treatment plan, | 
alternatives and prognosis with the patient, then proceed to) 
do any necessary dental work required, such as extractions, | 
cleaning, restorations and oral hygiene instruction. 
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{ 








22 AUGUST 1991 


Meanwhile, a design for the lower partial is done, and 
orior to sending the patient back to Mr Hanna for construc- 
ion and fitting of the new full upper denture and lower 
yartial denture, I would cut the necessary rest preparations, 
yroviding guiding planes and make any other adjustments 
o the teeth that are needed. After he delivers the dentures 
o the patient, I examine the finished appliance in the 
nouth. Mr Hanna will have the patient back for any ad- 
ustments needed, and we encourage the patient to return 
ior dental checkups to help assure the longevity of the 
‘emaining teeth. This is a typical scenario. Rarely in all the 
rears of practising together have we encountered a case 
hat really did not require some input from myself. 

We respectfully submit this presentation to the commit- 
ee to show how this team approach in regard to the delivery 
of partial dentures serves and protects the patient and to 
show our concern that removing the dentist from the process, 
is proposed in Bill 50, would be an astonishing retrograde 
itep in the provision of quality dental care. 


Mr J. Wilson: I think you spell out very well what the 
lenturists want under Bill 50. They certainly claim time 
ind time again before the committee and made a very 
100d presentation yesterday indicating that the dental pro- 
‘ession has not been able to provide any proof of serious 
arm caused by them doing partial dentures on their own. I 
ust want to give you the opportunity to comment on that. 


Dr Reid: It would surprise me that the Ontario Dental 
Association could not make a presentation to that area. As 
‘ar as harm is concerned, I really cannot understand how a 
lenture therapist can really determine harm. It is not within 
heir abilities to do so. Harm, with partial dentures—suppos- 
‘dly an abutment tooth or a supporting tooth, when the den- 
ure is placed and the patient is happy—is 10 millimetres. 
dow do they know two years later, when it is eight 
nillimetres, that it is eight millimetres? There is no way 
or them to even do that. They do not take X-rays. They do 
10t make measurements. The harm may be there and not 
Orthcoming for a while. | 

We know from the mechanics of partial denture therapy 
hat there are certain criteria that have to be there to make 
. Successful partial denture. When they say harm, it is not 
S if the mouth is going to blow up; it is the integrity of the 
eeth over the rest of that patient’s lifetime. It would be 
adly compromised. 

I cannot comment on why the Ontario Dental Association 
ias not presented anything. It may be that they do not want 
0 take the low road and go that route, but I am sure there 
Te instances, because we do see these instances. I know 
here have been presentations from private dentists to the 
DDA on harm that has been done. 

Mr Winninger: I am told that only approximately 5% 
f an average dentist’s work involves denture work. Do 
‘ou agree with that estimate? 

Dr Reid: | think that seems to be probably close to it, 
ut maybe in my case a little more. I have been in practice 
little longer. 

Mr Winninger: So the suggestion that you as a pro- 
ession might be just protecting your turf may be ill 
ounded. 
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Dr Reid: I think it is ill founded, because we use a 
denture therapist. I do not covet his patients. I just want to 
make sure that his patients are happy and that the work is 
done properly. 

Mr Beer: With the college that would be established 
by the denturists—and it is a similar question to the previous 
group—do you not believe that the College of Denturists 
would be able to set appropriate standards that the denturist, 
in receiving a patient, would be able to recognize, “I must 
refer this person to a dentist because of the nature of what I 
am going to be doing,” or are you saying simply the diffi- 
culty is that they will not necessarily be able to recognize 
potential problems in a mouth? 


Dr Reid: I am saying, categorically that they will not 
be able to. They are just not trained. My background and 
legal commitment is that—as I say, I do resent the fact that 
if I place a partial denture and I have, let’s say, not taken 
an X-ray and there is a cyst or something there in an 
abutment tooth, then I am legally responsible for that, and 
rightly so. I cannot see that the government could really put a 
poor denture therapist in jeopardy because he goes ahead 
and does something, the work fails and the patient wants to 
sue, because he just does not have the background. Max 
does not have the basic sciences. He does not have the 
medical science background that I do, and he is just un- 
able. You would have to establish in the denture therapy 
course actual courses that would cover these things in the 
medical field. It is totally lacking now. It is not there. 


The Chair: Thank you very much for your persenta- 
tion. We appreciate your coming to address us. If over the 
course of time there is additional information that you 
think might be helpful, please feel free to communicate 
with us in writing. 

1030 


DENNIS LEBERT 


The Chair: Dennis Lebert, you have 10 minutes for 
your presentation and if you would leave a few minutes for 
questions we would appreciate it. 


Mr Lebert: Good morning. I am here today in regard 
to the proposed legislation that will make the prescription 
of a hearing aid a controlled act and what it will do to the 
hard-of-hearing in my area and other rural communities. 

I have owned and operated the Chatham Audiometric 
Centre for the past five years and worked for three years 
with the previous owner, who had served the hearing-im- 
paired since 1964. As a hearing instrument practitioner, | 
am a registered authorizer and vendor for the assistive 
devices program. 

My office dispensed approximately 325 hearing aids in 
1990, of which only approximately 43 were audiologists’ 
prescriptions. In 1991 so far I have dispensed approxi- 
mately 200 hearing aids, with 19 being audiologists’ 
prescriptions. 

These figures are fairly consistent with most rural offices. 
A large number of the hearing aids I authorize and dis- 
pense come from nursing homes and rest homes I service: 
Chatham eight, Blenheim two, Dresden two, Ridgetown 
one, Tilbury one, Wardsville two and Wallaceburg two, a 
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total of 18. This service, audiometric evaluations, case his- 
tories, fittings, counselling and repairs on site, that 1 pro- 
vide is very beneficial to hearing-impaired residents who 
in many cases are unable to be transported and usually have 
no possible way of going to an audiologist’s clinic, except 
by ambulance, which would be very costly and would be a 
misuse of the emergency service ambulances provide. 

Every time a hearing aid is authorized and dispensed 
by myself or any hearing instrument practitioner rather 
than going to an audiologist’s clinic the taxpayers of On- 
tario save $100. With the 70,000 hearing aids that are dis- 
pensed in the province of Ontario, this figure cannot be 
taken lightly. 

As you can see by the number of audiologists’ pre- 
scriptions, a dispenser in many rural communities will not 
likely be able to operate if this bill becomes legislation. It 
will mean that the hearing-impaired consumers will have 
to go to larger cities to receive services. 

The Association of Hearing Instrument Practitioners of 
Ontario had over 200 authorizers and dispensers in early 
1989 and predicts that only approximately 130 will be left. 
Most of these 70 will be lost from the rural areas, where 
few audiologists exist. 

How does this proposed legislation think that the cur- 
rent 259 audiologists will be able to give the thousands of 
hearing-impaired consumers the quality of care they are 
presently receiving with no complaints if these offices 
close? The rural areas in Ontario will be the hardest hit by 
this proposed legislation at a time when the population of 
65 years and older is growing at three times the rate of the 
overall Canadian population. Fifty per cent to ninety per 
cent of these seniors suffer from some form of hearing loss. 

In conclusion, this committee has the opportunity to 
stop this unnecessary legislation that will cause the hear- 
ing-impaired consumers in Ontario extra time, money and 
stress when all they want to do is obtain a hearing aid to 
improve the quality of life by hearing better, considering 
that there is no risk of harm and without waiting months 
for safe services that are available upon demand. 

I have enclosed for your reading 11 letters I have re- 
ceived from different nursing homes and rest homes I do 
work for and, along with some clients, would have the 
same viewpoints as myself and my area. Thank you. 


Mr Hope: Dennis, thanks for driving into London, as 
London is supposed to be the centre of southwestern On- 
tario. Dealing with the rural area, there are a couple of 
questions I have for you: First, where did you get your 
training from and from whom, and second do you serve 
any people under the age of 18? 


Mr Lebert: My training was I attended the Sheridan 
College program which unfortunately has been disbanded 
due to some conflicts where different committees have felt 
that we should be doing just dispensing. So they did not 
want to teach testing and fitting, as I do now. When I 
received my training from Sheridan College I was taught 
by audiologists, doctors. They gave us the training, which 
also was that we had to have 1,500 hours of supervision, 
which I received from the gentleman I purchased the busi- 
ness from. 


Your second question regarding children under the age 
of 18: I do the actual dispensing of the hearing aids for 
these children as long as they have been recommended by, 
an audiologist and a family physician has given medical 
clearance for this work. 


training too, because spokesmen for your group have been 
into my office to discuss it with me and from what I ca | 
understand, if the training does not change—I am nog 
talking about requirements—and if it is not presented) 
across the province so that there is accessibility, I am just) 
wondering about the future of your work, if you would like 


| 
to speak to that. | 


Mr Lebert: Luckily, with my age, I have been able to, 
get into the business young enough. The problem we have 
as an association is that the average age of the authorizers| 
and dispensers is 55 years old. These people cannot be; 
replaced. So the thousands of people who are being taken] 
care of by these elderly people—watch how I say that— 
will be lost. There is no one who is out there who will be 
able to replace these offices. 

Because of the George Brown College program that we 
have been trying to get started, the major downfall is that the 
do not want us to be able to do the authorizing, so that there| 
has been a great difference there. But these people will not} 
be able to, as I say, in the rural areas, replace their offices} 
because there is no one being trained at the present time. 





Mr Beer: Has your organization had any discussion} 
with the audiologists? Is there some compromise position?} 
Are there some, in your view, legitimate concerns about) 
how people might be treated? Is there any other place to go} 
here, or do you think that it is simply a case that you) 
should be allowed to dispense hearing aids to anyone who} 
wants one? 

| 


Mr Lebert: I am not on the board of directors for the! 
association, so I cannot answer if they have been meeting.| 
It is my understanding they have. Their viewpoint, to the| 
best of my understanding, is that the audiologists do not} 
want us to do any type of hearing testing or prescribing of} 
a hearing aid, which we do now. | 

The problem with that is when a person comes into my| 
office with a hearing aid that is five or six years old that) 
needs to be replaced, I have to do the hearing test presently| 
to find out if he needs a stronger hearing aid, or which type 
of hearing aid needs to be replaced for this person. 





The Chair: I have a request from the parliamentary 
assistant to clarify. 


Mr Wessenger: I would just like to indicate that there 
is nothing in the legislation that will prevent the dispensing 
of hearing aids. 


Mr Lebert: We will not be able to dispense the hearing | 
aid if we do not have the opportunity to do the hearing test | 
to find out what type of hearing aid is needed by that person. 





Mr Wessenger: Perhaps I should also clarify there is| 
also nothing in the act that will prevent doing the hearing 
tests. 


Mr Lebert: With the prescription of a hearing aid? 
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Mr Wessenger: What would be prohibited would be 
the actual prescription. Of course the definition of pre- 
scription has not yet been determined, but that could be 
either on the order of, for instance, a physician, which 
could merely be a referral to you to say, “This person 
needs a hearing aid,” and you could go ahead and still do it 
on the simple order of a physician that indicated the need 
by the patient. 

Mr Lebert: How would a family doctor, or an ear, 
nose and throat doctor be able to give a prescription that 
says, “You need a hearing aid,” if he does not have an 
audiogram or any case that says that the person has a 
hearing loss? 

Mr Wessenger: My understanding is that there is 
going to be flexibility in the administration of this in that it 
will be up to the physician to make that determination of 
how specific he is going to be with respect to the question 
of prescription. I understand it can simply be an order that 
this person is suitable for obtaining a hearing aid, and it 
would be up to the medical practitioner to determine 
whether the situation was such that he felt that the testing 
was required by an audiologist. I would assume in certain 
instances, particularly in replacement of hearing aids and 
so forth, particularly for the elderly, it would be deemed not 
perhaps necessary to have those tests. I am just surmising 
here, but I would assume also in the case of young people, 
obviously those tests would be required. 

Mr Lebert: With older people also, we have people 
who come into our office daily who say they have a hear- 
ing loss, “I need a hearing aid.” We do a complete case 
history audiogram on the person, and they have no hearing 
loss at all. We have to just train the person for better listen- 
ing techniques, rather than a hearing aid. That is where I 
see the problem without having an audiogram before the 
prescription of a hearing aid. 


Mr J. Wilson: Madam Chairman, may I just interject 
a couple of points? 

The Chair: We are out of time on this presentation. 
What you can do is make note of your question, and at the 
appropriate time place it on the record with the parliamen- 
tary assistant. 
| Thank you for your presentation this morning. We ap- 
preciate your appearing before us. 
| As members know, there will be additional opportunity 
to discuss these matters. If you have questions that you 
would like responded to from the ministry, there is an 
Opportunity to do that, or you can place it in written fash- 












LOUISE CARROLL 


The Chair: Louise Carroll, you have 10 minutes for 
your presentation. 

Ms Carroll: Hello. My name is Louise Carroll. Iam a 
»onsumer of health care in Ontario. What I want to say first is 
hat I strongly support the overall intent of Bill 43 and its 
companion legislation, Bill 56. Midwives have a crucial 
‘ole to play in the evolution of our health care system in 
Ontario, and I am encouraged to see that midwifery is 
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finally being given the autonomy and recognition it deserves 
as a profession. 

The implementation of this legislation is personally 
very important to me. As you can see, I am several months 
pregnant. London has quality obstetrical services, and 
there are some wonderful doctors and nurses. Several of 
my friends during childbirth made a connection with hos- 
pital staff on duty. However, the experience of one close 
friend in particular prompted me to seek alternative care 
for the birth of my daughter. When my friend recalled her 
birth story, she said she had felt very alone, uninformed of 
her progress and felt that she had no active part in decision- 
making. She was automatically placed into a position 
where she felt unsupported and powerless to ask for what 
she wanted. 

I chose to increase my chances of a healthy, supported, 
non-medicated birth by working with a midwife in a hos- 
pital. With the midwife, I felt supported in my decisions 
regarding the birth and felt more comfortable knowing how 
long I could labour at home before going to the hospital. 


‘Even then, because of the lack of legislation regarding 


midwifery, there were still uncomfortable moments with 
hospital staff. After the midwife had been involved with so 
much of the labour, up until reaching the hospital and at 
the hospital, I really would have been happier if she had 
been allowed to catch and if that legislation had been in 
place allowing her to do that. 

It is important that women in Ontario have more per- 
sonal choice available to them in childbirth. Healthier ba- 
bies and family relationships may result when a woman 
can give birth with only the people she chooses and knows 
taking care of her. More specifically, with regard to Bills 
43 and 56, I would support any necessary changes which 
would allow midwives to be primary care givers. These 
changes would include, but not be limited to, prenatal 
blood screening, heel pricks, insertion of an intravenous 
catheter for purposes of rehydration and access to a limited 
list of drugs for purposes of dispensing. 

I would support the timely establishment of autono- 
mous, freestanding birth centres as an obvious way to im- 
plement and support this legislation. Midwives need a 
neutral ground where they can practise, and women and 
their families need a place where they can have more per- 
sonal care and choice. An autonomous birth centre would 
bring about a healthy comparison to the conventional 
health care system and initiate change within the system 
more quickly. I would support informed choice, where all 
health care professionals have a mandate to inform women 
about their choices, risks and options in child care. I would 
support holistic midwifery training, where midwives are 
educated to be familiar with and able to direct clients, 
when appropriate, to reflexologists, chiropractors, nutri- 
tionists, homeopaths, doctors, obstetricians and other 
health care professionals. 

I would support the legislation of homeopathy as a 
useful profession and model of care. Homeopathy is estab- 
lished and respected in many other countries. As more of 
the general public becomes aware of the practice and use 
of homeopathy, it would seem prudent to establish access 
in a responsible way. 
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I would support continuity of care within the health 
system. If a woman has chosen to work with a midwife, in 
the event that she is transported to hospital, I would rec- 
ommend that the midwife remain the primary care giver 
until such time as it is determined that the primary care 
giver should be an obstetrician. The midwife must remain 
as a primary support person and, if there are no further 
complications, resume post-natal care. Finally, I fully sup- 
port the intent of Bills 43 and 56, with the changes and 
concerns I have mentioned. 

I have a question for the general committee of course: 
If the midwifery bill has its final reading this fall, can I 
expect a midwife to catch me in a hospital in Ontario by 
January? That is my deadline. 


The Chair: Thank you very much for your presenta- 
tion. I have a question from Mr Hope but, Mr Wessenger, 
would you like to answer the question first? 


Mr Hope: I was going to pose that question. 
The Chair: Is that your question? 


Mr Hope: Yes. 

The question and concern I have, in listening to all the 
presentations on midwifery and looking at her question, is 
by January and before January could she have the midwife 
present? It is subject to the hospital’s discretionary power, 
I guess, whether it wants to let a midwife in. Could you 
just elaborate a little more so that it is clear to me and also 
to the young lady making the presentation? 


Mr Wessenger: I think I will refer that to ministry staff. 


Mr Burrows: At the present time midwifery is not a 
recognized, self-governing profession, so any accommoda- 
tion the system has for midwives is exactly that. The mid- 
wifery task force concluded, and it is on the public record, 
that presently midwives find themselves operating outside 
the system and technically operating in an illegal atmo- 
sphere. The current thrust of the interim regulatory body 
being approved by government and this legislation is to 
rectify that situation. In fact, we recently had a coroner’s 
inquest in Toronto that made very strong recommendations 
about the need to regulate midwives for the protection of 
the public. That being the case, the situation that would 
prevail in January, if this legislation is not passed, would 
be the same at present: whatever accommodation could be 
made between those operating outside the system and 
those who legally operate within the system. 


Ms Carroll: However, if the legislation is passed, 
would that have an effect on something being able to be 
worked out in January other than what is currently going 
on, which is an arrangement usually between your own 
doctor and a midwife? 


Mr Burrows: Passage is one thing; proclamation is 
another. We will not be able to proclaim this legislation 
immediately upon passage for the simple reason that we 
have to write regulations under 22 acts and they will need 
to be vetted in a transparent way. Second, the system has 
to make whatever changes are necessary to accommodate 
this, and there are a number of important policy decisions 
that have yet to be taken, such as practice sites, methods of 
remuneration, etc. 
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Ms Carroll: How do you feel about the practice site| 
of a freestanding birth centre? 


The Chair: That is a question for the parliamentary | 
assistant, not for ministry staff. We will put that to the} 
parliamentary assistant, if you wish to answer. 


Mr Wessenger: I think it is a very interesting concept. 
It is really just a question of determining what the appro- 
priate location is and so forth. 


Ms Carroll: Do you feel it would implement the leg- | 
islation faster and allow it to be more real, more practical 
and more usable by consumers? 


Mr Wessenger: I am only speaking personally in this| 
case. I think it is a good concept and certainly I would like | 
to see it implemented in some manner. : 


Mr Beer: Madam Chair, as you know, the Indepen-| 
dent Health Facilities Act, which the previous government | 
brought in, was to allow for the development of proposals 
for a variety of services, and undoubtedly that will be one 
of the proposals that would be coming forward. 

The question I want to ask you really does deal with} 
what you might face in January or even after the legisla-| 
tion, the regulations and so on are there. What has been| 
your experience, in working with the health care profes- 
sionals who are there, doctors and nurses, around your 
having a midwife? Clearly we know you can have legisla- | 
tion and regulations, but we are working on an attitude | 
change. What is your sense of where those other profes- 
sions are in acceptance of midwifery? | 


Ms Carroll: My daughter is now a year and a half, 
old. Even in the last year and a half things have started to | 
change, and I can only speak for the London area. Things | 
have changed a little bit in some areas. I cannot say there | 
have been major changes. Even if this legislation comes | 
through, it is going to depend on how nurses and doctors | 
react to this. Some people are reacting and looking forward to | 
this as being an evolution, something that really has to | 
come to truly give meaningful, personal care, and other | 
people are feeling threatened by it. That is my impression. 


The Chair: Perhaps I could be helpful for members of 
the committee, as I have some information regarding your | 
question about January. The interim council has also deter- 
mined that all midwives who are presently practising in | 
Ontario would require educational upgrading before they 
would be able to practise as primary care givers within the | 
health system in Ontario. It is contemplated that it would take | 
approximately two years before that could happen, and that 
would allow the system to make the adjustments necessary 
and allow for the implementation of this legislation. 

The answer to you is no, that would not be possible | 
this coming January even if this legislation were passed | 
and proclaimed, because of the educational requirements | 
as recommended by the interim council. However, over the | 
course of the next little while, provided this legislation is | 
passed and the education program put in place, you will | 
see the gradual implementation through hospitals as well | 
as ultimately independent birthing centres, I believe. That } 
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is contemplated by government policy, and I have heard no 
| change in that policy. 

Ms Carroll: If you choose to have a midwife attend 
your birth, I guess it is still going to come down to your 
having to connect either with a family physician or an 
obstetrician who is willing to support that choice and allow 
you to do that. That is probably going to continue for two 
or three years. 


The Chair: That is correct. 


Ms Carroll: It is disheartening for me in one sense, 
because even when I had a midwife with a family doctor 
who was open to having that; but still wanting to maintain 
control of the catch, the last 20 minutes before he arrived— 
that is one of the concessions you make when you do that. 
It is funny; it is still even being in that hospital setting and 
even just trying to work. If I am not able to have a midwife 
with me this time, at least I know I am going to have a 
patient advocate with me, someone who can handle the 
politics, and I can just focus on the labour and being with 
my family and will not have to deal with some of the 
people who are wanting me to be—in my own personal 
experience, for example, I was on a birthing stool, I was 
ready to push and things were going well and the nurses 
were so concerned that I should be up on the bed and 
ready before the doctor got there. But when my doctor 
arrived he just said: “Great, fine, that’s good. Things are 
‘going well. Let’s go with it.” It is the perception of what 
‘people should be doing, and really the focus should be on 
working with that person and supporting her in labour and 
helping her to have a really joyous birth and bringing that 
back. I think that is what is really important. 

The Chair: Thank you very much for your presenta- 
tion before the committee. If there is any additional infor- 
mation that you think would be helpful to the committee, 
please feel free to submit it in writing at any time. 


Ms Carroll: Thank you very much. 


GUS SCHEID 


The Chair: Welcome, Dr Gus Scheid. You have 10 
minutes for your presentation. 


Dr Scheid: My name is Dr Gus Scheid and I am chief 
psychologist at St Thomas Psychiatric Hospital in St 
Thomas. First, I thank the committee for the opportunity to 
present to it. 

My general reaction to the proposed legislation is an 
extremely positive one. It renders the regulated professions 
accountable to the public, protects the Ontario citizen from 
‘unqualified practitioners, provides a spectrum of informed 
choices for those seeking health care and provides a qual- 
ity assurance mechanism for professional clinicians in var- 
ious disciplines. It has been long in coming and should be 
most welcome by the health professionals and consumers 
in Ontario. 

This having been said, I have four points to make with 
some problems I have specific to Bill 63, the regulation of 
the profession of psychology. First, provincial regulation 
by law is not new to the profession of psychology; 31 years 
ago the Psychologists Registration Act of 1960 restricted 
the use of the title “psychologist” to those registered under 
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the act and set up a governing body, the Ontario Board of 
Examiners in Psychology, to determine registration re- 
quirements and protect the public by enforcing standards 
and quality assurance for those in the profession. 

The same act prohibits anyone, except those who are 
registered, from holding himself or herself “out to the public 
by any title, designation or description incorporating the 
words ‘psychological,’ ‘psychologist’ or ‘psychology.’” 
The act simply protects these titles without in any way 
interfering with other disciplines in their offering of therapy 
or counselling. 

The act currently before Parliament, on the other hand, 
significantly erodes the protection which the 1960 legislation 
provided to the Ontario public by restricting only the title 
“psychologist” and not restricting the use of the related 
words “psychological” and “psychology.” Thus, anyone at 
all with any or no qualifications can represent himself or 
herself as a psychological consultant or as having a prac- 
tice in psychology or in any of the countless ways in which 
words signifying something similar can be combined. 

Without the least fear of error, I maintain that the gen- 
eral public will never be sophisticated enough to distin- 
guish between registered, qualified, controlled and 
accountable members of the college and others who use 
such appellations of themselves. I believe the government 
has an obligation to protect the public by framing the lan- 
guage of the RHPA, and specifically Bill 63, to protect the 
words “psychology” and “psychological” and their varia- 
tions or abbreviations. This protection can be provided 
without penalizing any other professional group. 

Second, in subsection 15(1) of Bill 63, the title of “psy- 
chologist” is restricted to members of the new college for 
those providing “health care.” By regulating only those 
psychologists who provide health care, the present legisla- 
tion removes a very large number of psychologists who 
were previously regulated under the 1960 legislation and 
absolves them from any regulatory control at all. Once 
again, I believe this is an enormous disservice to the pub- 
lic. When I seek to employ a lawyer, I expect him or her to 
be fully registered with and regulated by the bar, whether 
my need for a lawyer is in regard to real estate, a divorce 
action, a civil suit or a criminal defence on a murder 
charge. Why should the public expect any less protection 
in the case of a psychologist? Is it any less important that a 
psychologist in an educational, industrial or organizational 
setting be qualified, registered and regulated than a psy- 
chologist in a health care setting? 

“Health care” can, and likely would be, interpreted 
very strictly and conservatively. I would strongly suggest 
that the limitation created by the “health care” words in 
subsection 15(1) of Bill 63 be removed by simply removing 
the words from that part of the act, thereby regulating all 
psychologists and increasing protection of the consumer. 

Third, psychologists are one of the five groups accorded 
the licensed act of diagnosis. I have been given to understand 
that there is a lobby against psychologists being licensed to 
diagnose. Given its importance, I cannot conceive of diag- 
nosis itself ceasing to be a licensed act. Given that, it seems 
that psychologists should remain one of those groups li- 
censed to diagnose for the following reasons. 
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1. Psychologists receive formal training in diagnostic 
assessment and indeed possess a psychometric technology 
available to no other profession. 

2. Many psychologists have practices entirely devoted 
to diagnosis. . 

3. Many multidisciplinary teams, such as those in our 
hospital, frequently look to psychology for their diagnosis. 

4, Psychologists being licensed to diagnose in no way 
threatens the work of unregulated professionals. 

Finally, there is the issue of entry level for registration 
with the College of Psychologists of Ontario created by the 
RHPA. I realize there is a lobby to weaken the registration 
requirements from those which the Ontario Board of Ex- 
aminers in Psychology currently require. 

The lobby to diminish registration requirements began 
in the early 1980s when Mr Schwartz and his committee 
were giving birth to the current proposed legislation. After 
careful examination, the committee elected to leave the 
requirements as they are today. I applaud this decision and 
think any other would further erode public protection and 
quality control. Consider the following. 

All across North America most jurisdictions require the 
doctorate for registration in psychology. Those few that do 
not are moving in that direction. What would prompt On- 
tario to regress to lesser standards? 

Would the Legislature entertain lowering entry level 
requirements for dentists or for surgeons? If not, what is 
the difference? 

In the early 1980s, an analysis was conducted on the 
examination requirements for registration as a psycholo- 
gist. It was concluded that it was inconceivable to allow 
people to sit for these examinations pre-doctorally. 

Many of those who are currently lobbying for a re- 
duced requirement for registration as a psychologist have 
their backgrounds in areas totally other than psychology. 

Keeping the current registration requirements does not 
interfere with any group’s practice of its profession. They 
simply cannot be registered as psychologists. 

Finally, I believe the entry level issue should not even 
be debated in this context. It is outside the scope of this 
legislation, as I understand the act. The college established 
by the act, as with other regulated profession, should deter- 
mine the issue for the profession. 

I thank you for your time. 

Mr J. Wilson: Thank you for your presentation. You 
made your points very clear. I am going to ask you any- 
way, under the area of title protection, your first point and 
fourth point, we have had evidence before this committee 


that a number of the non-doctoral practitioners, many un- . 


regulated psychologists, for a lack of any other terminol- 
ogy in this committee, who seldom ever see a PhD, are 
practising, for instance, in northern Ontario. They are very 
much worried that their practice would be threatened. I am 
worried in that context. 

Although you make it clear that you do not feel this is 
part of the bill, I think it is in the context that if we con- 
tinue to extend title protection to the terms “psychological” 
and “psychologist” and “psychology,” the three terms, and 
if the agreement that has been worked out, the task force 
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that has been established to work together over the next 1 
months between the non-doctorals and the members of th 
college, were to fall apart in some way and an agreement 
is not reached, I am worried that by giving the full title, 
protection we would somehow be impeding those non-) 
doctoral practitioners. Do you want to comment on that? | 


Dr Scheid: I do not think the fact that there are some) 
communities in outlying areas which have a difficult time 
attracting doctoral-level people is any reason to modify 
legislation that applies across the province when we ar 
trying to achieve certain standards. I think that is an excep- 
tion. I think it is great they are there. When their absence 
would mean no resources at all, I think it is great they are} 
there. Also, I do not think it impedes anybody’s practice. 
Any member of this committee could rent a room in this} 
hotel and hang a shingle out saying “Psychotherapist” or| 
“Counsellor” or “Shrink” or anything you want to call 
yourself, except you cannot call yourself a psychologist. Ij 
think that is fair enough. I think you can practise your| 
profession and do the kind of work you are trained to do| 
without using that title if you are not entitled to or qualified to! 
have that title. 


Ms Haeck: Dr Scheid, I am sorry that I was not here 















right when I came in. As a politician, I have come to know 
very quickly that perception is really all of reality. I make a| 
large assumption, and that is that your views are your own) 
and not those of the Ministry of Health, whose letterhead| 
you have used. | 

Dr Scheid: That probably is a misjudgment on my part.| 
What happened was our assistant administrator forwarded] 
a memo from Janice Buchanan saying that invitation was) 
issued. I gave this to my secretary to type, I am afraid,| 
without checking. I apologize for that. : 

Ms Haeck: I understand how these things do work, | 
but I do want to give you the opportunity of clarifying that. | 


Dr Scheid: This is my personal position as a member 
of the psychological profession. 


Ms Haeck: Okay, very good. Thank you very much. 


The Chair: Thank you for your presentation. We ap- 
preciate your appearing before the committee today. 


DAVID BREZNIK 


The Chair: Mr David Breznik, welcome to the standing 
committee on social development. You have 10 minutes 
for your presentation. We ask if you would leave a few 
minutes at the end for questions from committee members. 


Mr Breznik: Ten minutes is not long for all I want to: 
say, but I am going to do my best with it. I wish to respond 
to Bill 56, An Act respecting the regulation of the Profes- 
sion of Midwifery. I come before you on two points: (1) 
having a daughter who wants to get into this and (2) my: 
wife and I would like to have a midwife for our next birth. 

Throughout our lives we are confronted with situations 
and decisions relating to authority. Each one of us here is 
under an authority. Authority provides for us an umbrella 
of protections, and our character is shown through our 
response to these authorities. This presentation. is not a 
condemnation of the authority of the proposed college, but 
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it is an appeal to the authorities responsible for the design 
of Bill 56. 

Realizing there are instances where help may be re- 
quired, we believe birth should be viewed as a natural 
‘function and not a medical procedure. Birth will occur 
whether or not medical training and facilities are available. 
We are concerned that this bill will deprive women of 
choice in selecting a midwife, discriminate against young 
married women who may choose to enter the workforce as 
‘'a midwife, hinder women from making their own deci- 
‘!sions on what is happening within and with their bodies 
‘and attract the wrong candidates for the field of midwifery. 

The proposed act states in section 15 that no one, un- 

less a member of the proposed college, practise as a mid- 
‘'wife in Ontario. I see no provision for acceptance of 
licences or accreditation from other licensing bodies from 
|| within this country or from without. 
Nie] recently read an account of a woman whose mother 
noticed that she was not responding as a normal child when 
she was born. Her mother took her to many doctors and 
specialists. Many tests were done and they all said basically 
the same thing, that she would have to be institutionalized 
‘/for the rest of her life. Until the age of 11 she lived five 
days a week in institutions where she was under treatment 
in various programs, coming home on weekends. 

When she was 11 years of age her father received a 
transfer to the company’s European branch. They took 
|| their daughter with them. They brought her to a specialist 
in Europe who examined her and gave her a diagnosis and 
|prescribed treatment. Within 10 days she was responding 
llas a normal child. They later returned to North America 
and she went on to graduate from college at the top of the 
dean’s honour list. Just shortly after graduation she went 
by the institution where she had been and visited some of 
,|the children she had been in with. They were still there. 

‘| The medical profession in this case was limited by its 
i\training. Please, I appeal to you, please try and avoid this 
pitfall. Do not have a narrow view. Allow for acceptance 
of other accreditations. Make provisions for the training of 
midwives from other than the proposed college. Please do 
not deny choice to women who wish the services of a 
midwife who is accredited elsewhere, nor to those women 
who wish to receive their training, for whatever reason, 
s\from a course other than that of the proposed college. 

In preparing for this presentation, I held conversations 
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three to four years, although no one could tell me for sure. 
{ submit that anything over one year will place hardships 
on those women wishing to become midwives and will 
especially discriminate against young married women with 
young families wishing to enter the workforce. A young 
married woman with small children, living some distance 


tat a time. This would put undue hardship on both the 
i]vomen and their families, and many would not be able to 
||make this decision. 
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At one time our doctors, lawyers and many other pro- 
fessionals were trained through apprenticeship. I am per- 
sonally in favour of apprenticeship, as it tends to reduce the 
amount of peripherals and also brings a better understanding. 

Years back I was employed by Ontario Hydro in the 
nuclear power division. When I was hired I was sent to 
their training centre. They taught a lot. However, it meant 
little as I had never been in a nuclear plant and I could not 
relate to the systems and devices they were discussing. 
However, after a few months working in the plant I wished 
I could have had a repeat of that training as now I saw the 
systems and devices and I could relate and ask questions. 

Apprenticeship: There are few portions of this province 
that do not have a midwife whom someone could appren- 
tice under. They could train under a midwife and return to 
a training facility after so many births for a two- or three- 
week course to ask questions, to learn different procedures 
and methods and to receive advice. 

An apprenticeship based on perhaps 75 assists and 
maybe 25 births, which will include several months of 
classroom training that will be broken out over a period of 
time that would reduce the hardship and stress, would go a 
long way to eliminate discrimination against young moth- 
ers with children and those living in remote areas of the 
province. It would also reduce costs by eliminating courses 
not essential to the practice of midwifery. 


1110 

When a family expecting a child decides to have a 
home birth, they make this choice for one or all of many 
reasons, one of which is the ability of the family to make 
their own decisions. When our children were born, I was 
with my wife for most of the time in the hospital. We 
cannot recall anyone, doctors, nurses or even orderlies, 
asking us if we would like this procedure, that procedure, 
this position or that test, or even discussing anything with 
us. We were not consulted or asked; things were just done. 
We had no say and we were not expected to have a say. 
After our last child was born, my wife said never again 
would she allow that to happen to her. We then decided we 
would have the next child at home and my wife and | 
would make the decisions. | 

We have a concern that if this proposed college is 
going to be the only place to allow membership to practise 
as a midwife, and it has a long-drawn-out course, it will 
eventually support birthing hospitals and birthing homes. 
It will affect the private home birth by bringing the atmo- 
sphere of a hospital-like setting with all of its businesslike 
starkness to the home, and the decisions of the women as 
to what is happening to them will take a back seat to 
procedure and efficiency. 

Midwifery is already recognized and legitimated by 
those who are using the service. When, through this legis- 
lation, it becomes officially recognized and financially 
backed by the guaranteed payments of OHIP, we have a 
concern over reasons why applications will be made to this 
course. We have a concern that whereas now those who 
are engaged in midwifery are doing so because they enjoy 
doing this, because they have found they have natural abil- 
ities and people skills, once this is a degree program it will 
attract those who want a career and not provide a service. 
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We have a strong concern that those with the natural skills 
but not the academic ability will not be able to gain en- 
trance. Some who are accepted may excel in midwifery 
courses but fail in peripheral courses which will deny them 
becoming members of this proposed college. 

I see it as like a car mechanic, somebody who is really 
good under the hood of a car and makes that car purr, who 
is told he has to go for three or four years’ training at a 
college. When he gets there, he passes all the mechanics 
courses but fails the rest and is denied the licence to be a 
mechanic. We will have licensed people with degrees and 
certificates, but will we have people with understanding, 
with wisdom, with knowledge? Will we have people with 
character who are diligent and dependable, who have the 
character of being patient and responsible? Will we have 
people who are sensitive and gentle, who are compassionate? 
Or will we have people with a good business and a career? 

This act, as we have seen it, does not address what will 
happen to those who are already practising midwives or 
those who are currently taking their training out of prov- 
ince. It does not address the length of time involved or the 
courses to be taught. It does not address any provision for 
religious conviction. In my discussions with midwives 
throughout the province, I had several mention that they 
would flatly refuse to take some of the courses that have 
been proposed, such as psychology or relaxation methods 
based on eastern religious techniques. 

To summarize, I appeal to you to recommend that we 
do not limit ourselves and place obstacles in front of 
women by allowing for only one body that can train mid- 
wives. I appeal to you to emphasize apprenticeship and 
thereby remove a discrimination against young married 
women. I also appeal that you recommend that members 
of the board of this proposed college not be comprised 
wholly of doctors and nurses but also be made up of mem- 
bers of the interested public and that there is an equal 
representation of midwives from around the province. 

While I was preparing this and was talking to various 
people, one woman did send me a letter which so came 
close to what my wife and I believe I included it with this. 
Thank you. 


The Chair: All of the members of the committee have 
received your written presentation, including the letter you 
referred to. 


Ms Haeck: Thank you very much, Mr Breznik. It is 
always good to hear from the consumers of these services. 
You make some very good points. At this time, just for 
clarification, I am going to direct my question to the PA 
and ministry staff. It is my understanding that in the con- 
cept of the whole legislative package the colleges would 
be doing the regulation of who in fact would be forming 
their membership. The quality assurance portion of Mr 
Breznik’s recommendations would also fall within partial 
regulation. They would be half public and half members of 
the college. Can you, just for clarification, comment on 
those points? 

Mr Wessenger: That is correct. It will be the govern- 
ing body that will be determining these matters. Of course 
we have not yet set down the whole question of what 
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standards will be applicable, both to existing midwives an 
to new entrants into the profession, but I think one thin 
we have to remember is that there is quite an extension o 
authority being granted to midwives. They are movin 
from working in a supervised setting to, in effect, havin 
an independent tole. Obviously we have to protect th 
public in this regard. 


Mr Beer: My question relates to your concerns abou 
how midwives are going to be trained and how they aré 
going to be licensed. If you look at the development of this 
in a political sense, I think there has been a broad spectrun 
of agreement right from 1987 when Murray Elston, who | 
think was then the minister, announced there would bé¢ 
regulation of midwifery through the Independent Health} 
Facilities Act which would allow for independent birthin 
centres, and the present government that has continued tc 
support the development of midwifery. Do you not be! 
lieve, within that, there still needs to be, for the protectior 
of the public, protection of standards? As has been stated 
the majority of members of that college would be mid: 
wives along with people from the public. Could we plac« 
our faith and our trust in them to establish the kinds o 
standards that would both protect the public and mee 
many of the concerns you have? 

Mr Breznik: I would hope a lot of the board would be 
made up of midwives but I have a concern that a lot of thos¢ 
midwives may have graduated from nursing school and the 
would have a different outlook towards it than somebody 
who just went in to midwifery. The question that comes tc 
me from that is, if my daughter took training in the Unitec 
States, would she then be accepted here as a midwife? 


Mr Beer: But I think one of the things the college 
would be doing is looking at programs, how they woul 
accredit programs from different countries, how the 
would deal with those midwives who are already here who 
could perhaps be accepted because of the training. Those 
are issues that, in effect, midwives would be determining 
and dealing with. I would think they are the appropriate 
people we would be turning to for that kind of decision. 


The Chair: This is the first time that we have had 
consumer of a service ask a question regarding who makes 
the decisions in a self-regulating regime. Just for your in- 
formation, and for any of those that are interested in this 
point, in a self-regulating framework it is up to the profes- 
sion, through the professional colleges as differentiated 
from the educational college or university, who would es- 
tablish entry to practise for the profession as well as stan- 
dards of practice, quality assurance programs, educational 
requirements. The membership of that college will be de- 
termined by the legislation. But the legislators, including 
the government, will not be making those decisions. This 
confers self-regulatory and self-governing status on the 
professions that meet the criteria for that status. 

Mr Breznik: So who sets up the board for that? 

The Chair: The board is established in accordance 
with the legislation that is proposed and the professionals’ 
themselves elect members to that council. The government 
appoints individuals who are the public representatives on 
that council and, just for your information, and I am sure 
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'the midwifery task force would be happy to clarify this for 
you, there has been an interim council set in place, because 


any of the technical questions as to how this will work. 
Thank you very much for your presentation today. If 

there is any additional information you feel would be help- 

Sful to the committee, you can at any time communicate 


A. DALE VELLET 
The Chair: Next is A. Dale Vellet. 


Dr Vellet: My name is Dr Vellet. I am from University 
Hospital. I am the director of body magnetic resonance 


radiation technology. So this presentation is really fairly 
simple. That is, is there no way of one circumventing this 
possible loss of accreditation? Is there no mechanism we can 
put in place that will allow them to retain their accreditation 
«|but, at the same time, work in magnetic resonance imaging? 


Mr Wessenger: I will refer that to ministry staff. 


Mr Burrows: This legislation would permit such 
‘things as stratified registers within the colleges. For example, 
if they wished to categorize a certain group of practitioners 
who had expertise in a certain area, that is allowable under 
this legislation. There is nothing preventing it. The stan- 
"dards that would apply both for entry and for continuing 
: sompetence and quality assurance would again be decided 
‘ dy the governing body, the college. So one would expect 
'|this issue would be considered by the relevant college or 
: 2olleges at the time of developing the regulations for entry 
|° practise and for the quality assurance program. 
I would also indicate that the Ministry of Health is 
gj ware of this particular issue and we have had discussions 
«)Nith some of the various associations who are represented 
n this. We would not see this as an insurmountable prob- 
em. Hopefully the system will accommodate that, because 
t is certainly not the intention of the ministry, or I think 
inyone affected in this, to eliminate or prohibit in any way 
deople from maintaining their competence. 

Dr Vellet: Is there any formal body one should then 
yynake a formal representation to, or should one leave this 
¢)0 the mechanism? 


a) 
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Mr Burrows: I would suggest that you continue to 
Stay in contact with my branch and we will make sure that 
you talk to the appropriate people. I will give you a card. 


Dr Vellet: Good. Thanks very much. That is all I have. 


The Chair: Thank you very much for your presentation. 
If there is any additional information at any time, please feel 
free to communicate with the committee via the clerk. 


JERRY BANKS 
The Chair: I call next Jerry Banks. 
Mr Banks: Thank you. I am nervous. 
The Chair: Do not be nervous. 


Mr Banks: I could stand up in front of 2,000 people 
with a guitar on my shoulder and sing for four hours. To 
talk to you for five minutes, this could be a problem. 


The Chair: It is not a problem. Would everyone please 
smile so—there you go. All right, Mr Banks, just relax. 


Mr Banks: My name is Jerry Banks and I have just 
driven 120 miles to express my concerns about Bills 43 
and 57. I am a retired person, two months, and I am dis- 
gruntled with the way you are proposing to spend my health 
care dollars. If these bills pass as they are presented, the 
nursing care that I will receive will be almost non-existent, 
the way I interpret it. This is me; I am not a doctor, I am 
not a nurse, I am nothing, okay? I have worked at several 
jobs through my life. I want you to understand that my 
education is only what we called the senior matriculation. I 
do not know what you call it now. 

Nurses are capable of performing approximately 60% 
of the activities of a physician, at a considerably lower rate 
of pay. They should not be restricted in the activities for 
which they are trained and they do now. The recent well- 
deserved pay increase should reflect our endorsement of 
their professional judgements. Nurses need to be given 
more freedom to counsel, teach and promote the best 
health care for their patients. 

A nurse uses independent assessment of her needs, for- 
mulates a blueprint for care, carries out that plan and then 
evaluates the successfulness of the strategy. The nurse is 
my advocate when I do not hear or understand the physi- 
cian; and believe me, I am deaf. His language is not that of 
the general public and very often needs translation. It is the 
nurse who is the front-line contact for me, the public, and 
needs to have the freedom to assess, to start treatment, 
counsel and educate as necessary without having to wait 
for the arrival of a physician from his office or you know 
where, a golf course or boat or up in the operating room 
delivering babies or whatever he is doing. Thus I feel the 
controlled act number 1 should definitely be included in 
the responsibilities of nursing. 

The standing committee hearings are being held in 
major centres where teaching hospitals are found. Not one 
outlying area was selected for an area presentation. It is in 
these areas where the nurses need to nurse. Previously a 
large number of activities were deemed by physicians to 
be in their realm of practice. These duties were delegated 
to a nurse with additional training. However, the responsi- 
bility for conducting these acts was offered to the College 
of Nurses, which accepted the responsibility. Therefore, 
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these delegated medical acts now become added nursing 
skills, entirely under the umbrella of nursing and the 
sphere of nursing practice. These skills may be performed 
by nurses with medicine’s blessing. Now the government is 
opting to reverse this tried and true progression of health care. 

Nursing should definitely be encouraged to apply and 
order forms of energy, as in controlled act number 7. The 
nurse applies and did apply the cardiac monitor to my 
chest and has the expertise to read the tracings and act 
upon the irregularities. It is the nurse who suctions a chok- 
ing patient whether it be an adult or child. Waiting until the 
Situation becomes an emergency is not good enough. Give 
nurses the freedom to exercise judgement and act responsi- 
bly as they are trained. 

With regard to controlled act number 8, nurses are al- 
ways in charge of medicine rooms and carts. I have seen the 
keys around their necks and so have you. If you have ever 
been in the hospital, you have all seen it. The nurse at the 
summer camp my grandchildren attended was the one who 
dispensed the hay fever decongestants and pain medicines. 

Many areas of the province, including my own of Grey- 
Bruce, are not serviced by university-based hospitals where 
there is an abundance of interns and clerks of many health 
professions at the ready for 24-hour coverage. Nurses give 
care on a 24-hour basis. Many other professions that would 
be regulated under this act have bankers’ hours, from nine 
to five Monday to Friday. Who will give the care on the 
weekends and the afternoon shifts and night shifts? 

Nurses view the patient as a whole human being, phys- 
ically, mentally and spiritually. Their care is not frag- 
mented. Rather they are the ones who co-ordinate care and 
should not be simply assigned to follow orders. I feel con- 
trolled acts 1, 7, 8 and 11 should be deemed in the scope of 
the nursing practice and the rider, “on the order of a quali- 
fied person” should be removed from acts 2, 5 and 6. In 
addition, other areas of concern that need to be performed 
by nursing with additional training or in the areas not re- 
ally serviced by a physician should be permitted at the 
discretion of the college of nurses. After all, if the college 
of nurses is being set up under this legislation, the college 
should be the evaluator of the controlled acts that its mem- 
bers are trained and competent to perform. 

I trust these points of concern may be addressed and I 
thank you for allowing me to speak. I want to add a foot- 
note, ladies and gentlemen. These are my concerns. 
Whether I am right or whether I am wrong, these are mine. 
If I interpreted some part of the act wrong it is because I 
did not have much guidance. I have talked to a few nurses, 
a few physicians, a couple of surgeons and I thought I had 
better do something. I have worked 18 hours a day all my 
life and now I am not doing anything, so I thought I would 
do something. Thank you very much. 

The Chair: Mr Banks, thank you very much for an 
excellent and thoughtful presentation. The committee has 
been very keen to hear from consumers of health services and 
I know your presentation has been well received because 
there are a couple people who would like to ask you some 
questions. The other thing I think I can say on behalf of all 
the committee members is you did not look a bit nervous. 
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Mr J. Wilson: Mr Banks, you made a very good pre- 
sentation. A number of the points you have made have 
been expressed by nurses themselves and certainly the 
government has made it clear and the opposition parties, 
made it clear that it really is not the intent of the legislation 
to narrow the scope of practice of nurses and we are all 
going to work together in a non-partisan fashion to try and 
bring in amendments that will loosen it up. 


Mr Banks: I am sure you will. I was an orderly for a 
while in my working years. I did not want to be, but I was. 
I have to say that something like this was a long time 
coming. Nobody has looked at this for I am guessing 20 
years or more, probably before my grandchildren were 
even born. Somebody told me this has been on the table! 
for about eight years. I know my government now, you 
people, will not let it go much longer. I have full confi- 
dence that you are going to look after this and get the shovs 
on the road. 


Mr J. Wilson: I should ask what your definition of 
“my government” is. 


Mr Banks: My government is everybody who sits in 
Queen’s Park who represents Jerry Banks the taxpayer. 


The Chair: Mr Banks, just a minute. Before you 
leave, I have a comment from the parliamentary assistant. 


Mr Wessenger: Mr Banks, I would like to thank you 
for your presentation. In fact we think this legislation will 
give the nurses much more power. First of all, they can act 
in emergency situations. Second, there is provision for del- 
egation to nurses. Third, when you bring out this question 
on the order of a qualified person, the College of Nurses of 
Ontario itself can set up a nurse as a qualified person. I 
know you did not understand that, but it really is a very 
much expanded role. This is quite unusual in the sense that. 
the college of nurses itself can expand the role nurses can 
play, and the thought is that as nurses get special qualifica-| 
tions they can assume more and more responsibility. We 
have thought of that and we are working on it. | 
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Mr Banks: Oh, great. That relieves me some. 


Mr Wessenger: I really appreciate the spirit of what| 
you presented today. Thank you. 


The Chair: I have one more question for you from | 
Ms Haeck. There is just one minute. 


Ms Haeck: I appreciate. all your comments and I will} 
not repeat exactly what Mr Wessenger put forward. Hav-| 
ing worked in a hospital you are probably aware that the 
hospital practice usually contains standing orders and that | 
nurses and a lot of the hospital staff function under those. 
In emergency situations they deal with that situation as it 
arises. Are you aware of those situations? 

Mr Banks: No. You mean I do not have to lie there 
and choke till the doctor comes in from the golf course? 

Ms Haeck: Not at all. Part of the whole issue of stand- 
ing orders is that if these situations do arise, if an emergency | 
room doctor or your own doctor is not there, they are 
empowered to carry out the proper practice. How is that? 


Mr Banks: That sounds better. 














22 AUGUST 1991 


The Chair: Thank you for your presentation. I would 
like to ask a question. Was the experience as bad as you 
expected? 

Mr Banks: No, it is not that bad, but I would sooner 
sing it. 


TOM HEBERT 


The Chair: Tom Hebert, come forward. Welcome to 
the committee. 


Mr Hebert: Thank you. I want to address the impact 
of this legislation on the practice of orderlies within the 
province of Ontario. I work in a hospital in Windsor, the 
Metropolitan General Hospital. I have been an orderly 
there for 22 years. As far as I know, orderlies at least 
within the city of Windsor and throughout southwestern 
Ontario have been in existence and performing the same 
acts I do now for at least 56 years, and possibly prior to 
that. I do not believe that orderlies are limited to south- 
western Ontario though. I believe there are numbers of 
‘them throughout the province. My best estimate, although 
it is only an estimate, is that there are approximately 1,000 
in Ontario. 

My concern is with the prohibited acts. As they affect 
orderlies, they would involve urinary catheterization, ene- 
‘mas and actions surrounding those two basic functions. 
With urinary catheterizations, you have as ancillary to that 
irrigations of the bladder, both continuous and manual irri- 
gations. With enemas, from time to time you have the need 
for disimpaction as well. Orderlies generally also give sup- 
‘positories and perform tasks such as that. As I say, those 
are the two primary areas I am concerned about. 

What has developed over a number of years is a dele- 
gation by registered nurses and doctors of these functions 
to orderlies because of the female-dominated nature of the 
nursing profession. I am sure everyone is aware of the dis- 
comfort many female patients will express or have expressed 
in the past about the lack of ability to go to a female doctor 
for some of the procedures because they are of an intimate 
nature. These particular procedures are of an intimate na- 
ture for males, and it has been felt for all this time that 
most men are more comfortable if a male performs them. 
That was the origin, I believe, of the delegation. 

The skills are acquired through training by registered 
nurses or doctors. It is basically on-the-job training in a 
clinical skill and that is monitored. As you are working, the 
results of the care and treatment are being continually 
‘monitored because it is within the health care setting. As I 
say, the emphasis is on the clinical skills. Once a procedure 
is explained, developed and practised, the expertise that is 
necessary for the protection of the public is there. Of 
course you do not want an independent practice outside of 
the health care setting because clearly, from everybody’s 
point of view, that would be inappropriate; but within a 
health care setting, by delegation or by exemption and that 
sort of thing, orderlies can continue to function and per- 
form their ordinary tasks and have other tasks delegated to 
them from time to time depending on training and skill. 

At the end of my written submission I have appended 
the policy of the College of Physicians and Surgeons of 
Ontario on delegated medical acts, which delegate certain 
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tasks to nurses and other health care professionals. That, I 
think, is a very useful model for considering regulations 
for other health care professionals because it specifies cer- 
tain categories or acts which should be delegated to a reg- 
istered nurse. While they do not do it in this particular 
enactment, the College of Physicians and Surgeons could 
specify respiratory therapists or medical lab technologists 
or any other regulated health profession to have gover- 
nance or delegation of certain actions, controlled acts. 

On the other hand, they also take certain acts and delegate 
them to a designated person who is trained in the procedure 
and certified in the procedure. Once that training and certi- 
fication exists, that person is then competent to perform 
those procedures. I think that is a balanced approach for 
registered nurses and it is also a balanced approach for 
orderlies, as and if the nursing profession or the medical 
profession want to expand their scope of practice. 

Basically that is what I want to bring to the attention of 
the committee because, as I say, the particular prohibitions 
would prohibit urinary catheterization and the giving of 
enemas and disimpactions, things of this nature, on pa- 
tients because they are beyond the urinary meatus or be- 
yond the anal verge, Certainly, on behalf of myself and 
other orderlies, I would like an exemption from that or 
delegation, or both, to deal with that situation. 

As I say, orderlies have been performing these tasks 
within Ontario for at least 50 years and probably quite a few 
years before that. They have grown with the profession 
and are integrated into the health care system, particularly 
in public hospitals but also in some of the other institu- 
tions, the nursing homes and things of this nature. They 
also are often involved in psychiatric patient care as psy- 
chiatric attendants, with many of the same duties. Urinary 
catheterization also comes up in those institutions; so do 
enemas. Those are tasks that are ordinarily performed by 
orderlies, among other health care professionals. 


In the United States, just recently the American Medical 
Association has instituted a program to parallel both the 
registered nurse and licensed practical nurse programs to 
bring more people into the health care system. It is called 
the registered care technologists proposal, and they have 
set up pilot programs to train people in three levels of 
delivering care to patients. Their idea is to supplement the 
auxiliary nature of people who are able to help nurses and 
LPNs in their practice, and to deal to some degree with the 
problems that come up with the shortage of nurses and 
things of this nature in the US. 

That proposal is still in the pilot program stage, but it is 
some indication of the way in which the US is perhaps 
going to be dealing with these issues. They will be propos- 
ing licensure. I would suggest, in the longer term, that 
licensure might be a route for us to go as well with the 
College of Nurses, either licensure of the group itself or 
licensure of the particular delegated acts and procedures. 
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The Chair: Thank you for your presentation. If there 
is anything additional that you think would be helpful for the 
committee, we have all received your presentation, and you 
certainly can continue to communicate with us in writing. 
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The parliamentary assistant has asked to clarify some of 
the questions. 


Mr Wessenger: I would like to add that we do not see 
this legislation as having an impact on orderlies, for the 
simple reason that section 27 of the act still permits dele- 
gation by a health profession and we can see that continuing. 
We still see standing orders continuing which would allow 
you to do certain acts. 

The other things with respect to outside of the institu- 
tional setting, there is an intention to exempt attendant care 
by regulation with respect to the matter of care given in 
nursing homes, for instance, and so forth. This type of 
activity would be permitted in the nursing home setting 
under the regulations. 


Mr Hebert: Thank you very much, sir. I realize that 
exemption was there. I believe Mrs Caplan first mentioned 
it and then it was confirmed by Mrs Gigantes in a state- 
ment to the Legislature when the bills were introduced. 
My concern is that you be aware of this problem and that 
the delegation by regulation address itself to the idea of 
orderlies and others performing these tasks. 


The Chair: Thank you very much for appearing be- 
fore the committee today. For your information and every- 
one else’s, Hansard is here. Your presentation is on the 
record and your written presentation is also part of the 
public record. 


BARBARA CONLON 


‘The Chair: Barbara Conlon, come forward. Welcome 
to the committee. 


Ms Conlon: Good morning, Madam Chairperson and 
members of the standing committee, and welcome to Lon- 
don. I am pleased to be able to present my concerns with 
Bill 57, the Nursing Act, as part of Bill 43, the Regulated 
Health Professions Act. I appreciate the commitment you 
have made to hearing my feelings on how this proposed 
bill will certainly affect the present level of health care I 
am able to offer. 

My name is Barbara Conlon. I am a registered nurse 
working in a large health centre for southwestern Ontario 
currently designated as an obstetrical tertiary care centre. 
The past 16 years I have spent in the field of perinatology, 
the care of mother and foetus, aimed at an outcome of a 
healthy mother and child. By relating some personal expe- 
riences I will demonstrate how this bill will affect the de- 
livery of safe and optimal care in my field of practice. 

Working in a hospital places me in the unique position 
of being an employee subject to the directions of my em- 
ployer, as well as being regulated by an outside governing 
body. As an employee, I am obligated to my employer 
even if I feel it may compromise patient care. For exam- 
ple, I am told, “Next Sunday you’re one nurse short and 
she won’t be replaced.” The delivery room is very unpre- 
dictable and situations demanding nursing care are always 
changing. I realize this can lead to a potentially dangerous 
situation for my patients. I know I will not be able to give 
the optimal care deserved by my patients. The employer 
has failed to recognize my needs to work under conditions 
conducive to giving optimal care. 
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As an employee, I am under the control of nursing 
managers and supervisors. A supervisor will decide numer- 
ous things in a day, all of which will affect the care given 
to the patient, for example: “The sick call won’t be re- 
placed. You’ll have to work short. I know you’re busy, but 
youll have to do the best you can. I know you can do it,” 
or: “Barb, you have to go to ICU. They’re busy. Yes, I 
realize you haven’t worked in ICU, but a nurse is a nurse 
and they need a body. You have to go. If you refuse, Ill 
speak to your manager.” 

Ladies and gentlemen, the above examples happen 
every day. I am being asked to be part of a dangerous and 
unsafe situation which could leave the patient in a compro- 


mising situation. Because I am a hands-on care giver, be- | 


cause I am the person with the most patient contact, I will 
be the person who has to answer for her actions if any 
questions should arise. The supervisor/manager who de- 


cided not to replace staff, to send me to ICU, may answer | 


to another manager but not to her governing body as she or 
he is not designated as the hands-on care giver. Obviously 
patients are ultimately affected by their decisions and, for 
this reason, I feel administrators, supervisors and teachers 
must be held accountable. . 

By not including these nurses in our scope of practice, 
by not recognizing the role of the employer in the delivery 


of safe and optimal care, this bill has failed to address a | 


serious ongoing situation. I fear that examples such as I have 


cited are only going to continue to escalate. Protection of | 
the public through safe patient care is lost. The budget, as | 


important as it is to all taxpayers, is often the only concern, 
unfortunately at the expense of patient safety. 


With the introduction of this bill you are opening the | 


door to fragmentation of the health care system. Without 
licensing of my scope of practice you have allowed other 


less qualified health care personnel to perform my func- | 
tions, most likely at a lesser cost. Licensing denotes con- | 
trol over. Without this, employers will feel free to | 


substitute a somewhat less consistent caring approach for a 
more skilled and experienced nursing care, as well as a 
higher level of safety. 


For example, respiratory technologists are now | 
suctioning neonates’ endotracheal tubes and attending de- | 
liveries of the potentially ill foetuses. In an outpatient de- | 


partment for high-risk pregnancies secretaries with no 
medical background are weighing patients and checking 
urine for protein and glucose. 

Both these sets of workers feel this is great; it gives 
them more justification for their position. But tell me, is 


that respiratory technologist giving the same compassion- | 
ate care as the nurse who is at that bedside of that sick | 
infant 24 hours a day? Can they assess the baby’s reaction 


when they have another 10 infants to suction? Will they be 


readily available if emergency suctioning is needed? Hav- © 


ing worked in the neonatal intensive care unit for eight 
years, my answer would be no. 

In the case of the secretary, would she be able to recog- 
nize the significance of too much or too little weight gain? 
Would she be able to counsel the patient as to Canada’s 
Food Guide and pregnancy? Would she be able to recog- 
nize the symptoms of pregnancy-induced hypertension? 
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‘Having worked in the high-risk obstetrical department for 
‘eight years, my answer is no. 

_ Licensing of my scope of practice would protect the 
patient’s right to safe and adequate care and help to main- 
tain my level of job satisfaction. 

I would like to relate to you a happening as it relates to 
the delivery room nurse in Bill 57. Specifically, I would 
like to address the limitation on controlled acts, as set out 
in the bill, as it relates to the care of a labouring patient. 

A woman walks through the door, obviously in great 
discomfort. I greet her, put her in a room. I check the foetal 
heart, assess, by hands-on manipulation, foetal position 
and the state of contractions. She tells me she feels like 
pushing. She would like an epidural. She asks me if she is 
in labour. She wonders if her baby is okay. She ruptures 
her membranes and the fluid is a dark green colour, nor- 
mally clear. 

What am I to do? If Bill 57 is passed, I cannot do any 
of the above as that would constitute management of lab- 
our. You have restricted me from examining her cervix 
until I get an order. Too bad the physician and/or qualified 
person is stuck on the elevator. I cannot answer her ques- 
tions because that would be considered communicating to 
the individual a conclusion identifying a disease, disorder 
or dysfunction as the cause of symptoms of the individual, 
etc. I cannot apply a foetal heart monitor for assessment as 
that constitutes a form of energy. As an experienced nurse 
I know the patient needs all of the above, along with verbal 
Teassurances. Somebody please check the elevator. 

The baby has delivered. She has difficulty breathing. 
She needs suctioning. Where is that qualified person when 
I need him or her? Too bad I cannot use my years of 
experience with neonates to give fast, effective needed care. 

If I had gone ahead and applied the foetal monitor, if I 
had checked for dilation, if I had told the patient she was 
in labour and the amniotic fluid was off-colour, or if I had 
‘Suctioned that baby, I would have been doing what I feel is 
giving safe and compassionate care to a labouring patient. 

If Bill 57 is passed, I will be scrutinized not only by my 
employer and the college, but by any other regulated health 
profession that may feel I have overstepped my bounds. 
Based on this one small example, I find it difficult to see 
how you feel this bill is for the protection of the public and 
ensures the system operates with maximum efficiency. 

In conclusion, I would like to say: Any decision made 
affects the quality of care. Therefore, all nurses must be made 
accountable for their decisions. By failing to license my 
scope of practice, you are subjecting my patients to increased 
fragmented care. The proposed legislation has failed to grant 
me the right to perform controlled acts independently. 
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Therefore, you have defeated the objective of this legisla- 
tion: the provision of high-quality care, operation of a system 
with maximum efficiency and protection of the public from 
unqualified, incompetent and unfit health care providers. 

To invade our practice, to put limitations on what we 
are already doing, what we feel is part of competent and 
compassionate care, is unthinkable. I would like you to 
think of nurses as productive assets of the health care system. 
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Let us continue in that role to ensure the public do receive 
safe and competent care. 

At this point I would ask you to consider my written 
submission regarding the Midwifery Act. I do believe in 
the right to choose an alternative method of childbirth, but 
just as firmly, I do believe that midwifery should be a special- 
ity of nursing just as obstetrics is a speciality of medicine. 

I welcome any questions you may have and I thank 
you very much for this opportunity. 


Mr Beer: Thank you very much for your presentation 
and in particular for the examples that you set before us 
because, as is often said, we are laypeople and that can be 
helpful in seeing how you actually work. I wonder if I 
could ask the parliamentary assistant, in terms of the de- 
scription of a number of the functions here that were set out 
where the witness has said that in her reading of the legis- 
lation she would not be able to do a number of those things, 
is that in fact the case in the way the drafters of the legislation 
intended that? How would those situations be handled? 


Mr Wessenger: In general, I will answer the question 
by saying that I think the legislation permits those acts, but 
I will ask the ministry staff just to do it in detail. 


Mr Burrows: A number of the situations that were 
described were emergency situations. If you look at Bill 
43, section 28, you will find that it reads, “An act by a 
person is not a contravention of subsection 26(1)”—which 
is the list of controlled acts—“if it is done in the course of, 
(a) rendering first aid or temporary assistance in an emer- 
gency.” So, for anyone, be he regulated or unregulated, 
there is a blanket provision for emergency situations. 

Second, in the institutional setting we do have standing 
orders and protocols which can apply in which there is an 
agreement that in a certain situation, the professional team 
will behave in a certain way. 

Third, there is specific delegation permitted and we 
have heard with previous presenters that issue discussed. I 
would also like to point out that nursing presently does not 
have a licensed scope of practice. Nurses under the Health 
Disciplines Act are treated differently than the other pro- 
fessions under the Health Disciplines Act. The other pro- 
fessions are licensed; nurses are registered. In the new 
scheme no profession will have a licensed scope of prac- 
tice. Rather the only thing that will be controlled will be 
the specific potentially hazardous acts. I would like to clar- 
ify that nurses will have the same regulatory system as all 
other health professions. 


Mr Beer: If it is made clear in terms of the work of 
the committee in the final passage of the legislation that you 
can do those things and are able to do those things, would 
that then meet the concerns that you have raised here? We 
have heard a lot about standing orders and protocols. Are 
those workable, effective, in terms of the kinds of things 
you can do? 

Ms Conlon: In the case of standing orders, no. They 
are not an effective way to deal with this. We have used 
standing orders in our institutions and a lot of institutions 
are eliminating the use of standing orders. 

Number one, it is very easy to just pick out number 
three, four, five and six of standing orders 1 through 20 and 
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apply it to this patient before walking into that room and 
doing an individual assessment of that patient and figuring 
out exactly what his or her needs are. So you are eliminat- 
ing the individualized care by encouraging the use of 
standing orders. 

Number two, working in a teaching facility, we have 
found that we work with clinical clerks, interns, every 
level, physicians who do not understand the significance of 
some of those standing orders that have been written. 
Therefore, we found that we could not use them. Even in 
an emergency you still have to have the authorization to 
use that standing order. You still have to phone someone to 
get the okay to use the standing order you have, and that is 
without anyone seeing that patient. I think what we would 
lose is the individualized assessment of the patient by get- 
ting back to the using of standing orders. 

Mr Owens: Further to Mr Beer’s question around 
standing orders, other members of your profession as well 
as your association have raised the concern around physi- 
cians refusing to retroactively sign for the order. Have you 
personally or do you know of any of your colleagues who 
have in fact been placed in that position where a physician 
has refused to retroactively sign? 

Ms Conlon: Yes, I have on frequent occasions. You 
will be walking down the hall; they will say: “Yes, that’s 
okay. Do that.” You will write the order down or you will 
take the chart to them personally and you will stand in 
front of them and you will say, “Please write that order.” “T 
can’t remember when I wrote that order. There’s no way I 
can sign this.” It happens to me. In 19 years it has hap- 
pened to me on a very frequent basis. 

When I worked in a outpatient department, I was con- 
stantly on the phone getting orders for the things I was doing. 
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By the end of my time in there, all they were saying was,| 
“Oh, no, it’s Barb again.” But they were giving me the} 
orders I wanted. But yes, we do run into circumstances 
where they will, because they might not be able to see you 
for an hour or two after that order or to get the order) 
signed and then they will say, “Barb, I don’t remember 
telling you to do this.” We have run into serious circum-| 
stances with that. 
The Chair: Thank you very much for your presentation | 
before the committee. We would encourage you, if there is} 
any additional information you think would be helpful, to! 
submit it in writing through the clerk. We thank you for| 
appearing today. 
Ms Conlon: Thank you very much. Have a good after- 
noon. 
The Chair: I have some housekeeping issues for} 
members of the committee. First of all, we would ask that | 
you check out of the hotel over the noonhour. Bring your | 
bags here. There has been a change in flight time for those | 
who are flying out after the hearings. We will be leaving | 
the hotel at 4:45 for a 5:25 flight which will arrive inj 
Toronto at approximately 6:05. Please make a note of that | 
and inform anyone who needs to be informed of that| 
change, but we will be leaving the hotel today after the | 
hearings at 4:45. | 
The most important item is that normally the committee | 
meets in the afternoon at 2 pm. However, today we have a | 
delegation appearing at 1:30. I would ask you to note that | 
so we can begin the hearings as scheduled promptly at 
1:30. The meeting now stands recessed until 1:30 pm. 


The committee recessed at 1158. 


‘| 
| 
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AFTERNOON SITTING 


The committee resumed at 1330. 


IAN GALBRAITH 


The Chair: I call Ian Galbraith. You have 10 minutes 
for your presentation. All members have received your 
‘written submission. We would ask if you would leave a 
few minutes for questions at the end. 


Mr Galbraith: Thank you for the opportunity of 
‘speaking before the committee this afternoon. My name is 
Tan Galbraith. I am a registered nurse currently employed 
on the regional rehabilitation unit at Parkwood Hospital 
here in London. I am an active member of the Ontario 
Nurses’ Association and am known to several of the com- 
mittee members. 

I am submitting this brief from my own perspective, 
but it may appear in many areas that it is in harmony with 
what you have already heard from the Ontario Nurses’ 
Association, other ONA members and other staff nurses. I 
‘also note that it is in harmony with some of the recommen- 
dations of the College of Nurses of Ontario and the Regis- 
tered Nurses’ Association of Ontario brief that has already 
been submitted to you. This is not coincidental. The ONA 
presentation has only echoed the concerns that we hold as 
day-to-day practitioners of nursing. I urge you to review in 
depth their lengthy document. 

Nurses in all cases are working to improve the overall 
health of patients. Nurses are the only professional group 
who are not interested only in some small aspect of patient 
care but are interested in the whole person and the contin- 
ued improvement of health and health promotion. 

I would like to recommend a book to all committee 
members by Sarah Jane Growe called Who Cares? It is an 
excellent book and highlights the ongoing issues that are 
occurring in nursing and in the health care field. 

Though I am generally in favour of the government’s 
plan with this proposed legislation to allow the general public 
the widest possible choice in choosing who should look 
after their health care, I quite simply have many questions 
and fears that I see with these acts as they are proposed. 

It should be noted that nurses are in a unique position 
today since they now are under the Health Disciplines Act. 
We are in a triple jeopardy situation, being answerable to 
our clients, to our professional body and to our employer. 
If an employer or a manager orders a nurse to do some- 
thing that is unprofessional or unsafe, the nurse is caught 
in a bind. To not do so risks charges of insubordination or 
dismissal; to do so runs the risk of sanction by the college 
of nurses. 

Labour law has no mechanism for professionally sanc- 
tioning unprofessional or unreasonable actions by nurse 
administrators, educators or researchers. Should a nurse 
administrator knowingly employ an unsafe nurse who is 
repeatedly doing unsafe acts, the administrator can receive no 
direct sanction from the college of nurses. In the recent 
past here in London a nursing director had been repeatedly 
warned that a nurse was unsafe and unprofessional, and yet 
she did nothing. It was only after a gross violation that the 
















higher management stepped in, fired the nurse and then con- 
tacted the college of nurses. The nursing director, who had 
been aware of the situation for months, was untouchable 
by the college because she had done no direct patient care. 

In my brief I also cite another example to show why 
we, as nurses, are asking for the inclusion of nurse admin- 
istrators, educators and researchers under the nursing act 
so that they can be fully accountable to the college for their 
actions and their practice. 

With regard to the licensed acts under Bill 43, I believe 
the legislation is taking the wrong tack with regard to li- 
censing and the scope of practice of professionals. Instead 
of licensing the profession of nursing with a defined scope 
of practice, this legislation will allow anyone, no matter 
what his qualifications, to provide nursing care or treat a 
health condition for remuneration as long as he does not call 
himself a registered nurse or a registered nursing assistant, 
and does not perform a licensed act as defined in the RHPA, 
Bill 43 and Bill 57. This differs definitively from what is 
law in British Columbia and Nova Scotia, where the nursing 
scope of practice and the name “nurse” is protected. 

The RHPA is not going to protect the public from un- 
qualified or semi-qualified persons performing nursing care 
where it is not covered by the RHPA but is now in our 
scope of practice. 

In my brief, I have highlighted several areas of my 
concern with the licensed acts. If I can highlight just one 
example, I would like to refer to page S, the example of a 
patient who is newly admitted with a new tracheotomy. 
Should I have to wait for a doctor’s order to suction that 
tracheotomy with a catheter? Even if an order has been 
written? Even if the chart reads, “Trach care QID+PRN,” 
meaning four times per day or as necessary, and “Suction 
QID,” meaning four times per day? This is taken verbatim 
from a chart. 

What happens on the fifth time that patient needs 
suctioning? Do I wait, call the doctor, wait for a return call 
and watch the patient choke or start to drown in his own 
secretions? Or do I perform suctioning without an order and 
risk the sanction by the college of nurses for performing a 
licensed act beyond what the order now reads? Right now, 
I perform the suctioning because it is within my scope of 
practice, but after the RHPA, it is not. Who will decide 
what a qualified person is and who also will decide what 
constitutes an emergency? 

As a committee, you may feel I am an alarmist in 
questioning these many potential traps and dangers found 
in the proposed acts. I do not feel I am being an alarmist 
but pointing out where the legislation is flawed and open 
to too much interpretation or question. 

It has been suggested that local hospitals and agencies 
have standing orders or should have standing orders to 
cover nurses over the cracks in today’s legislation, or those 
with the RHPA. I have cited from my own hospital manual, 
which states that there are no such things as standing orders 
in the hospital except in three very specific areas. 
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Finally, why do nurses have such apprehension sur- 
rounding the proposed acts and the areas that we practise 
in presently, which will be out of our sphere of practice 
with the RHPA? Some of that flows from the heavy-hand- 
edness of the present college of nurses and its current prac- 
tices. It only takes a small complaint for a nurse to find 
herself or himself before the discipline committee of the 
college fighting for his or her certificate of confidence. 

This may sound ridiculous, but if you refer to appendix 
A in my presentation, you will see that last December a 
nurse was called before the disciplines committee, having 
already passed through the complaints committee of the 
college, because he had overdue hospital library books. If 
overdue library books can take one before the discipline 
committee of the college, then I question whether performing 
an act once too often, or bordering on the edge of an unautho- 
rized licensed act, surely would. To face a $25,000 fine or 
six months in jail for suctioning a patient five times in one 
day is truly scary for any nurse. 

I have made a number of recommendations in my 
brief. In summary, I support the thrust of the bill to open 
the health-care system to the widest amount of choice for 
the consumer. My recommendations are based upon what I 
have experienced and what I have heard from other work- 
ing nurses today. With the recommendations I have made, 
and those of the Ontario Nurses’ Association to you, the 
standing committee on social development and the present 
government can make a good health system even better to 
work in and to be a consumer in. 


Mr Hope: I would like to focus on your recommenda- 
tion A, if you do not mind looking at that. I hold particular 
interest with the triple jeopardy that you have been bring- 
ing forward and we have been hearing throughout. You are 
saying to bring them under the college of nurses. What if 
they were under a separate administration or a separate 
accountability part of legislation? Would you want them 
part of the college or should they be a part of a separate 
one that holds accountability—making sure enough staff is 
there, making sure that when there are budget cuts that 
they are not jeopardizing a patient’s health? Should they be 
accountable to a different body other than the college of 
nurses? Because you have not only the nursing administra- 
tors, but you still have another tier above that. 


Mr Galbraith: Yes, that tier above. In my brief I do 
discuss to some degree the point of going beyond and 
having other people brought under the nurses’ college. It is 
very clear that nurse administrators, educators and re- 
searchers could be put under the college. I also recommend 
that other people who are administering other professionals 
be accountable to someone. I am not sure exactly who that 
should be, whether you should create a third college, 
whether you should create some kind of other body. I think 
also if someone is in charge of, say, a physical therapy 
department but is not a physical therapist, or is in charge of 
a nursing department and is not necessarily a nurse, yet a 
nurse has to be answerable to them, then that person 
should be accountable also. 


Mr Hope: That is really our particular interest. You 
are trying to get the weight off your shoulder by making 
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other people accountable, but then there are other people 
here who have to answer to somebody else. We had to} 
make the whole system accountable. That is why I posed 
that question. 

Mr Galbraith: Accountability is important, but as it 
stands now, the only one who is accountable to the college| 
is the person who is actually doing the hands-on care. 


The Chair: Thank you very much for your presenta- 
tion. We appreciate hearing from you today. I know that} 
you are aware that if there is anything further you wish to 
communicate to the committee that you can do so in writ-| 
ing at any time. | 
1340 


INTERFAITH PASTORAL COUNSELLING CENTRE 


The Chair: I call the Interfaith Pastoral Counselling 
Centre and the Presbytery of Waterloo-Wellington. You) 
have 20 minutes for your presentation. I would ask that} 
you begin by introducing yourself to the committee for the, 
purposes of Hansard, and leave a few minutes at the end, if} 
you would, for questions from committee members. 


Mr Henderson: My name is John Henderson. I am 
the executive director of the Interfaith Pastoral Counsel-; 
ling Centre in Kitchener. I am also a member of the Pres-| 
bytery of Waterloo-Wellington and the Presbyterian 
Church in Canada. So I am here wearing two hats today 
and hopefully I can weave them through. 

I am not familiar enough with the legislation to offer a 
lot of constructive suggestions. Rather, I would like to 
simply indicate some concerns that I have, coming from 
where I do, as a clergyman and also as an executive direc-| 
tor of our centre. 

Interfaith was established in 1968 as a centennial proj-| 
ect of Trinity United Church in Kitchener. The purpose 
was to provide qualified counselling to people, regardless 
of the ability to pay. While rooted in the Judaeo-Christian 
ethic, the commitment was to offer counselling that re- 
spected and honoured the value and belief system of a 
multicultural and multifaith community. Hence the name 
Interfaith. Second, its purpose was to train counsellors. 
Initially, much of the training was taken by clergy, but 
quickly expanded to include others in the community and 
surrounding area. Over the years, with informed and vi- 
sionary leadership, Interfaith has grown in both its coun- 
selling and training programs. 

In its earliest days, Interfaith’s training program cultivated 
connections to Wilfrid Laurier University through the Water- | 
loo Lutheran Seminary. Today, Interfaith offers 11 academic 
courses at the master’s level at Wilfrid Laurier University. 
In 1987, Interfaith was the first training centre in Canada 
to be accredited as a teaching centre by the American As- 
sociation of Marriage and Family Therapy. The University | 
of Guelph is currently the only other such accredited centre in | 
Canada. Interfaith relates to AAMFT through the Ontario 
Association for Marriage and Family Therapy. As well, 
Interfaith has been accredited as a training centre for 11 
years by the Canadian Association for Pastoral Education. | 

Currently we have six professional staff, all of whom | 
are clinical members and approved supervisors of 
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AAMFT. The training program is two years in duration 
_and has 26 interns. To qualify, interns must be able to work 
clinically and academically at the Masters Level. We have 
a pre-intern program that has 127 students enrolled. Interns 
Strive to become clinical members of the AAMFT. This 
membership represents, at a minimum, a master’s degree 
in a behavioural area, 11 academic courses in marriage and 
family at a master’s level, and a minimum of 1,000 hours 
of marriage and family therapy conducted under approved 
AAMFT supervision. 

The other hat I am wearing today is that of clergyman. 
For 20 years, from 1968 to 1988, I was pastor of four congre- 
gations. For the past 19 years, I have been a member of the 
Presbytery of Waterloo-Wellington, whose boundaries corre- 
spond to those of the Waterloo- Wellington counties. 

One of my major interests has been the recruitment, 
processing and screening of candidates for the ministry. As 
you may guess, my long-time interest has been in the pas- 
toral relationship of pastor and parishioner. It was early in 

1973 that I personally sought out training at Interfaith 
counselling, and completed that training in 1980. 

Recently, my presbytery requested that I make repre- 
sentation to you regarding Bill 43, the Regulated Health 
Professions Act. My ministerial colleagues are dismayed 
by their understanding of the proposed legislation. 

From a legal opinion, I understand the following; I 
assume from another presentation you have already had 
this documented by Morris, Rose, Ledgett, barristers and 
solicitors in Toronto. 

1. The Regulated Health Professions Act seeks to re- 
place the prohibition of the practice of medicine without a 
licence contained in the Health Disciplines Act by a series 
of controlled acts, which only a medical practitioner—or, 
‘in the case of a few of these acts, some other regulated 
professions—is authorized to perform. 

2. The act provides for the establishment of a college 
for each of the regulated health professions. It defines the 
scope of practice of each of the professions by setting out a 
list of controlled acts which a member of that profession is 
licensed to perform. 

3. The legal opinion states that a difficulty has arisen 
with respect to the medical profession in particular. The act 
has attempted to define the practice of medicine by refer- 
ence to a series of controlled acts, including in paragraph 
26(1)1: “Communicating to the individual or his or her 
personal representative a conclusion identifying a disease, 
disorder or dysfunction as the cause of symptoms of the 
‘individual in circumstances in which it is reasonably fore- 
‘seeable that the individual or his or her personal represen- 
tative will rely on the conclusion.” 

This diagnosis clause is intended to prohibit anyone 
who is not a medical practitioner, except for members of 
other regulated professions such as dentistry, psychology 
and chiropractic, who can diagnose within a restricted 
area, from communicating a diagnosis to an individual. 

4. By attempting to broadly regulate the diagnosis of 
diseases, disorders and dysfunctions, the clause potentially 
proscribes the legitimate exercise of the practice of a large 
number of unregulated health care practitioners. The legis- 
lation potentially includes within its scope a number of 





activities previously legitimately performed by unregu- 
lated practitioners. There is no indication in the act that the 
intention of the legislation is to prohibit unregulated practi- 
tioners from communicating assessments in accordance 
with the distinctive training and explanatory framework of 
the disciplines in which they have studied and trained, yet 
the vagueness of the terms “disorder” or “dysfunction” as 
“the cause of the symptoms” could very well likely lead to 
such an outcome. 

5. The limitation that the diagnosis must be “in the 
course of providing health care services” does not provide 
effective protection to an unregulated practitioner. Health 
includes mental health, and therefore the counselling that 
marriage and family therapists and ministers provide could 
conceivably come within the bounds of this restriction. 

My concern also is with sections 36(1), 37(1) and 
38(1) and (2) of the act, which outline the liability of em- 
ployment agencies, responsibility of employers and the re- 
sponsibility of directors of corporate employers. They 
outline the liability of $25,000 and, in the first instance, 
imprisonment for a term of not more than six months. 

The Regulated Health Professions Act makes marriage 
and family therapists, the staff and board of directors of 
my centre, Interfaith Pastoral Counselling Centre, and all 
clergy potentially liable under this proposed act. At least, 
this is how my people are responding to it. I and many of 
my colleagues find this distressing and dismaying. 

Recently, I was part of a coalition in Kitchener-Waterloo 
of eight counselling agencies that provide counselling to cli- 
ents on welfare. Among our counselling, we do clients on 
welfare and income assistance. We met with four area gov- 
ernment politicians who praised us for providing counselling 
services to the needy, the disadvantaged and those who 
have no advocate. We were lobbying in this instance for 
more government funding, as government funds fall short 
and we have to fund-raise to provide this service. In the 
next breath, when questioned about the proposed act, they 
responded that it was going to go through as is. May I be 
forgiven for finding this attitude cynical. In 1989, these 
agencies provided 31,899 hours of counselling to those on 
social assistance. This is a statistic taken from a study by the 
Waterloo Region Social Resources Council, June, 1991. 

My submission today is more of a protest and a request 
to make the proposed act less vague. If, as the legal opinion 
states in 1, 2 and 3, which we have gone through, that the 
intention of the act was to address the medical profession, 
then could that not be made crystal clear and limited to that? 
Otherwise the proposed act appears to discriminate against 
the legitimate exercise of the professions of marriage and 
family therapy and its training programs, and our province’s 
clergy. From where I and my colleagues sit, we feel the 
proposed act isolates us, points a finger at us, identifying 
us unnecessarily as liable to prosecution. To allow the 
courts to make decisions on our liability in this manner is 
financially unwelcome by us and would sow seeds of re- 
sentment towards our elected representatives. I contend 
that nothing is gained by that. That is all I have to say. 
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Mr Beer: Thank you for your presentation. I think, as 
you are aware, this issue has come up fairly frequently, and 
it is also fair to say that there are different interpretations 
as to whether in fact the clauses that you mentioned do 
what you think they might, but I think as a committee we 
are seized of the fact that there are people who think it 
might do that and so we are concerned about that one. 

The Coalition of Unregulated Practitioners did put for- 
ward a number of possible changes and I was wondering 
whether you and your organization had seen those or were 
part of that and whether you had any particular preferences 
that included exempting clergy or rewording the clause. 


Mr Henderson: I just received this, actually, two days 
ago, so I have not had time to digest it. I have not been 
actively part of the coalition in terms of attending meetings. 


‘Mr Beer: That is fine. I think there are some propos- 
als there, and I would simply say if there was something 
there that you thought met the arguments and the concerns 
that you had, you could perhaps let us know in writing and 
that could go with your brief. 


Mr Henderson: Sure. 


Ms Haeck: Thank you, Mr Henderson, for your sub- 
mission today. In a way, I am following up on what Mr Beer 
has already questioned you about. While the Coalition of 
Unregulated Practitioners has put forward a clause—and I 
have also heard from other clergy in my own riding who 
share a similar concern—I do want to pose a question to 
you with regard to clause 28(c), which has been viewed 
very favourably by the Christian Science denomination, 
which came before us yesterday, which states, “treating a 
person by prayers or spiritual means in accordance with 
the tenets of the religion of the person giving treatment.” 
In fact, this was an exemption for those people who use 
spiritual means. Do you feel that is adequate protection to 
continue counselling within the church environment? 


Mr Henderson: Off the top of my head, I do not think 
so. I think your reading was, if I remember correctly, those 
who use prayer. 


Ms Haeck: Yes, “An act by a person is not a contra- 
vention of subsection 26(1) if it is done in the course of,” 
and (c) does mention treating the person by prayer or spiri- 
tual means. 


Mr Henderson: That is too narrow, in my mind, as an 
exemption. 


Ms Haeck: I see. Thank you very much for your 
Opinion. 

Mrs Cunningham: I guess my concern is with your 
main reason for being here. Your input is similar to the 
input of your colleagues across the province, Reverend 
Henderson, and I would just like to say that certainly we 
are Sitting here to make changes, where changes are appro- 
priate, and to make recommendations as a result of the 
hearings of this committee. I would hope that would be 
your intention as you go back to your community to let 
your community know that there will be changes as a re- 
sult of these public hearings. I am sorry that you were told 


tive on all of this? 


otherwise, and I certainly hope that my colleague Eliza- | 
beth Witmer was not one of the people you met with. ! 


Mr Henderson: No. By government I meant elected 
to government, the people in our area we met with. 


Mrs Cunningham: Perhaps the government represen- | 
tatives could discuss that with their own colleagues. There 
is nothing worse in these public hearings than to come here 
thinking that people are not listening. All of us here are here 
to listen and make changes as we feel appropriate. I am 
certain that the Chairman will be making recommendations | 
on behalf of the committee here as a result of these hearings. 


Mr Martin: I appreciate your coming before us today. } 
Historically, churches have spoken up on behalf of the | 
people they serve, although so far in the numbers of depu- | 
tations that we have heard from church groups I have not 
detected any real effort to hear from the people you serve. | 
The intent of this legislation is to enhance delivery of ser- | 
vices, but it is also very much to protect the public, and | 
some of the things that are in here are to make sure that the 
public in fact is being protected. I am wondering, have you 
spoken to any of your colleagues about what they are get- | 
ting back from their parishioners regarding this legislation | 
so that we might somehow be enlightened re their perspec- 


Mr Henderson: Only more from the clergy who—as 
can be expected, there are a lot of people who are not quite 
familiar with the details, about the vagueness, and so there 
is a lot of hysteria that can come out of that and some 
concern about the quality of the relationship between the 
pastor and the parishioner and what the pastor will or will 
not be able to do. 

I think all of us—at least, the people I work with—are 
quite concerned that there be accountability within the pro- | 
fessions. In our agency, for example, we have developed a 
pamphlet which we give to all clients that specifically 
mentions that if they have some uneasiness around busi- | 
ness relationships, sexual relationship, etc, they are to con- | 
tact our director of counselling, who is a female. We are 
trying to be sensitive to what is happening in our society 
right now in upholding a fairly substantial ethical view- 
point. We have our code of ethics, for example, in our 
waiting room. I think clergy are quite concerned about this 
as well, perhaps in reaction to what has been happening in 
the last number of years, but still that is very much there. 

In a sense we support, I think, what the intent of this 
act is attempting to do, but I am wondering if there is not. 
more requirement upon each body to regulate itself, and if 
it is not going to regulate itself, that is when the civil | 
authority moves in. I think in the marriage and family | 
therapy field we are fairly strict, the Ontario Association 
for Marriage and Family Therapy anyway. If I have what. 
we Call a dual relationship with a client within two years | 
after I have terminated counselling with this person, I lose | 
my credentials. I think that is fairly strong, and that has 
been there for some time, and I support that. I think that is 
excellent. So there is regulation going on among us, and I 
am wondering if we could not build more on that. 


Mr Hope: Just to elaborate a little more on some of | 
your report talking about whether it is worth while coming 
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here and making presentations, I will refer you to the 
opening remarks of the minister when these hearings 
started that she was open to change, because we needed 
more of a consultation process as this thing has taken place 
since 1982. I guess how much of it will be open will be 
subject to discretion, but a number of the clauses that are 
coming forward to us the minister understands, especially 
your specific dealing with the social service aspect of it 
and the diagnosis clause. Yes, we are definitely looking at 
that, and I think we have a non-partisan committee here. 
Most of the time we have partisanship, but I think this 
committee itself is working on a non-partisan basis to 
make sure that we can rectify the problems in the health 
care system. That is just to reassure you. 


Mr Henderson: Good. Thank you. 


The Chair: Thank you very much for your presenta- 

tion today. I appreciate your coming before the committee. 
If over the course of the hearings there is additional infor- 
mation that you think would be helpful to the committee in 
its deliberations, please feel free to communicate with us 
in writing. For the information of everyone here, the ex- 
pectation is that clause-by-clause examination of this pack- 
‘age of legislation will begin after the House resumes, 
which will be after September 23. Thank you very much. 
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UNIVERSITY OF WATERLOO 
SCHOOL OF OPTOMETRY 

The Chair: Next is the University of Waterloo school 
of optometry. 

Dr Cullen: I am Professor Anthony Cullen, and I am 
associate dean of science and director of the school of 
optometry at the University of Waterloo. In addition, I sit 
on the Ontario Council of University Health Sciences. I 
have been a consultant to the World Health Organization, 
the United Nations, the American army and to the National 
Research Council of Canada. My area of expertise is physical 
energy phenomena effects on the eye. Accompanying me 
today is Dr Graham Strong, who is an internationally rec- 
ognized authority in the rehabilitation of the visually handi- 
capped. He will describe to you, should you wish, the many 
diseases for which there is no known medical or surgical 
treatment which we are able to diagnose and treat. Also 
accompanying me today is Dr John Flanagan, who is also 
a world-recognized authority. His area is advanced diag- 
nostic techniques of the eye, and his special area of exper- 
tise is in the early diagnosis of glaucoma. His research is 
funded by the Medical Research Council of Canada. Since 
at an earlier hearing you were supplied with misinforma- 
‘ion concerning glaucoma, he will happily be able to sup- 
sly you with the difference between diagnosis of glaucoma 
ind mere screening, which can be performed by techni- 
tians or lay members of the public. 

I would like to thank the standing committee on social 
levelopment for this opportunity to present the concerns 
of the University of Waterloo school of optometry. Certain 
ispects of this tandem legislation under consideration 
vould seriously compromise our ability to provide con- 
femporary, high-quality optometric education and clinical 
/ervices in the province of Ontario. 
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As many of you may know, the University of Waterloo 
offers one of only two programs in optometry in Canada. 
The other is at 1’Université de Montréal. The majority of 
optometrists in English Canada are alumni of the Univer- 
sity of Waterloo. If legislation regulating the optometric 
profession in Ontario is retrograde or lags behind that of 
other provinces, our ability to educate optometrists within 
Ontario would be the most constrained and restrictive in 
North America. To provide interns with the requisite clinical 
exposure for a competitive optometric education, it would be 
necessary to arrange supplemental clinical teaching place- 
ments outside Ontario in other provinces or even in the 
United States. This would create an additional cost for 
optometry students and their families. In addition, there will 
be little incentive under such restrictions for University of 
Waterloo optometry graduates to remain in Ontario. 

The executive summary to the Regulated Health Pro- 
fessions Act claims that the general scope statement “will 
guide educators when they design and update curricula.” 
Were we to accept the proposed scope of practice and 
authorized acts of Bill 60, radical changes would be required 
to eradicate portions of our current curriculum. We have 
provided you in table 1 with details of our current curriculum. 
This would, in addition, have serious repercussions not 
only in Ontario but across Canada, and would potentially 
jeopardize our accreditation as a school of optometry. 

The optometric education program produces an exter- 
nally verified level of expertise that extends well beyond 
the proposed scope of practice for Ontario. Doctors of op- 
tometry graduating from the University of Waterloo are the 
best-qualified primary care—and I emphasize “primary”— 
professionals to assess,diagnose, treat and prevent diseases, 
disorders and dysfunctions of the eye and the visual system. 

The proposed limitations to the existing scope of opto- 
metric practice represent a clear contradiction of the Min- 
istry of Health’s own assistive devices program policy, 
which we have provided for you in the brief, and Revenue 
Canada’s policy, which recognizes optometric expertise in 
the diagnosis of diseases of the eye and visual system. 

Through regressive semantic manipulation, the pro- 
posed scope of practice would unfairly diminish the current 
activities of Ontario optometrists. The only remaining com- 
munity resource outside of the major cities for Ontario 
residents would be the general medical practitioners. They 
are ill-equipped to diagnose and manage diseases, disor- 
ders and dysfunctions of the eye and the visual system. 

The standards by which the controlled acts have been 
delegated to medicine have been in accordance with the 
highest common multiple, whereas for optometry it re- 
flects the lowest-common-factor approach. Few physicians 
are capable of performing each and every one of their 
controlled acts, while most optometrists are capable of 
greatly exceeding the limitations of their controlled acts. 
This approach is unfair to the legitimate majority of op- 
tometrists in Ontario. 

By stifling the legitimate scope of optometric practice, 
the proposed legislation fosters underexploitation of the 
established excellence of our optometric education program 
and an underutilization of the established clinical prowess 
of our graduates. This situation is unfortunate for the people 
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of Ontario who rely heavily on the availability of full-scope 
optometric services within easy reach of their home. The 
individual people in the province will ultimately pay a pre- 
mium for less accessibility and inferior health care services. 

The issue to be considered is demonstrated competence 
in the provision of important health care services to On- 
tario residents. There is no room for polemic mediation of 
these issues. Optometrists are amply qualified to continue 
to provide extensive eye and vision care services to 
Ontarians. They are accessible to all provincial residents. 
The quality of their services is recognized by the public, 
by government and by academic and scientific communi- 
ties. They have consistently demonstrated a responsible 
and co-operative interaction with government agencies and 
with other members of the health care team. In the region 
of Waterloo, there is no conflict between optometry and 
ophthalmology. We respectfully suggest that the subject of 
this legislation is health care, not medical care. 


1410 


The Chair: Thank you very much for your presentation. 
Question, Mr Wilson? 


‘Mr J. Wilson: Perhaps it is more of a clarification 
from the parliamentary assistant. Given this evidence and 
other evidence before us previously, why in the Optometry 
Act were optometrists not given the diagnostic controlled 
act? Could we have the ministerial reasoning behind that? 


Mr Wessenger: I will refer that to staff, although it 
should be noted that they are given some diagnostic aspect 
with respect to dysfunctions of the eye. I will refer to staff 
the reasoning for the limitation. 


Mr Burrows: Not having been a member of the re- 
view team, I cannot properly account for every particular 
piece of work it did. However, suffice it to say that the 
proposed act, which is based upon their findings, which is 
the result of considering all the information that was pre- 
sented to the review over a period of six years, not only by 
the profession of optometry but by ophthalmologists, opti- 
cians and consumer groups as well, taking everything into 
account, in the wisdom of the review the decision was that 
the scope-of-practice statement accurately captured what 
optometrists do. That statement reads, “The practice of 
optometry is the assessment of the eye and vision system 
and the diagnosis, treatment and prevention of vision and 
ocular motor dysfunctions of the eye.” 

Since the receipt of the report’s recommendations, 
there has been extensive discussion between ministry staff 
and not only representatives of the association but the Col- 
lege of Optometrists as well. We have also consulted with 
other interests in the eye care field for their opinions, and 
we certainly made considerable progress over that time in 
terms of coming up with possible alterations and options 
for changing that statement. However, suffice it to say, we 
could not obtain consensus. 

One of the things I believe will happen before the hear- 
ings are complete is that this committee will hear informa- 
tion from some of these other interests with respect to who 
does what in the eye care field. I really have nothing to 
add. The statement did capture, in the opinion of the re- 
view, what optometrists do. We have heard evidence to the 


contrary here and in other presentations, but I believe you 
will hear additional comment from other parties in the 
field of eye care before the hearings are finished. 


Mr Beer: I do not want to put words into your mouth; 
I want to just make sure I am clear. In the concerns you 
have as to how in your view your scope of practice is 
being limited, I take it that it is through the ophthalmolo- 
gists who are saying their practice is different and yours 
should be limited, and that is the crux of the issue. I want 
to make sure and ask you, is that correct? Then with that, 
you mentioned the issue of glaucoma and it struck me that 
was probably an example where you could inform us as to 
how you would deal with that and why in your terms you 
were quite competent and capable. So there are two parts 
to that; I am first just wanting to be certain where the 
conflict is and then, second, is the glaucoma example a 
good one to describe to us something you do now that you | 
could not do under this act? | 


Dr Cullen: Initially I would like to point out that oph- 
thalmology is not a regulated discipline under the act. It is 
under the umbrella of medicine. We certainly have prob- 
lems that any physician who may have had very limited 
education in the eye is permitted to do any act. A solution 
to this may be to subdivide medicine into specialties. 

The ophthalmologist is a specialist. In the United 
Kingdom, where I originated, they remain specialists. Un- 
fortunately, in Ontario many ophthalmologists practice pri- 
mary care. Very few do in the region of Waterloo, which is | 
why we get on very well. The problem is using highly 
expensively and highly trained ophthalmologists to pro- 
vide primary care. It is illogical. 

With regard to glaucoma, I would defer to Dr Flanagan. 


Dr Flanagan: Glaucoma does provide a good example. 
One of the dangers of getting into a conversation specifically 
about glaucoma—lI would like to point out other aspects of 
the report and the information provided that go through a 
whole series of different diseases. If you go to page 14 of 
the report we provided, glaucoma is specifically listed 
there. The way we tried to do it is approach it somewhat 
academically and give you quotations from refereed medi- 
cal journals that we all publish in, along with the medical 
profession, to point out from surveys and what have you | 
about who does the diagnosis of these different diseases. 

The emphasis is on primary care, in that glaucoma is | 
largely asymptomatic in its early stages, which is why op- | 
tometry plays such a big part in diagnosing glaucoma. I | 
think it is still this problem of diagnosis, in that with the 
act as it appears to be presented to us we are not deemed | 
capable of making the diagnosis; that means we are able to | 
assess or to screen for, which means that you make a refer- 
ral in ignorance. Glaucoma is one way your referral in. 
ignorance would go to the same person that you would | 
refer to even if you diagnosed the condition, which we all 
believe we do. But there are many other conditions where 
we, having made an accurate diagnosis, save the OHIP 
system a great deal of money by referring to the appropri- | 
ate specialty. One of the points that we really must make is | 
that not all of our referrals go to ophthalmology. We refer | 
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to a great many other specialties, and if we are not allowed 
to diagnose that ability is taken away. 

The other aspect is counselling, and this would come 
under glaucoma too, that the restricted act is one of coun- 
selling once a diagnosis is made. That is the thing that we 
take great pride in, that we certainly spend a lot of time 
doing. In fact, I would suggest that ophthalmology very 
often uses our services to provide that counselling, and that 
will be taken away. Most ophthalmologists, like the ones 
we deal with in our area, who, as has been said, we get on 
perfectly well with, do not necessarily feel it is the best use 
of their time to provide the counselling services, knowing 
that we can provide those services. Under the new act, we 
would not be able to do that, so that is another side issue of 
the whole diagnosis issue. 

But it is very clear that the general practitioner, who 
would be the primary eye care clinician if this act goes 
through, in the majority of Ontario does not have the nec- 
essary equipment or skills to diagnose glaucoma in the 
early stages. This is not an antimedicine statement. We 
consider ourselves part of the medical model, as does med- 
icine consider us part of the medical model. So we do not 
see the conflict. We do not see ourselves as an alternative 
to; we are just providing something that is not otherwise 
provided. Really, the discussion here is merely for recogni- 
tion of what we in fact do. We are not even asking for what 
we consider our scope of practice to be broadened, which 
an awful lot of people would want to do in this sort of 
environment. We now feel we are fighting simply to be 
recognized for what we have done for years, and which we 
do very well. 


The Chair: I have a request from the parliamentary 
assistant to clarify. 


Mr Wessenger: I would just like to indicate to you 
that in the act there is no restriction on your doing a diag- 
nosis. The only restriction is with respect to the communi- 
cation of that diagnosis to the patient. There is also no 
restriction on your communicating that diagnosis to an ap- 
propriate specialist. So there is no restriction on what you 
say you normally do. Of course, if you even go further, 
there is no restriction on communicating the results of an 
assessment to the patient. 


Dr Strong: My name is Graham Strong. There seems 
to be a lot of misunderstanding about what in fact a diag- 
nosis is. The committee seems to believe that a diagnosis 
is—that out of an array of naming of disease, there is one 
that applies to the particular presentation. There is that 
sense of what a diagnosis is, when in fact a diagnosis is 
technically a hierarchical process, as reflected in standard 
systems of diagnosis or computerization of diagnosis. 
There is an evolving level of specificity. I think it is in that 
3pirit that medicine is given this power to diagnose. A 
zeneral practitioner can in fact diagnose sophisticated neu- 
‘ological disorders to a certain level of specificity. When 
hat is referred, there is further qualification and clarifica- 
‘ion which leads to a more precise, if you want, diagnosis. 

The initial act is one of diagnosis. The initial act that an 
yptometrist provides, the initial service, is one of diagno- 
sis, and it seems to me that to invoke the expertise of 
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ophthalmology is really to be sidetracked into the level of 
specificity of that diagnosis in some instances. 

Mr Johnson: I wanted to ask a question about glau- 
coma, seeing as we have a pre-eminent expert in optome- 
try here, but Mr Beer’s second question was my first 
question. I would like to pass to Mr Owens, if the Chair is 
agreeable to that. 


The Chair: No, Ms Haeck is next. 
Ms Haeck: I will defer to Mr Owens. 


Mr Owens: The hand-off. Thank you, Madam Chair 
and colleagues. 

We had a presentation from a group of optometrists 
and they indicated, I believe, that there are currently 27 
States that allow the prescription of drugs by optometrists. 
If we were to agree to that request for amendment, as I 
understand it is being made, would that require a change in 
your curriculum, or are you already at the level where the 
prescription of drugs would be just an adjunct to what you 
are already doing? 


Dr Cullen: There has been a change in the number, as 
Texas now approves the prescription of therapeutic drugs. 


Mr Owens: So we are up to 28 now? 


Dr Cullen: We are at 28 now. In that many of our 
students do their post-doctoral residency training in the 
United States, it is important that they be educated to func- 
tion in that milieu. Therefore, our students are instructed in 
therapeutics, as you will see from our curriculum which 
we have provided. It is not our intention at this point in 
time to push for therapeutic drugs from the school, cer- 
tainly. On the other hand, we have to be prepared should 
these things happen in the future with the natural evolution 
of the profession. For the question as to whether the 
change in the current proposed legislation would affect 
what we do, the answer is no. 

The Chair: Thank you very much for your presenta- 
tion. We appreciate your appearing before the committee 
today, and I know you realize that if there is any additional 
information you think would be helpful for the committee, 
that you will communicate that in writing through our clerk. 
Thank you very much. 


1420 


LONDON AND AREA ASSOCIATION 
OF OPTOMETRISTS 

The Chair: I call the London and Area Association of 
Optometrists. 

Dr Van Ymeren: Thank you. I am Dr Harry Van 
Ymeren, and I am president of the London and Area Asso- 
ciation of Optometrists. 

Dr White: I am Dr David White. I am the secretary of 
the London association. 

Dr Van Ymeren: Ms Chairperson, committee mem- 
bers, ladies and gentlemen, thank you for this opportunity 
to present here before you. 

We represent the London and Area Association of Op- 
tometrists. We are a local study group of 40 practising 
optometrists. We as a group provide an overwhelming ma- 
jority of the vision care to the residents of this part of 
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Ontario. We have not been involved in the development of 
this legislation. We have no authority to either represent, 
educate, or govern our profession. Our only claim to au- 
thority is that we know what optometrists do for their pa- 
tients. The reason we are here is that Bill 60 does not 
describe what we do in our offices on a daily basis. We 
wish to express our concern that the proposed legislation 
will materially interfere with our patient care. 

To highlight our comments, I will describe briefly the 
standard optometric eye examination. Odds are high that 
most of you see an optometrist, but I hope to give you the 
doctor’s perspective of what is happening. Then I shall 
illustrate how the proposed legislation will disrupt how we 
provide care for our patients. 

What we do is in these guidelines, of which you all 
have a copy, the Guide to the Clinical Practice of Optome- 
try. Guidelines such as these have been published by the 
College of Optometrists of Ontario for nearly 20 years. 
The college has the statutory job of protecting the public 
by regulating the profession of optometry. Revisions such 
as this recent one are the result of input from both experts 
and from those of us in the field. 

Pages 11 and 12 describe the most frequently rendered 
optometric service, the oculo-visual assessment. The ma- 
jority of my day is spent providing this service to my 
patients. As you will see from the introductory paragraph, 
the OVA, as we call it, has five components: a history; an 
ocular health assessment; a refractive assessment; an 
oculo-motor and sensory assessment; and finally an analy- 
sis, which is going on continuously throughout the case 
history and clinical procedures. 

In the interests of time, I will leave the details of the 
first four sections for your later study. The history and 
clinical procedures component of the OVA would consume 
15 to 45 minutes. This would depend upon the complexity 
of the case presenting and whether the patient has been 
seen before. 

The analysis section is the one that would get com- 
pletely fouled up with Bill 60. I must read the analysis guide- 
line word for word so that you understand the thinking 
process that accompanies the optometric eye examination. 

The purpose of the analysis is the delineation of prob- 
lems and the formulation of management plans. It reads, if 
you refer to the manual: 

“(a) An analysis is expected of the history and data 
collected to determine the presence or absence of ocular 
health problems, refractive problems, and oculo-motor and 
sensory problems. A problem is defined as any deviation 
from the usual state, condition, structure or function. 

“(b) Delineation of problems is expected at the highest 
level which the data and the member’s knowledge and 
understanding permit. It may not be possible to define a 
problem as other than an unexplained symptom. At other 
times, a problem may be defined as a related collection of 
symptoms and/or findings. At the highest level of under- 
standing, it may be possible to make a specific diagnosis 
of a disease, dysfunction, or disorder. 

“(c) The development of a management plan for 
each defined problem is expected. Management is always 
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expected to include counselling and, as needed, plans for} 
further investigation, treatment or referral.” 

This is the “law” as it applies to optometrists. This} 
manual is the standard against which ordinary optometrists} 
are judged. It is not just our opinion of what we do for our; 
patients; it is what under the present legislation we are} 
legally obliged to do. 

As you see in subsection (b), “it may be possible to make} 
a specific diagnosis of a disease, dysfunction or disorder.” We} 
very often do. From subsection (c), you can see that the! 
“management is always expected to include counselling.” 

Here are the problems: 

1. Bill 60 would not permit the required diagnosis of a 
disease or disorder. It says I can only diagnose vision and} 
oculo-motor dysfunctions. It is important; a dysfunction by 
definition describes a system that is anatomically and 
structurally normal but is not working or functioning prop-| 
erly. The diseases and disorders that we presently diagnose 
are not included in this definition. 

2. The first authorized act would not permit the com- 
munication of a conclusion identifying a disease or disor- 
der as the cause of a person’s symptoms. It says I can only 
communicate a conclusion identifying a vision or oculo-| 
motor dysfunction. 

That, ladies and gentlemen, creates a ridiculous sce- 
nario. The best example of the situation created is one that 
you may have heard. A patient with cataract, which is 
easily diagnosable by any optometrist, would suddenly not} 
be diagnosed. Cataract is not a vision or oculo-motor dys- 
function. Cataract is a disease. Its diagnosis is made by a| 
visual inspection of the crystalline lens of the eye using 
either an ophthalmoscope or a biomicroscope. We as op-| 
tometrists diagnose cataract and then we assess its effect] 
on the visual performance of our patients. We may refer 
this patient for treatment, ie, surgery, if the cataract is ad- 
vanced. We would not refer this patient for a diagnosis. 

Bill 60 as it stands would change what I do dramatically} 
in this case. Since it is not a visual dysfunction and not an 
oculo-motor dysfunction, I could not diagnose it and could] 
not communicate my diagnosis to my patient as I do now. 

From reading sections 3 and 4 of Bill 60, it is clear that 
every condition that might be labelled as a disease or dis-| 
order must, if the patient is to be aware of it, be referred 
for medical consultation. That would triple the number of, 
referrals—all unnecessary, not to mention inconvenient 
and distressing to the patient and very expensive to the 
health care system. 

Let me give you two other examples. Many people get 
a little yellowish bump on the white of their eye. It is a 
pinguecula, an innocuous disorder requiring no treatment 
other than a dose of reassurance. Again, this is not a vision 
or oculo-motor dysfunction, so therefore I would not be 
permitted to make that diagnosis or to provide the neces- 
sary reassurance. 

Many of our contact-lens-wearing patients develop 
symptoms of itching and mucous discharge. These symp- 
toms can be traced to wearing a contact lens with a protein’ 
deposit. This problem is diagnosed as an allergic disease 
known as giant papillary conjunctivitis. The treatment is| 
removal of the lens or the film on it, which is always. 
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effective. Optometrists would be precluded from diagnos- 
ing this disease, from communicating their knowledge of it 
to the patient and from treating the problem by counselling 
on the appropriate action. 

In conclusion, the authors of this bill cannot have under- 
‘stood the consequences of their writing. The scope-of- 
practice statement and the first authorized act in Bill 60 do 
‘not describe how optometry is practised in Ontario. Optome- 
trists know what optometrists do. What optometrists do, 
they do responsibly. There has not been a single successful 
malpractice action brought against an optometrist in Ontario. 


It is obvious to our group that the proposed scope of 
practice is grossly inaccurate. This error is a result of either 
a lack of knowledge of what optometrists do for their patients 
or it is an attempt by various groups to use this process here 
to narrow the scope of optometric practice. Either is totally 
unacceptable and I, and for my patients, hope this committee 
will recognize the serious flaw and ensure it is corrected. 
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Mr Beer: Thank you very much for this submission 
‘and the accompanying document because, again, in trying 
\to determine precisely what it is you do, what you do today 
and what it is in your view you cannot do—when the 
Ontario association appeared before the committee I was 
\not able to be present. Are there specific recommendations 
‘around how you would see in Bill 60 the way the diagno- 
‘sis is set out for you, what you can communicate? Are you 
‘saying you simply want to be able to communicate as it is 
‘set out in Bill 43, or that what is in your own bill should be 
expanded so it includes the kinds of examples like the 
cataract? Because clearly you are saying in paragraphs 1 
and 2 of section 4 that it is limiting what you do today. 


Dr Van Ymeren: Exactly. I think I understood your 
question. All we are saying is that presently we diagnose 
cataract and the legal interpretation of the—I am not a 
lawyer, I am just an optometrist. I read the act and look at 
what I do in practice and say, “Geez, this doesn’t allow me 
to do what I’m doing today.” 

Patients come to me for diagnosis. They do not want to 
wait for six to eight months to get in to see an ophthalmol- 
ogist if in fact the diagnosis is totally within my ability, 
and it certainly is. 


Mr Beer: So there may be other wording around what is 
in your own bill which would capture those other points? 


Dr Van Ymeren: I do not think I could comment on 
that. My expertise or authority is that I know what we do 
and I know that— 


Mr Beer: And that is not defined there. 


Dr Van Ymeren: | think there are better people to 
Suggest what in fact would better describe our scope. 


Mr Hope: I have particular concerns that you indi- 
cated whoever wrote this did not know what they were 
talking about. I guess my question would be to the parlia- 
mentary assistant and legal counsel. How did we come up 
with it? We have an accusation of no involvement, or the 
authors did not know what they were talking about, and I 
would like a little clarification on this. 
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Mr Wessenger: With respect to that question, legal 
counsel is not here to specifically advise. However, it was 
based on the review. The legislation was based on the 
recommendations of the review, so I think you would have 
to even go back beyond the question of legal counsel in 
drafting, you would have to go back to what the review 
recommended. That would certainly be the assessment by 
the review as to what the areas of jurisdiction were. | 
might have ministry staff add to that. 


Mr Burrows: As I explained previously, one of the 
things we have done since the receipt of the review’s rec- 
ommendations—we know that the profession of optometry 
has concerns. Such things as the valuable service provided 
by the profession in screening, for example, in glaucoma 
and so forth go without question and no one is disputing 
those facts. In looking at options of potential wording, we 
have not been able to get agreement on what appropriate 
wording might be if there is something else that better 
describes what optometrists do. 


Mrs Cunningham: I am going to ask the ultimate 
question. What do you think the appropriate process would 
be to come up with the appropriate wording that everyone 
does not seem to know should exist? I suggest you not say 
that you are not the one to come up with it. 


Dr Van Ymeren: No, I can certainly tell you what I do 
today in practice and I can tell you that it is not well 
described, or it is not described at the present. Certainly we 
provide primary eye care to the majority of people in On- 
tario and that primary eye care involves diagnosis. It is not 
just screening. Screening would entail saying: “Yes, there 
is a disease; no, there is not a disease.” I look at it and say: 
“It’s a disease. Not to worry about it, we’ll monitor it.” I 
diagnose it and I communicate that to my patient. To suggest 
it is a Screening is in fact an unbelievable oversimplification. 
It again illustrates, in my opinion, that nobody understands. 


Dr White: I believe every patient who comes into our 
office expects a diagnosis. That diagnosis may be a tentative 
diagnosis, it may be an inconsequential diagnosis, but they 
expect a diagnosis. If we are not able to make that diagnosis, 
if we are not able to communicate that diagnosis, what are 
we doing? 

Mr Martin: If in fact you are correct and we give you 
the benefit of the doubt here, my concern, coming from 
northern Ontario, is the delivery of service to the folks 
who live up there. Certainly, to limit your ability as optom- 
etrists to do your work in those areas where there are not 
the ophthalmologists would have a negative impact re ac- 
cess. Could you speak a bit avout that? 


Dr Van Ymeren: True, certainly there is more pressure 
on practitioners in smaller communities to service their 
patients more broadly, if you will. I practise in London and 
there are lots of ophthalmologists to refer to, yet I still make 
the diagnosis. The result of this would certainly affect your 
area more than London, I presume, just because you would 
be looking at an increased cost to the patients having to 
drive a long way to have an ophthalmological opinion. 

It really just disrupts the normal relationship that prac- 
titioners have with their patients. Patients expect diagnosis, 
and to suddenly not allow that certainly is not the reason 
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for the scope definition. It is supposedly status quo and it 
definitely is not. But I could see your concerns with regard 
to a small town. 

The Chair: Mr Hope, you had one further question? 

Mr Hope: When I am listening to the conversation, 
certainly the professions were involved in the—what is 
it?—the blueprint through the consultation process. I am 
sure the professions must have been involved through this 
discussion process. When I hear a presentation like this 
saying somebody does not know what they are talking 
about, are we talking about age differential between what 
the old fashion and the new fashion may be? That is why I 
am uncertain. I am hearing a presentation that we did not 
know what we are talking about. 

Dr Van Ymeren: I gave you two options as to why 
this is like it is. I think it is maybe a combination of both, 
not just a lack of knowledge but in fact an attempt by 
groups to exploit this rewriting of the Health Disciplines 
Act to limit the scope of practice of optometry. Certainly 
that is understandable, considering the sources. I am sure 
ophthalmology is concerned with the broadening scopes of 
practice in the United States. In my opinion again—I am 
just Joe Blow optometrist—they are using this process to 
knock us down a notch to prevent further evolution. That 
is personally what I think is the cause. 


Mrs Cunningham: You have got it. Can I just say 
something that may or may not be reassuring? I think what 
you have to do is carefully monitor the input from the 
Ontario Medical Association next week. Make certain your 
group is there. I would suggest they may even make some 
kind of a positive statement on your behalf if they feel so 
inclined. If they do not, you will know where you stand 
and where the lobby is coming from. 

From a practical point of view, as a person who repre- 
sents people who want service, I personally agree with what 
you are saying today. I think you should be prepared very 
quickly to get the wording you want. If you do not have 
somebody who can draft it, get somebody who can draft it 
and get it to Mr Wessenger so he will know exactly where 
you are coming from. In fairness to the ministry, it will 
then know what your expectations are. That is my advice. 

Dr Van Ymeren: Thank you, Dianne. 

The Chair: Thank you very much. We appreciate 
your appearing before the committee today. I know you 
realize that if there is additional information you wish to 
share with the committee, that you feel might be helpful to 
us, you can do that in writing at any time during our delib- 
erations through our clerk. 
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LONDON REGIONAL PSYCHOLOGICAL 
ASSOCIATION 

The Chair: I call the London Regional Psychological 
Association. 

Dr Ferrari: Thank you for allowing us to appear be- 
fore you today to present our concerns. 

My name is Dr Jack Ferrari. I am the vice-president of 
the London Regional Psychological Association and a staff 
psychologist at London Psychiatric Hospital. My colleague is 
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Dr Bill Newby. He is the secretary of the association and | 
the director of psychological services at St Joseph’s Health 
Centre. 
Before I begin our brief, I would like to mention that | 
we are both involved in two other groups representing | 
psychology. Dr Newby is a regional representative of the | 
Ontario Chief Psychologists Association, and I am the | 
president of the section on public service psychologists | 
within the Ontario Psychological Association, both groups | 
of which support the brief we are going to present today. In | 
fact, our brief will essentially support the brief the OPA | 
delivered yesterday. 
The London Regional Psychological Association is a | 
collegial association of over 80 practitioners, academics 
and students of psychology in London and the surrounding 
area. Most members are registered psychologists, doctoral | 
graduates who are also registrants with the Ontario Board | 
of Examiners in Psychology, the professional examining | 
and licensing board since the passage of the Psychologists 
Registration Act of 1960, revised 1980. To be registered 
under existing legislation, individuals must have completed 
one year of post-doctoral training and have passed written 
and oral examinations covering general knowledge of psy- | 
chology and principles of ethics and professional practice. 
Many of our members are also registrants with the Canadian | 
| 
| 


















register of health service providers in psychology. Such 
registration requires a minimum of two years of supervised | 
practice or four years of post-doctoral experience in ren- | 
dering health care services. 
Our members occupy many different roles in health 
care and in other areas of professional practice in London and | 
the surrounding areas. They provide direct clinical service 
to many kinds of hospital inpatients and outpatients, to 
clients of community agencies and through private practice. 
Our members’ services include assessment and therapy for 
a variety of problems, including emotional disorders, 
chronic physical disorders such as pain, cancer and head 
injuries, substance abuse, infertility, sexual abuse, child 
custody and access as well as psychotic conditions. Many 
also perform administrative services in hospitals and are 
involved in community health care programs. | 
Psychologists are also involved in the training and edu- 
cation of other health care professionals in hospitals and 
schools in the London area, including those in such disci- 
plines as medicine and nursing in addition to psychology. 
Members of our group are also active in areas outside what 
might be termed health care in even the broadest sense. We 
have members working within the educational system with 
the local school boards, acting as consultants to business 
and industry and within the criminal justice system, con- 
sulting for civil litigation and conducting client research 
not only within the health care system but within the com- | 
munity as a whole. | 
We fully support the introduction of the Regulated 
Health Professions Act, Bill 43, and the associated Psy- | 
chology Act, Bill 63, with their goals of protection of the 
public and providing the public with freedom of choice of 
health care practitioners within a range of regulated profes- 
sions. However, we wish to raise several areas of concern > 
to the standing committee with Bill 63, the Psychology 
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Act, as it is currently framed, and with section 26 of the 
proposed Regulated Health Professions Act. The concerns 
with Bill 63 are in the areas of title protection and the 
domain of service to individuals. Our concern with Bill 43 
lies in section 26, dealing with diagnosis as a controlled act. 

Finally, we support the retention of the doctoral degree 
as the educational requirement for registration as a psy- 
chologist, but we also recognize the concerns of master’s- 
level practitioners. We would support a solution such as 
associate membership in the college for these individuals. 

Title protection: Under the existing Psychologists Reg- 
istration Act, the title “psychologist” and also the terms 
“psychological” and “psychology” are controlled. In other 
words, individuals cannot make use of these words in de- 
scribing themselves or a service offered without falling 
under the terms of the act and being obliged to meet its 
requirements for professional practice. 

Under the proposed Regulated Health Professions Act 
and section 15 of the accompanying Psychology Act, only 
the term “psychologist” will be covered. Under this draft 
legislation, an individual who is not a psychologist could 
offer, for example, a “psychological service” or “practice 
in psychology” and operate quite legally without being 
subject to any legal restraints upon his practice or without 
being subject to any disciplinary body for any acts of mal- 
feasance or malpractice. Such an individual would not be 
required to be under the supervision of an individual who 
was covered under the Psychology Act and could practise 
without accountability under the act. We see no way in 
‘which members of the public could be expected to make 
the distinction between a psychologist who would be reg- 
istered and regulated and a psychological therapist or 
counsellor in psychology who would not be regulated. 

To promote the protection of of the public offered by 
the act, we urge that the terms “psychology” and “psycho- 
logical” be controlled terms in addition to “psychologist” 
under section 15 of the proposed Psychology Act. 

In a closely related matter, we are concerned about the 
testriction of the proposed Psychology Act, in section 15, 
to individuals “providing or offering to provide, in On- 
tario, health care to individuals.” The proposed legislation 
does not define the term “health care,” which leaves many 
of our members unsure as to whether some of their activi- 
ties are covered by this act. For example, does a program 
dealing with assisting individuals to stop smoking come 
under the domain of health care? Does marital or family 
counselling or consultation on sexual dysfunctions come 
under the domain of health care? 

If Bill 63 proceeds as proposed, we can see the only 
way of resolving these questions as being through expen- 
sive and time-consuming litigation after the fact. In addi- 
tion, the practice of those members who provide services 
to industry, to educational systems, to the civil and crimi- 
nal justice system and to private individuals whose prob- 
lems may not fall under even the broadest definition of 
health care is not covered under the proposed legislation. 
This implies that such individuals could practise in the 
absence of any assurance to the public that their services 
are subject to minimal standards of practice or without 
legal recourse in the case of suspected abuse. 








We can foresee a great deal of ensuing public confu- 
sion, in that many members of the public will undoubtedly 
find it extremely difficult to understand how some individ- 
uals can call themselves psychologists and be subject to a 
regulatory body and other individuals can also call them- 
selves psychologists and have no such regulatory agency. 
It would seem to make much broader sense to ensure that 
all individuals wishing to call themselves psychologists or 
to provide a psychological service must be governed by a 
regulatory body, either through broadening the terms of the 
proposed legislation or through deleting the phrase “health 
care to individuals” from section 15 of the Psychology Act. 

I will skip the rest of that section, as we are running a 
little short of time. 

Our next concern is with diagnosis. Our members 
strongly support the provisions of the Regulated Health 
Professions Act, in subsection 26(2), to maintain diagnosis 
as a controlled act. Within hospital settings, the functions 
of assessment, diagnosis, treatment and consultation pro- 
vide the primary areas of service for professional psychol- 
ogists. We therefore favour the inclusion of diagnosis, as it 
is defined in subsection 26(2) of Bill 43, as a controlled act 
for psychology. Our members are strongly in favour of the 
principle of shared authority for controlled acts where 
those controlled acts are within the professional compe- 
tence of the profession. 

Our training includes an emphasis on the standardized 
objective assessment of individuals and groups that gives 
our discipline a unique perspective on individuals that is 
invaluable in assisting and providing a diagnosis. Psychol- 
ogists have developed and use a wider variety of instru- 
ments to assist psychological diagnosis than do other 
professionals. We feel the provision of diagnosis is within 
the scope of professional practice in psychology. In sup- 
porting the retention of diagnosis as a controlled act for 
psychology, we do not mean to exclude other practitioners 
either from assessing for purposes of treatment or from 
regulated diagnosis within their scope of practice. 
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Finally, on professional entry, under the current legisla- 
tion entry into the profession of psychology requires a 
doctoral degree in psychology, as well as one year of post- 
doctoral supervision and the successful completion of 
written and oral examinations. Through the course of the 
health disciplines review, arguments have been made for 
an alternative route to registration. Our members are famil- 
iar with the general trend throughout North America to 
converge upon the doctoral degree as the criterion for 
entry into professional practice in psychology. We support 
the retention of the doctoral degree as a requirement for 
professional practice in psychology. At the same time, our 
members work on a daily basis with other professionals 
within psychology who do not have a doctoral degree and 
who provide high levels of professional service. There is 
substantial agreement that an associate membership would 
not be inappropriate and would provide professional rec- 
ognition for individuals without a doctoral degree in psy- 
chology. Thus, many members do favour the establishment 
of associate standing under the Psychology Act which 
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would provide professional recognition and standing for 
individuals without a doctoral degree. Thank you. 


Mrs Cunningham: | actually have a couple of ques- 
tions here, if you can get them all on the record at once. 
First, I would like you to enlighten the committee with 
regard to the letter of agreement of the three associations. I 
am wondering if you in fact agree with the letter of agree- 
ment. I have a personal concern, given that I am aware this 
government is anxious to get this legislation through. My 
understanding is that your letter of agreement is for 18 
months. So if you have to ask us questions, this is the 
appropriate time. 

The second concern I have is about the title protection. 
I am asking you why you think the title protection was 
drafted the way it is in this current legislation, because it is 
very controversial within the London community. I would 
like your opinion on that. 

The third point is that some of the groups that have 
come before the committee, just looking at some of the 
briefs, feel that only medical diagnosis should be a li- 
censed act. Perhaps you would like to take this opportunity 
to respond to those groups that make that statement. 


Dr Newby: Let me try to make a beginning, if I re- 
member the questions as we go through. Our reaction to 
the letter of agreement, which we saw only this morning, 
has been quite positive. We are very pleased that we have 
this opportunity to strike some agreement with the pres- 
ently unregulated health care professionals. It was not until 
you mentioned the 18-month time frame, though, that it 
caused me some concern, in that it-.was my assumption, in 
reading the letter of agreement, that it would not necessar- 
ily hold up legislation. I hope that is the case. Perhaps the 
question I do have for this committee is, what do we know 
about the time frame for putting this legislation through? 
Would the negotiations that the letter of agreement dis- 
cusses in any way impede legislation? 

Mr Wessenger: With respect to the matter of the time 
frame of the legislation, I really am not in a position to 
give you a determination on that, but with respect to the 
second point, I do not see your letter of agreement in any 
way impeding this legislation. We are very pleased we 
have this letter of agreement and we are pleased this action 
is being taken to try to resolve the matters. 


Mrs Cunningham: There are another two issues. 


The Chair: The other questions that were asked by 
Mrs Cunningham? You do not have to answer if you do 
not want to. 


Dr Newby: I would be pleased to. Since these ques- 
tions do concern the points we have raised, I would cer- 
tainly be glad to do anything we can do to clarify them. I 
think the second question was, why was title protection 
legislation drafted as it was? It is a difficult question to 
answer from this perspective, but I infer that the rationale for 
the legislation being drafted as it was is that it is desirable to 
have some homogeneity of wording and regulation across 
the different professions. I certainly agree this is the case. 

I think what we are arguing, though, is that in the case of 
the title protection legislation with respect to psychologists, 
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the one-size-fits-all approach does not work so well. We) 
have articulated two reasons we believe that to be the case. 

I chanced this morning on this document Better Protec-} 
tion and More Choice in Health Care, in which the ques-| 
tion is posed, “How can I tell the difference between| 
regulated professionals and other health care providers?” | 
The answer with respect to psychology is: “Only a quali-| 
fied psychologist can claim to be ‘a psychologist.’ Anyone} 
who is not a member of a regulated profession and uses} 
the title can be charged and fined” and so on. I am very! 
supportive of that. It is what we would like and it is what! 
would protect the public. I am not convinced that the way} 
the legislation is drafted, that is what the legislation says.| 
For example, someone working in a school board who} 
falls outside the purview of providing health services to} 
individuals presumably could call himself a psychologist/ 
without being regulated. So we support broadening the| 
regulation to all those who can call themselves psycholo-| 
gists, thereby providing better protection for the public. | 

Similarly, I think the public would reasonably expect 
somebody providing psychological services, as we articu- 
lated in our presentation, also to be regulated. This is con- 
sistent with the findings of the Environics poll that OPA| 
had commissioned. That poll tells us that the public ex- 
pects somebody delivering psychological services to be 
regulated. I infer from it that the public then would wish it. 
That is an inference. 


Mr Hope: My question is still around this area, be- 
cause I have been reading this over and over and shaking| 
my head sometimes. When I look at this part of the MA 
versus the PhD level, who has the more grass-roots, onl 
the-job training, I guess you could say, because things 
change day to day, is the MA more than the PhD level. 
Then I am looking at this. You are looking at this govern- 
ment to put it into legislation. You say there is a temporary, 
18-month—I am saying, why can the MAs and the PhDs 
not get themselves together so that you are not forcing the 
MAs to— 


Dr Newby: I sincerely hope we can get them together. 
I assume the letter of agreement is an article of faith to the 
effect that we can. I am not sure why you are saying an 
MA would have more training and experience when a PhD 
in fact has 10 years’ worth of training. 


Mr Hope: Well, 10 years of the schooling, academic | 
level of it versus on-the-job and being on the front. I am not a' 
professional of the field, but I am saying, who is the one 
who is dealing with the public on a day-to-day structural 
basis? In my own mind, I think the person who is dealing 
with the public day to day would have that. 


Dr Ferrari: Excuse me, but I really want to respond 
to that. A PhD has an MA. You get an MA and then you 
get a PhD, so I do not understand how an MA would have 
more training in any sense. An MA who goes out to work. 
with his MA will get on-the-job training; so will a PhD. I 
have a PhD. I work with the London Psychiatric Hospital. 
I have been working there for almost six years. Before 
that, I worked at St Thomas Psychiatric Hospital for 11 
years, front line, on the job. Many of my colleagues are in| 
the same position. It has nothing to do with the degree. 
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‘Somebody with a BA can go and work in a hospital and 
get front-line training. 

The Chair: I have a question from Mr Beer. 

Mr Beer: My question has been answered, thank you. 

Mr J. Wilson: I really have a question for the parlia- 
‘mentary assistant. If a person is accepted as a member of 
the college, does he not fall under the full effect of the act, 
no matter what setting he is in, whether educational or 
institutional? Maybe that would clear up this thing. This 
keeps appearing in briefs. 

Mr Wessenger: Maybe I better refer that to Sa 
staff. 

Mrs Cunningham: Oh, come on, Paul, you could 
have done that one. 

Mr Burrows: As a member of a professional college, 
you are responsible if you are practising the profession. It 
is not site-specific; you practise the profession, period. 

Mr J. Wilson: I did not understand that. If you are 
accepted as a member of the College of Psychologists of 
Ontario, you are deemed to be a psychologist under this act? 

Mr Burrows: Yes. 

Mr J. Wilson: You have title protection. Just trying to 
get some understanding of the “delivery of health ser- 
vices,” that phrase, would not a psychologist be a psychdl- 
ogist be a psychologist, whether in an educational or other 
institutional setting? 

Mr Burrows: I certainly do not purport to be an ex- 
pert on psychology, but it is our understanding that there is 
a small percentage—I believe we have correspondence 
something to the effect that 8% practise in settings other 
than health care settings; for example, providing advice as 
an industrial psychologist about the colour of walls and the 
effect that will have on people’s attitude at work sort of 
thing. So there are certain activities, according to the infor- 
mation that we have been provided, where it would be 
oretty farfetched to consider that they really are in the 
sphere of health care. 
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Mr J. Wilson: Just along this line, the answer from 
he ministry to the witnesses who have raised this point 
defore has always been they are not really, as you have just 
said, delivering a health care service, so they do not fall 
inder this act. But maybe the corollary would be, does that 
nean they are entitled to join the College of Psychologists 
yf Ontario? 

Mr Burrows: It is possible to be a member of a col- 
}ege and not practise actively in the area. For example, I 
1m a member of the Ontario College of Pharmacists, but I 
(lo not actively practise pharmacy. 

The Chair: But if you did. 

Mr Burrows: But if I did, then I would be account- 
hible to the college for my performance and behaviour. 

| DrNewby: And further, would not be required to reg- 
| ster with the college. I am sorry I am speaking out of turn. 
Mrs Cunningham: But just in clarification, the ma- 
jority of psychologists are not in the health care profes- 
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are guessing and I am guessing, but my view is that the 
majority of psychologists are not in health care. I mean, 
has anybody ever added it up? You are the professionals— 


Dr Ferrari: Yes, they have, and they come up with 
that 8% figure by defining health care or related areas in a 
certain way. 


Mrs Cunningham: Well, that is the issue, is it not? 


Dr Ferrari: If you define it more narrowly, then prob- 
ably the minority of psychologists are in health care. 


Dr Newby: It is hard to do in the absence of that 
definition. 


Mrs Cunningham: Exactly. 


Mr J. Wilson: But in this act, though, you are saying 
the problem would be solved if everyone was required to 
register with the college in no matter what setting they are 
delivering psychological services? 


Dr Ferrari: Yes, that is the way it is right now, in fact. 


Dr Newby: That would not bring them under the regula- 
tory umbrella, because the regulatory umbrella, as I under- 
stand it, refers to those who are engaged in the delivery of 
health care. So the problem of protecting the public I do not 
think would be solved except internally within psychology. 


The Chair: Thank you very much for your presentation. 
We appreciate you coming before the committee today. 

Just to clarify, and if I am incorrect I know that the 
ministry officials will correct this, it is my understanding as a 
statement of fact that anyone who qualifies with any 
college’s role regarding entry to practice can apply to the 
college to join and be a member of the college, and it is then 
up to the college to determine whether or not that individ- 
ual meets the entry requirements as that professional. 


Mr J. Wilson: No, I understand that, but when they are 
appealed, what act do you fall under? If you are delivering— 


The Chair: This legislation covers an individual, it is 
my understanding, who is delivering a health service, 
health care, and it is not site-specific. That is how I under- 
stand the interpretation, and Hansard will note that the two 
people on my left have said that is correct. 


Mr J. Wilson: Well, I understand that, but the com- 
mittee is grappling with those in other settings, given the 
lack of definition of health care. 


The Chair: Okay, but we may want some time to dis- 
cuss this further, and you will have that opportunity at least 
on the 16th and 17th of September if not before then. 


ONTARIO ASSOCIATION OF SOCIAL WORK 
ADMINISTRATORS IN HEALTH FACILITIES 
The Chair: I would like to call now the Ontario Asso- 
ciation of Social Work Administrators in Health Facilities. 
Please come forward, introduce yourselves to the commit- 
tee. You have 20 minutes for your presentation, and if you 
leave a few minutes for questions we would appreciate it. 
Please begin now. 


Mr Pretti: First of all, thank you very much for the 
opportunity to meet with you and to present our views. My 
name is John Pretti. I am manager of social work at Uni- 
versity Hospital. With me is my colleague Anne Sawarna, 
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who is director of social work at the London Regional 
Cancer Clinic. 

We are speaking on behalf of the Ontario Association 
of Social Work Administrators in Health Facilities, and we 
represent more than 1,000 front-line clinical social workers in 
hospitals. In addition, there are approximately another 
1,000 social workers employed in a variety of mental 
health and other programs that are related to hospitals or 
that are based in the community. So as managers we are 
directly both administratively and clinically responsible for 
those social workers. 

Let me talk a little bit about what we do as social 
workers. I will restrict my comments to social workers in 
health care. Similar to psychology, you probably know social 
workers are involved in many other settings, education, 
addictions field, corrections, etc, but I will restrict my 
comments to the health care field. 

‘It is estimated that approximately 40% of patients in 
acute care hospitals have psychosocial problems which 
may affect their recovery, their utilization of health care or 
their return to the community. Social workers are front-line 
health care providers who deal with and respond to the 
emotional, the mental, marital, family difficulties that are 
related to health care, to illness, to recovery. In that sense, 
we as social workers deal with a variety of personal and 
family difficulties that are often exacerbated by illness, by 
hospitalization, and often these individuals are most vul- 
nerable in society. 

Overall, we as an association strongly support and are 
supportive of the proposed legislation, particularly since it 
addressed such important issues as protection of the pub- 
lic, recognition of consumer choice and it provides a com- 
mon mechanism for regulation of the health care 
professions. There are, however, three areas which I want 
to discuss where we have major concerns which we hope 
this committee will address. 

First of all, and many of you know this already, social 
work is absent from this legislation. In my view, it should 
have been included under this legislation, but it is not for a 
number of reasons. We now have a circumstance in On- 
tario; this is the only province that has no governing body 
for professional social work, and when this legislation 
passes, social work will be the only unregulated profession 
in the health care field. We have well over 2,500 univer- 
sity-trained professional social workers working not only 
in hospitals but in a variety of addiction centres, commu- 
nity-based family practice units, mental health clinics, psy- 
chiatric hospitals, etc. 

We, the social workers in the province, have taken the 
initiative. We have a voluntary college. There are two 
things I think this committee can do. One, it can make a 
recommendation to urge this government to provide some 
form of regulation for the practice of social work in the 
province, either within or outside of this act. 

The second area I want to discuss, and that is the area I 
_ want to focus on primarily, is our concern with the diagno- 
sis clause or section 26. We urge you to consider this very, 
very closely. If you will look at page 5 for a moment—I 
know time is limited—let me give the illustration at the 
bottom of page 5 of a scenario that might involve a 67- 


22 AUGUST 1991] 


year-old man with liver cancer referred by the oncologis| 
to the social worker for an assessment. 

The patient’s daughter stated to the physician that hej 
father was having difficulties coping with his illness anq 
appeared to be depressed. Upon receiving the referral, the 
social worker saw the patient and was able to observe the 
neurovegetative symptoms of depression and the fact tha) 
the patient was quite withdrawn. 

As part of the assessment and diagnosis, the socia| 
worker interviewed the patient’s 40-year-old daughter wh¢ 
also confirmed marked confusion on the part of her father 
a marked confusion that is not normally related to straight} 
forward depression. The daughter confirmed that her fathe! 
had attempted to put on his coat but mistakenly had chose} 
his wife’s coat and could not determine the problem witl 
the fit. A daily churchgoer, the patient could not remembei 
the directions to the church, which also substantiated sig: 
nificant cognitive deficits. | 

Now, in this example the social worker was able td 
assess or diagnose that this depression, this withdrawal, was 
not related to normal grief or reaction depression but relate¢ 
to organic factors. Again, you could see how difficult ij 
would be or how impossible for us to practise in our daily 
routine if we were not able to discuss the implications an¢ 
the meanings of this “illness” with the patient, or in this 
case, the patient’s daughter, as well as the oncologist. 
1510 

Social workers, like others, work in health care teams 
and have responsibility for communicating the diagnosis 
the implications. Of course, the diagnosis forms the basi! 
of a therapy or treatment plan. I urge the committee tc 
either remove this section from the act or provide provis; 
ions which would clearly exempt social work from the 
possibility of being subject to—in fact, the social worke 
would be at risk of being prosecuted for carrying out wha 
we See as normal practice in our day-to-day work. 

I move on quickly to the last section. The last point | 
want to make is the harm clause. Generally speaking, we 
support the fact that this committee has dropped it; we 
hope you will not reintroduce it in some form. It lackec 
quality. We, as an association, have in fact expanded ou: 
comments in this area. 

One last point which is not in the brief: Section 30 does 
restrict the use of the title “doctor” to five professiona 
groups. I have several colleagues in clinical social work whc 
have PhDs from universities in Ontario, like Wilfrid Laurie: 
University, the University of Toronto in clinical social work. / 
think recognizing the PhDs of others and not of socia 
workers practising in health care, would really result in ar 
atmosphere of inequity. I hope this committee would re: 
consider this exclusion and allow social workers who have 
a doctoral degree to use this title. 

Just in summary, we would ask that you consider, first 
incorporating social workers in this act and, if that is no 
possible, to make a strong recommendation that this gov: 
ernment act to provide us with separate regulation—ir 
fact, the previous government had committed itself to en: 
acting social work regulation; 

Second, modifying the diagnosis clause so as not tc 
restrict the services of hospital patients and other health 
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‘hat is in this community and I am sure in other parts of the 
orovince. People need mental health services, marital and 
amily therapy, and to further restrict—I think that would be 
she effect. Maintaining this clause the way it is written would 
sertainly not do justice to these vulnerable people in society. 
Third, we would ask that you not reconsider the harm 
-lause. 

Mr Owens: Each time an unregulated practitioner 

rings the question of the diagnosis clause forward, I find 
inyself struggling and trying to determine exactly why you 
‘olks find it problematic. I am wondering if it is around the 
4sage of the word “dysfunction,” which tends to be more 
within the realm of a condition—I am even trying to pick 
‘ny words carefully—that you would identify rather than a 
lisease or a disorder. 
' In your example of working on the oncology floor, do 
you actually feel that you are diagnosing or communicat- 
ng that diagnosis to the patient rather than perhaps in a 
supportive role of the oncologist? 


Mr Pretti: I can answer that. Yes, I do feel we are 
jiagnosing. Perhaps a better example is in the mental 
jealth fields. For example, if I see a couple referred for 
therapy, perhaps initially the wife appeared in the mental 
nealth clinic with mild to moderate depression. When I or 
ny staff see the couple for assessment, certainly in a men- 
al health context that relationship in many respects is very 
dysfunctional. Yes, a diagnosis is used. 

In fact, we use, as probably many of you know, the 
riteria in the DSM III in the mental health field and use 
‘hem to diagnose and to communicate, in this case to the 
ouple, our observations. As well, in the pursuing of therapy, 
ve would hopefully engage the couple in correcting or 
altering various dysfunctional aspects in their relationship. 


Mrs Cunningham: | will hit another area. I am won- 
lering, perhaps for clarification not only for yourselves but 
or the committee as well, if someone here can enlighten 
1s as to the first request here in the summary, and that is 
ther a social work act which we thought was almost 
eady or the inclusion here under this bill. Madam Chair, I 
lo not know who you want to refer that to, but I certainly 
hink we should hear it now. 


Mr Wessenger: I do not think really I can answer that 
juestion with respect to the social workers’ act because it 
S really not within the framework of our ministry, but 
maybe ministry staff could clarify further. 


| Mr Burrows: The Ministry of Community and Social 
jervices remains the lead on the issue of the regulation of 
cial workers. You may recall that in the early years of 
he review there was a decision that social workers more 
ppropriately would be regulated under that area. There 
vas some form of agreement that this would be the chosen 
vath. Since that time I understand that the groups who 
speak on behalf of the social work profession at the pro- 
‘incial level have been working with that ministry. 

As far as I know, those discussions are still ongoing. 
Ne have heard some evidence at committee along those 
ines to indicate that the discussion is occurring. I believe 
ne Ontario Association of Professional Social Workers is 
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on record in Hansard with respect to its position on the 
matter, which I think is consistent with that approach con- 
tinuing. I think it is fair to say that we have also heard that 
the options you have put forward have been expressed by 
other social work representatives as well. 

But for now, our ministry, Health, does not have gov- 
ernment policy approval to be the lead on this issue. We 
would not see social work being under this particular um- 
brella, at least at this time. 


Mr Pretti: I hope you realize that we are left in jeopardy 
in the meantime if this act passes and we are left literally 
unprotected in terms of providing health services. 


Mrs Cunningham: Mr Pretti, it is my understanding 
that the Ministry of Community and Social Services repre- 
sentatives will come before this committee before final 
deliberations are made. It is my understanding that this 
request has been put to the ministry. If we do not think 
there is movement, because some of us have been waiting 
for a very long time, then perhaps the committee will pro- 
ceed to make some amendments to this legislation as it sits. 
Certainly that is the intention we have in our caucus. 
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LONDON BIRTH CENTRE COMMITTEE 


Ms Johnson: Good afternoon. My name is Edythe 

Johnson, and I have with me Erica Brophy and Linda 
Hearn from the London Birth Centre Committee. Brad 
Keeler on your list was to be with us and got called out. He 
has asked me to read his presentation. I will do that for 
him and'I will attempt to entertain questions upon his pre- 
sentation to the best of my limited ability. 
_ The London Birth Centre is a group that consists of a 
strong, consumer-driven core and a very broadly based, 
interrelated professional board of advisers, working to- 
gether to bring a birth centre, freestanding, to London, we 
hope in the near future. 

First I will begin by reading Brad’s presentation. Brad 
Keeler is one of our advisers and he is involved in health care 
consultant work. He would like to address four major points: 
acceptability and accountability, continuity, quality and 
cost. They must all work together if the new disciplines are 
to work to the benefit of the patients and the taxpayer. If the 
patient has no choice of provider, that is, only a physician 
and only a hospital, then her accountability for following 
advice in the final outcome is reduced. Allowing the patient 
to choose from among providers has the potential to in- 
crease patient responsibility, a major benefit to the system. 

I am concerned about self-discipline versus public ac- 
countability. Please ensure strong consumer, male and fe- 
male, representation on committees. Perhaps the public 
should own the professions. This could be reinforced by 51% 
consumer membership. Perhaps it could be moderated if a 
two-thirds vote was required to adopt motions for both the 
colleges and the complaints and disciplines committee. 

Consumers should have a stronger voice if they are to be 
respected and empowered and their wishes to be reflected. 
Why not link complaints and disciplines together? It seems 
like a duplication of effort, creates the potential for mis- 
takes and lengthens the adjudication process. The jury who 
hears the case should determine the penalty. Ensure that 
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the link between physician, midwife, birthing centre and 
hospital is transparent to the patient. Increased complexity 
should not increase confusion for the patient. The tempo- 
rary or permanent transfer of care from one provider insti- 
tution to another must be easy. Interprovider links should 
be formalized in the legislation. It should not take more 
than a decade to shift responsibilities between professions 
in the future as technology changes, which the current leg- 
islation has taken. 

Allow midwives to perform tasks based on technical 
competence and ability, rather than based on the desire of 
another profession to restrict service providers. An exam- 
ple is intravenous reinsertion for rehydration. 

I am concerned about grandmothering. The standards 
being developed for midwives seem to be a model for 
other new disciplines and for foreign graduates wishing to 
practise in Ontario. There is no comment about setting 
educational programs. Although it is not specifically part 
of the act, it is very important. It is essential to ensure 
quality of care. 

In terms of cost, support midwives as primary care giv- 
ers. Enable them to function parallel to existing systems. 
Cheap teaching hospitals receive an average of $1,750 per 
normal birth, excluding the cost of the obstetrician-gyne- 
cologist and general practitioner. In the US midwives are 
funded as individual providers, along with doctors, at a 
percentage of the fee paid to the physician. I do not sup- 
port piecework fees, but ensuring that we get value for our 
dollar is important. To control costs, attach midwives to 
birthing centres or to hospitals prior to funding support. 

This is respectfully submitted by Brad Keeler. 


Ms Brophy: My name is Erica Brophy and I am a 
member of the London Birth Centre Committee. I support 
this legislation and the legislation that would fully recog- 
nize and register midwives in Ontario. 

I used the support of a midwife for my labour and the 
birth of my daughter in June of 1990. I also drove an hour 
and a half from Dresden to London to partake of this ser- 
vice. The support I received from my midwife made it 
possible for me to remain at my parents’ home in London 
during my labour for all but the last hour before my 
daughter’s birth. This was important to me because when 
we were in my parents’ home my husband and I felt we 
had more control over what happened during the labour 
and we could more easily avoid unwanted interventions. I 
also feel that I was more relaxed in the home setting than I 
would have been in the hospital and therefore my labour 
progressed more easily and perhaps quicker than if I was 
tense and uncomfortable. 

I was very pleased with my labour and delivery except 
for two things. The first was that moving from my parents’ 
home to the hospital in the very late stages of labour was 
not the most comfortable experience, and it would have 
been unnecessary if a birth centre had been available. The 
second drawback to having my daughter in hospital was 
that she was taken away from my husband and myself to 
go to the nursery. We would have preferred to have her 
stay with us the whole time, and this will be the policy of 
the London Birth Centre. 
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My husband and I did not feel comfortable having ¢ 
home birth for our first child in case something were to gc 
wrong. Unfortunately, there presently is nothing in be 
tween hospital births and home births. A birthing centré 
would fill this gap. My husband and I have discussed the 
options and we have decided that when we have our sec- 
ond child we want the right to the birth of our choice, anc 
that would be in a birthing centre. 

Accessibility to midwife care should be available to all 
women regardless of their risk category. The support and 
continuity of care a midwife can offer, which a physician 
often does not have the time for, is especially important te 
a woman undergoing a high-risk pregnancy and delivery: 
Having someone the woman has developed a relationshig 
with over a number of months present at a high-risk birt 
can help reduce the mother’s stress and can make her feel 
better about all the different procedures that are performed 
on her. Some mothers would even like to have their mid- 
wives present during the Caesarean sections, if they - 
given a general anaesthetic, so that she can describe what 
occurred during the birth to the mother later and also so that 
she can be there for their child and make sure that baby gets 
to meet dad and the rest of the family as soon as possible. 

Sometimes a very normal pregnancy develops indica- 
tions of a possible problem during labour. Midwives will 
immediately transport the mother to a hospital to have the 
backup equipment and expertise in case a problem does 
develop. Often no problem does develop and a normal 





birth ensues. 


Midwives should be able to remain as the mother’s 
primary care giver during the transport to the hospital and 
at the hospital until it becomes apparent that there is a real 
problem and the expertise of another professional is 
needed. Even at this time the midwife should be allowed to 
remain with the mother in a supportive role. When a birth 
starts to go wrong the mother still requires as much, or 
more, support. Having her midwife with her will continue 
to give the mother the emotional support she needs and 
will help her to feel more positive about the lack of the 
normal delivery she had hoped for. This continuity of care 
can_also help the mother and her child after they return 
home from the hospital. Mothers who have had a difficult 
birth may be very nervous about the wellbeing of their 
child, but having someone they have developed a relation- 
ship with, who was also present at their child’s birth, to ask 
questions of would help to alleviate their fears. I strongly 
recommend that this committee ensure that the legislation 
facilitates continuity of care. 

Midwives have an important role to fulfil in our society. 
However, at present there are far too few of them and they 
are really only accessible to the fairly well-off. If this act 
and the Midwifery Act are both passed, midwives will 
become available to anyone who wants one and midwifery 
will become a more enticing profession for others to train 
for. Birthing centres will also become the perfect training 
centres for new midwives and a perfect middle ground for 
women who want to have a non-hospital birth with a mid- 
wife but are nervous about having a home birth. 

We support and applaud this government’s innovative 
approach to health care through this legislation. We also ask 
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you to be attentive to the ways in which this legislation can 
continue to enable professional autonomy for midwifery. 


The Chair: Thank you for an excellent presentation. 
Are you finished? 

"Ms Johnson: No, there is one more piece, and I will 
ibe presenting that. As I said, I am Edythe Johnson and I 
am the past president of the Association of Ontario Mid- 
wives and currently the Canadian co-ordinator of the Ca- 
nadian Confederation of Midwives, but today I am 
speaking on behalf of the London Birth Centre. 

This legislation leads us to a more open, consumer-re- 
sponsive and publicly accountable health care system 
through open public hearings, increased public member- 
. ship on councils, greater public input to policy decisions 
through the Health Professions Regulatory Advisory 
Council, and recognizing new disciplines, thereby increas- 
ing choice for the consumer and enhancing the opportunity 
for alternative approaches to effective health care. It has 
my full support. 

__ The comments I wish to make are specific to Bill 56. 
To ensure that the proposed scope of practice for midwives 
aS primary care givers is enabled and to ensure continuity 
of care can be provided by midwives, I support the draft 
amendments submitted by the Minister of Health to this 
committee, those being the ability to perform heel pricks, 
insertion of urinary catheters and the ability to prescribe 
certain drugs as specified in legislation; and those requested 
oy the Association of Ontario Midwives, those being the 
ability to do prenatal blood screening, insertion of intrave- 
aous catheter for the purpose of rehydration and dispensing 
specific medications in specific post-partum situations. 

The introduction of the profession of midwifery into 
the health care system will provide childbearing women 
with the physiologic model of care that is quite different 
from the existing medical model. It is important to give 
thought to how best to maximize the full benefits mid- 
wifery has to offer our public. 

Autonomous, freestanding, community-based birth cen- 
tres will provide a home base for midwifery practice that 
facilitates the focus on birth as normal. The level ground a 
freestanding birth centre provides will allow for the greatest 
Opportunity for balanced interprofessional relationships and 
‘cross-education of other professionals, impacting other disci- 
plines and settings through the experience of a healthy com- 
Darative to what currently exists within the system. 

Many consumers of midwifery care have, for some time, 
2xpressed a desire for an alternative location to give birth. 
Currently women have only the choice of hospital or home 
in which to give birth. A freestanding birth centre provides 
she community-based and community-responsive environ- 
nent for a large number of women who need a middle- 
‘oad option in regard to the place of birth. 

The integration of midwives and the implementation of 
‘reestanding birth centres together, simultaneously, is es- 
sential to best maintain and continue to develop optimal 
vitality within the profession of midwifery, so that the full 
spectrum of benefits of midwifery care will be enjoyed by 
sonsumers, Our communities and our health care system. 
Thank you. 
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Ms Haeck: I would like to address some of Mr 
Keeler’s concerns. It relates to a presentation we had earlier. 
Ms Johnson, I believe you were present in the audience. 
With Mr Keeler not being here, I understand that possibly 
you could carry this back to him. 


Ms Johnson: I will do that. 


Ms Haeck: In relation to when the colleges are set up, 
it is my understanding that the colleges will be determin- 
ing who qualifies to practise within the province, so that 
they will be looking at whether or not, as one of the earlier 
presenters outlined, there will be foreign qualified mid- 
wives accepted. It definitely will be something I would 
assume the College of Midwifery will be looking at, and 


‘ they will be preparing the regulations for those qualifications. 


To further address one point under “acceptability and 
accountability,” it has been a proposal for this piece of 
legislation that the consumers make up just under 50% of 
public representation on the quality assurance committees. 
I guess my question is why Mr Keeler would like to see it 
at 51% as opposed to, say, 45% or 48%, whether there 
really is that much of a difference, in light of the fact that 
other midwives or people who have been supportive of 
midwifery have felt that people on the committee should 
have a good understanding of midwifery before they are 
appointed to those positions. 


Ms Johnson: Are you asking me to address that or to 
take that back to Mr Keeler? 


Ms Haeck: Just take that back to him, if you would. 


The Chair: And inform him as well that he can com- 
municate with our committee in writing in response to Ms 
Haeck’s questions, if you would, please. 


Mrs Cunningham: I am just wondering whether you 
have discussed the qualifications. It certainly seems to be 
something that has been raised as a concern before our 
committee. I am wondering whether you have had any 
internal discussions, or just what your ideas on that issue 
would be. 


Ms Johnson: In terms of the London Birth Centre and 
qualifications of midwifery? 


Mrs Cunningham: No, of midwives. 


Ms Johnson: In the association. The London Birth 
Centre is in agreement, thus far, with the Association of 
Ontario Midwives and the Interim Regulatory Council on 
Midwifery. As part of their process, the interim council is 
looking at standards and scope of practice and regulatory 
tools that will ensure a high level of training and ongoing 
competence for midwives. 

As part of the government’s impetus to bring about 
midwifery in the province, it appointed a midwifery imple- 
mentation planning project recently, which has made rec- 
ommendations to the minister that will ensure current 
practitioners are integrated into the health care system in 
such a way that we have a baseline of competence that is 
acceptable to the public and other professionals as well as 
midwifery. 

I believe it was Mrs Caplan who referred to it earlier. 
This pre-registration program will have baseline eligibility 
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criteria that have been developed before admittance, and 
then probably at least six months to one or two years of 
process to bring everyone up to a level all of us can feel 
competent and confident with. At that point registration 
and licensing will be provided, but not a degree. In terms 
of overall qualification for midwifery, a four-year bachelor 
of science in midwifery has been recommended thus far, 
and supported by both our association and by the London 
Birth Centre Committee members as the route to go. 


Mr Beer: I am interested in the point you make at the 
end of your submission about the integration of midwives 
and the freestanding birth centres, and that was also re- 
flected in the submission by Mr Keeler. Could you expand 
a bit on that? Are you saying that midwives could practise 
independently, but as part of setting up a birth centre you 
would want to have midwives permanently assigned to 
those? What do you mean by “integration”? 


Ms Johnson: Sites of practice are still under discus- 
sion for midwives, but we do see that the maximum bene- 
fit of midwifery care would be enjoyed by allowing 
various settings for practice. As I said, currently you can 
have a home birth, which is not entirely isolated but more 
isolated than a supported environment, and therefore only 
certain people would be considered a safe risk for that, and 
only certain people would choose that; you can have a 
hospital birth that is governed by the medical model and 
other professions; and more and more it is seen that this 
middle-road option of a birth centre, that is based on the 
care delivery it would provide, based on the physiological, 
normal perspective of birth and staffed by midwives, and 
also available to family doctors who choose to work with 
it and are philosophically in agreement, would give a 
home ground. 


Mr Beer: But the main point is that midwives would , 


be the primary health care providers there? 


Ms Johnson: I think that would depend on the com- 
munity. These are community-based, community-gov- 
erned, consumer-driven and -directed. 


Mr Winninger: There has been a concern expressed 
regarding the role of the midwife as primary care giver in a 
hospital setting vis-a-vis, say, the lead nurse in the delivery 
room, a question of whether authority would be shared or 
who would be subservient to whom. I wonder whether you 
could comment on that. 


Ms Johnson: I can comment on it as one midwife 
who has worked in the hospital setting over several years, 
and also in terms of reflecting for my association that we 
are most interested in working co-operatively with nurses. 
Midwifery needs to be primary care as a functional profes- 
sion in order to deliver continuity of care and to deliver as 
much as midwifery can to its clients and to women. To 
restrict the ability of midwives to care for their clients 
would not be wise. At the same time, we do not support a 
hierarchical system of care delivery, and so we are most 
interested in working co-operatively with nurses and do 
not see that there would be a reduction in the importance 
of a nurse’s role overall. 
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MIDWIFERY TASK FORCE OF ONTARIO, 
LONDON CHAPTER 
The Chair: I call next the Midwifery Task Force of 
Ontario, London chapter. 


Ms Haffie: Thank you. The Midwifery Task Force o 
Ontario is a not-for-profit, consumer-based organization that 
has been working toward the recognition and legalization 
of midwifery since 1983. Much of our work has been 
launched from the kitchen table or over telephones with 
extended cords that allow us to kiss spouses, wipe noses 
and prepare dinners while educating, lobbying and fund- 
raising from Thunder Bay to Cornwall to Windsor. 

The MTFL—and I will not throw any more acronyms a 
you, that is the only one—is one of 17 chapter groups across 
the province. I am Sue Haffie. I am the local co-ordinator 
of MTFL and the president-elect of the Midwifery Task 
Force of Ontario. With me is Michele Girash Bevan. Michele 
is a member of the local chapter and the regional represen- 
tative for southwestern Ontario. We are delighted to be 
here and welcome the opportunity to speak to you on be- 
half of the women and their families from the London area, 
who make up our chapter. 

London’s only practising member of the Association of 
Ontario Midwives served our community for over seven 
years. She offered a unique quality of service to birthing 
families. Unfortunately, she is currently on medical leave and! 
we are now faced with travelling to access midwifery care. 

We look forward to legislation to improve access to the 
benefits of midwifery care in our community and all com- 
munities in Ontario. We offer our support of the overall 
intent of the Regulated Health Professions Act and, in par- 
ticular, the Midwifery Act. Bill 56 establishes midwifery as 
an autonomous profession, provides more choices in care 
givers, makes midwifery a financially feasible option and 
allows for community-based health care which will lead to 
more preventive health care versus crisis intervention. 

Ontario midwifery has come to be because women 
have insisted on an alternative to the care being offered to 
them that would recognize the importance of three main 
principles of midwifery care. One is continuity of care. 
This involves regular 30- to 60-minute pre- and post-natal 
visits with one or two primary care givers with whom the. 
birthing family has developed a long-term relationship. It: 
is knowing that a knowledgeable, trusted care giver will be: 
there to offer safe and effective care. Second is informed 
choice. Midwives recognize women as decision-makers. 
They offer education and support to empower women to 
make responsible, informed decisions about their own health 
care. Third is choice of birthplace. Midwives and their clients 
recognize that home, freestanding birth centres, hospital- 
affiliated birth centres and hospitals may all be safe and. 
appropriate places to give birth. 

Ms Bevan: I would like to focus on one of those criteria, 
and that is continuity of care. Again, to us continuity of care 
means maintaining a health care relationship with a carefully 
chosen care giver throughout the pregnant year; in essence, 
finding a face you trust and seeing that face at every pre- 
natal visit, through labour and birth and at post-natal visits. 
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Midwifery care provides continuity of care. It recognizes 
that continuity is necessary for a healthy, safe birth. 

The Midwifery Act, as written, defines the scope of 
practice as “the assessment and monitoring of women dur- 
ing pregnancy, labour and the post partum period and of 
their newborn babies, the provision of care during normal 
pregnancy, labour and post partum period and the conduct- 
jing of spontaneous normal vaginal deliveries.” We are 
‘concerned about the use of the word “normal” here. What 
is normal and who is to decide what normal is? © 

Historically, midwives and medical practitioners have 
differed on their definition of “normal.” Midwives believe 
that birth is a normal physiological process. Midwifery 
philosophy maximizes normalcy and dissuades intervention. 
On the other hand, some obstetricians may view the birth 
canal as a dangerous place for the baby-to-be. There is a 
quote of physicians saying, “Birth is only normal in retro- 
spect.” Obviously these two views are not in agreement. In 
order for midwives to be an autonomous body, we feel it is 
iecessary to have an independent definition of “normal,” 
otherwise women may be caught in the middle of a dispute 
detween midwifery and medicine. 

There are a couple of examples that might help to illus- 
rate my point. On a personal level, I have had one previous 
vaesarean Section. According to the Association of Ontario 
Midwives’ guidelines to the scope of practice, if I have a 
1ealthy pregnancy with my next child I will be considered 
10rmal. According to many medical practitioners, however, I 
am a high risk and would not be considered a candidate for 
nidwifery care. The two views do not agree. 

As another example, one of our members experienced 
uigh blood pressure in her first pregnancy and labour. She 
vas induced at 38 weeks. Induction of labour may have a 
lace in some cases, but in many instances it is associated 
vith an increased risk of further intervention, of forceps 
lelivery, of C-section, etc. In her second pregnancy Beth 
icquired midwifery care. Again she had high blood pres- 
sure. According to some medical practitioners, she could 
jave then been considered high risk and not a candidate 
‘or midwifery care. Her midwife prescribed a special diet, 
ier blood pressure came down and she had a healthy home 
>irth. Again in this situation, where midwifery philosophy 
naximizes normalcy, medical philosophy would empha- 
size illness. We need to be assured that women in this kind 
»f situation will still have access to midwifery care. 

The Interim Regulatory Council on Midwifery has 

spent a great deal of time developing mandatory guidelines 
‘or consultation and transfer of care. We have appendixed 
yur submission on to this document for your consideration, 
ind we hope that “normal,” as used in Bill 56, will be in 
seeping with the recommendations in this document. 
Also as written, Bill 56 describes the scope of practice 
‘or midwives, as I said, in regard to normal pregnancy and 
»virth. We would like to ask this committee if this means 
hat those women who are assessed as being high risk, 
vhere there is no question that they are high risk for what- 
ver reason and therefore are under the primary care of a 
yhysician, will still be able to access midwifery care in a 
upportive role. 
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When we choose care givers, we tend to pick them on 
the basis of competence, common philosophy and personal 
compatibility. To put it simply, when I choose a midwife I 
will choose her because I trust her and I feel safe with her 
as my Care giver. Pregnancy is a time of great emotional 
upheaval. There is lots of excitement, lots of anticipation, 
but there is also anxiety. If I find a care giver who can 
make me feel safe, that can reduce much of that anxiety 
and lead to a better and healthier pregnancy and birth. 

If, however, I fall into a high-risk category, I still need 
that trust and safety and continuity even more. If I have 
those birth plans destroyed, if I have to deal with strangers 
I do not know and do not necessarily trust, then anxiety 
takes over, and anxiety can be disastrous in pregnancy and 
birth. If I can retain the services of my midwife for emo- 
tional and psychosocial support, to keep my birth as nor- 
mal as possible in that high-risk situation, to prevent that 
cycle of intervention that is all too common in high-risk 
pregnancies, then much trauma can be avoided. In such a 
case, the midwife can be a counsellor, an advocate of nor- 
malcy and a knowledgeable source of information. She 
can still provide that familiar face, that continuity of care, 
throughout the birth and the post-partum period. 


Ms Haffie: Consider the women who has a caesarean 
under general anaesthetic. Her partner is not permitted -to 
be with her. Part of their birth experience is blocked out. 
That part is missing. Midwives who have been permitted 
into the OR play an important role in filling in that gap. 
They can relate all of the details of that missing part and 
connect the lost moment. Women never tire of hearing 
about or telling their birth stories, whether it is five, 25 or 
105 times. 


Ms Bevan: We are also concerned about the single 
mothers, those of them who are young and scared. Most of 
the single mothers that you hear about are younger and 
alone. Having a normal birth alone, without a partner, is 
frightening enough. To be in a high-risk situation in that 
cycle of intervention, with machines and IVs, would be 
absolutely terrifying. If that woman can access midwifery 
care in a supportive role, with her physician as a primary 
care giver, then she can still have that familiar, trusted face 
to provide continuity and to make the birth experience and 
that entry into parenthood as positive as possible. 


Ms Haffie: My first son was born by caesarean sec- 
tion. The diagnosis was “failure to progress.” My family 
physician was discussing her living-room drapes as the 
obstetrician was slicing me open, discussing home renova- 
tions when I felt the anaesthetic was freezing my lungs and 
I really felt like I was going to die. 

Before the conception of our second son, my husband ° 
and I decided we would hire a midwife. We wanted to 
build a trusting relationship with one of those guardians of 
the normal birth so that if my second pregnancy had ended 
in a caesarean section, we would have been assured of its 
necessity. And a midwife at the same time would have 
made sure that caesarean birth was a birth experience and 
not an operation happening to me. 
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Ms Bevan: When I had my son—we are talking about 
birth experiences here—I had a wonderful pregnancy. I 
loved being pregnant. But the labour was another story. I 
was put to bed. I was not allowed to eat. I was anaesthe- 
tized, monitored, and I had a C-section too. I saw lots of 
faces, but did not know very many of them. I had looked 
high and low for a doctor I trusted and whom I felt com- 
fortable with and I saw her for a maximum of four hours 
out of 38 at the most. 

I was not told that when I had epidural anaesthesia I 
would have these horrible, tremendous shivers. I was not 
told that epidurals slow contractions and thus labour and 
lead to more complication. Although I can never prove it, I 
feel in my heart that many of these interventions were 
unnecessary. By providing continuity of care and informed 
choice, I feel that a midwife could have empowered me to 
avoid these interventions. If I had had access to midwifery 
care, maybe some of this could have been prevented. 

Thus, we would like to ask the following questions 
about the act: 

Given that the midwifery scope of practice as defined 
in the act refers to normalcy, a scope of practice under 
normal conditions, will women who are assessed as high 
risks still be able to access midwives in a supportive role? 
Will this be legal? Will it be paid for? And will the deci- 
sion to retain the services of a midwife, after transfer of 
care to a physician has occurred, remain with the client? 
Will that woman still be able to say, “I want my midwife 
with me even though I am seeing a physician”? 


Ms Haffie: We would also like to ask the standing 
committee for clarification regarding consumer representa- 
tion on the governing council of the College of Midwives 
of Ontario. On April 2 of this year, Minister of Health 
Evelyn Gigantes announced that public representation on 
the governing councils of health professions would be in- 
creased from one quarter or less to just under half, and we 
have appendixed that to the presentation as well. Bill 56, 
however, as far as I can figure out, provides for a maxi- 
mum consumer representation of only 38%, and I wonder 
if maybe you could address that in the question period. 


Ms Bevan: In summary, we are pleased to support 
Bills 43 and 56. We feel that the Regulated Health Profes- 
sions Act will empower the health care consumer, will] put 
the consumer back in the decision-making position. Simi- 
larly, the Midwifery Act will allow all women who wish to 
access midwifery care to do so, regardless of their finan- 
cial status. It will put the woman back at the centre of 
childbirth, instead of the health care provider. 

We feel the implementation of legislated midwifery in 
Ontario will allow better consumer involvement in health 
care, will result in healthier births and will save money on 
health care and hospital services. We proudly support Bill 
56 but we reiterate our concerns that the definition of nor- 
mal pregnancy and labour may cause some problems and 
that it is necessary for all women, regardless of risk assess- 
ment, to be able to access midwifery care. 


Ms Haffie: Midwifery consumers are proud and ex- 
cited to be so close to realizing our dream. We have been 
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working hard for over eight years towards the recognitio 
and legalization of midwifery. It is very close and we arg 
very excited. This legislation did not just happen; you lis} 
tened to us. And we thank you for listening to us today. 


The Chair: Thank you very much for a very thought} 
ful and excellent presentation. I will ask the parliamentary 
assistant to respond first. 


Mr Wessenger: If I might respond to the whole ques} 
tion of the governing council, an amendment will be tenderec| 
at the clause-by-clause stage of the discussion of the bill! 
Right now, I understand the whole question of numbers is 
a matter of discussion with your council. Once that is 
agreed to, I assume that it in fact would be the figure tha 
is agreed to and that will be put in the bill. So it is being | 
worked out, as I understand. | 


of an existing profession, it is the existing governing & 
In the case of those to be regulated, it is the group which is| 
seen as being the voice of the profession. That consultation) 
is going on. We have received input. It has been digested! 
In some cases there is acceptance, in some cases there is 
request for clarification, and so forth. | 

When that process is complete we will be recommend- 
ing to the minister specific composition numbers and, if 
approved, they would form the basis of amendments afi 
clause-by-clause. 

The Chair: There were other questions that were 
asked regarding midwives in complementary care, as well 
as whether this would be covered. Do you want to answer 
that at this time? 


Mr Wessenger: I will comment on it. First of all, with 
respect to “in a supportive role,” that of course naturall 
would be allowed with the physician’s agreement. So that 
would be legal in those circumstances, but it would have to 
be worked out with the individual physician. 

With respect to the other matters, they have not yet 
been resolved. 

Mr Martin: | rather enjoyed your introduction as you 
spoke about sitting around the kitchen table and discussing 
this. You are in rather an enviable position, I think, as a 
group, talking among yourselves about how this particular 
service might be delivered and then coming up with some 
of the rules around, I suppose, what credentials midwives 
may have. It is certainly an issue that has been raised at 
this level, and my question would be around that. : 

It seems to me that probably most of the health profes- 
sions started somewhere back in history at that same place, 
where consumers who had a concern gathered and decided 
how they might react to it. In many professions, we have 
in my opinion become somewhat too concerned with cre- 
dentials and less concerned with the issue of comps 
and caring. 

In your discussions around credentials, how have you 
aligned the need for, I guess, proficiency with the need for 
making sure that those who do enter the profession are the 




















(2 AUGUST 1991 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


S-621 





aring, compassionate folks, who may not be able to get 

to university or perhaps go beyond the three-year general 
rts or science into a more specialized area, and who 
vould probably make terrific midwives?-That for me re- 
lects back to sometimes wonderful people in communities 
vho would make great social workers and who never be- 
ome social workers because they cannot get their MA. 


Ms Bevan: There is a curriculum development coun- 
il on midwifery that has come up with a document basi- 
ally talking about what you were talking about. We did 
ot append this to our submission, but I am sure it is 
vailable. 

The MTFO supports the recommendations in the CDC 
eport, and as far as I know those talk about entry into 
aidwifery being direct access, so direct entry into mid- 
vifery, and it being a very individual situation. Again, I am 
ot well versed on this; I have read the CDC report but I 
m not an expert on it. But the impression I get is that 
then people want to become midwives, they are looked at 
n an individual basis for their criteria, for their—what am 
trying to say? What is the word I am looking for? 

Mr Martin: Suitability? 

Ms Bevan: Yes, whether or not they will make good 
iuidwives, basically. On a personal basis, I am more con- 
ered about my midwife being competent and being a 
ood midwife than whether she can pass a pharmacology 
ourse or not. That is much more important to me, but that 
; just a personal opinion. 

Mr Owens: The question I would like to ask is to 
gislative counsel through the parliamentary assistant. The 
vo presenters touched on a very good point with respect 
) what the philosophy of this legislation is all about. I 
elieve it was Michele who talked about the physician 
iggesting that for her second pregnancy, as she was post- 
‘aesarean, that a natural birth or a midwife would not be 
ie option of choice. It confounds me since VBAC now is 
Dming into the literature as the preferred method of delivery. 

What is the ministry doing in terms of going to either 
ie College of Physicians and Surgeons or communicating 
‘ith the Ministry of Colleges and Universities to ensure 
iat the philosophical change is going to occur at the train- 
ig level and not hope that it percolates down to the doc- 
rs somewhere in the process, as they will be the persons 
ft to assess who would be eligible to have the services of 
midwife? 

500 
Mr Wessenger: I will refer that to ministry staff. 


Mr Burrows: I am not sure I can fully answer the 
Jestion, because I am not particularly expert in this area, 
It my understanding is that this type of activity is in fact 
tcurring under the aegis of the interim council. They are 
oking at the educational program, for example. They are 
oking at how the scope of practice might possibly be trans- 
ted into practical terms. One would expect that once the 
gislation is passed and we have a transitional governing 
ddy, with the authority of legislation coming, there would 
> intense discussions between the newly to-be-regulated 
‘ofessions at the governing body level, the college level. 
is not unusual for that to occur. 





























As an example with nursing, right now what happens 
is that the two colleges under the Health Disciplines Act, if 
there is a question about a delegated act, would be ex- 
pected by the members of that profession to enter into a 
dialogue to come up with a suitable agreement that both 
professions could live with. One would expect that sort of 
respectful dialogue to occur. 

Certainly with the declared policy intent of not only the 
current government but past governments behind this, one 
would expect there would be a great deal of popular sup- 
port for that kind of process being a very meaningful and 
intensive one. Also, I would refer to the statements of the 
minister and the two former ministers at the time of second 
reading of this legislation, in which it was clear that the 
government is fully behind this activity and has the expec- 
tation that midwives would become full members of the 
health services delivery team. I think that is about all I can 
say, that they would have the full force of government 
policy intent behind those discussions. 


REGISTERED NURSES’ ASSOCIATION 
OF ONTARIO, REGION 2 
The Chair: I call now the Registered Nurses’ Associ- 
ation of Ontario, region 2, London, Huron, Perth, Oxford 
and Elgin county. 


Ms Martin: My name is Anne Martin. I am the presi- 
dent of the Middlesex North chapter of the Registered 
Nurses’ Association of Ontario, more simply known as 
RNAO. My fellow presenter today is Laurie McKellar. 
She is the chair of our political action committee. Today 
we are representing region 2 of the RNAO, which encom- 
passes the Middlesex North, Middlesex South, Oxford, Perth 
and Huron chapters, or approximately 1,250 nurses. We 
thank you for this opportunity to address the social develop- 
ment committee on the Regulated Health Professions Act. 

RNAO’s mandate as a voluntary professional association 
for registered nurses is to lead the profession of nursing 
into full partnership in the practice and shaping of health 
care in Ontario. 

RNAO believes that the principles of public protection 
and provider equality make the RHPA a cornerstone in 
health legislation in Ontario. This legislation will affect 
existing and proposed legislation, as well as institutional 
and community structures. However, it is imperative that 
the RHPA reflect current nursing practice and provide for 
the evolution of health services and provider roles. 

Given the time restrictions today, we would like to 
concentrate on just two of our issues. We would refer you 
to our brief for our additional recommendations. The rea- 
son we have chosen these two areas of concern is due to 
the powerful impact these legislative barriers would have 
upon the present care we provide our patients. 

First of all, I would like to provide you with a general 
view as to nursing’s scope of practice: 

“The practice of nursing is the assessment of the health 
status of the client, resulting in a nursing diagnosis, plan of 
care, implementation of the plan and evaluation of the out- 
come. The care may be implemented through means of 
support, health promotion, prevention of illness, advo- 
cacy, teaching or counselling, palliation, rehabilitation 
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and therapeutic intervention in order to attain or maintain 
optimal functioning.” 

Please keep this description of nursing practice in mind 
as we discuss the following urgent issues. 

The first issue: “Communicating to the individual or 
his or her personal representative a conclusion identifying 
a disease, disorder or dysfunction.” 

In the act it is written that this is to be a controlled 
function. This must include a nursing diagnosis. A nursing 
diagnosis must not be confused with a medical diagnosis. 
A medical diagnosis is arrived at after analysis of a 
patient’s clinical data and may require surgery, a prescrip- 
tion drug or other modes of treatment that are legally de- 
fined. This differs from a nursing diagnosis, which is an 
actual or potential problem-centred description of an 
unmet human need that requires nursing intervention. This 
process requires collecting, analysing, recognition of a pat- 
tern and validating clinical data, along with an individualized 
patient assessment. 

Nursing diagnoses were designed to ensure high-quality 
patient care through the continuous application of theory and 
research-guided practice, the documentation and commu- 
nication of effective or ineffective interventions and continu- 
ity of care by means of the development of an individualized 
plan for patient care. 

For example, after a thorough patient assessment, col- 
lection of data, etc, a registered nurse has developed the 
following care plan for a patient who is assessed to be 
experiencing pain after surgery. Pain relief is a paramount 
concern in patient care, as pain can prolong recovery and 
bring on complications such as pneumonia and stroke. 

The diagnosis: altered comfort level related to inade- 
quate pain relief. 

Our goal for this patient would be to obtain pain relief. 
The nursing interventions might include: to administer an- 
algesic, or a pain killer, as appropriate; monitor and docu- 
ment pain quality, intensity and duration; collaborate with 
the physician to adjust analgesia dose, if appropriate. Ex- 
pected outcomes for the patient might be that the patient 
would verbalize comfort and pain relief, report the ability 
to sleep, and we might note an increased level of activity. 

Another goal for this patient might be to employ stress 
reduction or diversional relaxation to augment the analgesic 
effect. Nursing interventions might include: providing in- 
formation about relaxation, guided imagery or diversional 
activities; teaching and monitoring the selected strategies; 
determining with the patient what activities precipitate or 
alleviate pain. Our expected outcomes for the patient 
might be that he would use music, TV and radio for diver- 
sion, use progressive muscle relaxation and collaborate 
with the nurse to evaluate the selected strategies. 

From this example, we can see how a nursing diagno- 
sis, with resultant interventions and plans for care, differs 
from a medical diagnosis and follow-up medical care. Ob- 
viously, this nursing plan for care is within the scope of 
nursing practice, independent of medical practice, and en- 
sures the delivery of high-quality patient care. 

Therefore, RNAO recommends that the act recognize 
diagnosis or communicating a dysfunction as a controlled 
act for each profession within the scope of their practice. 


Our next issue can be located on page 3, under thi 
Nursing Act. 

In the Nursing Act, some authorized tasks for nursinj 
are “on the order of a qualified person.” This should bj 
deleted from the act, as it threatens to interfere wit) 
prompt care-giving if the nurse is required to obtain aj 
order to execute a task that is presently done independentl} 
and is fully within the registered nurse’s realm of knowl 
edge and expertise. These limitations are indeed a ste} 
backwards for health care at a time when the new visio} 
on health strategy intends to remove barriers that preven) 
the more flexible use of health care personnel. | 

These restrictions hinder the nurse’s ability to alleviat; 
the discomfort a patient is experiencing when, for example 
he is unable to clear his airways as a result of a lun; 
infection and requires suctioning. Presently, it is within th 
nurse’s domain to initiate suctioning if it is assessed to b 
necessary. However, if the nurse is required to get th) 
order of a doctor, he or she would have to obtain thj 
services of a physician. The physician in turn would b) 
required to make his or her own assessment of the patient’, 
condition and decide whether suctioning would be ij 
order. Meanwhile, the patient continues to choke and suf| 
focate on his own secretions. This truly is time that ij 
wasted and puts the patient in a potentially dangerous situ) 
ation. Bear in mind also the additional barriers to timel| 
patient care for the nurse who cannot readily access a phy} 
sician, like the nurse in a small community hospital or a| 
outpost nursing station. As you can see, with these con] 
Straints it is indisputable that when the nurse’s hands ar 
tied, superior patient care is jeopardized. 

The nursing profession has historically been fully ac) 
countable to the college and ultimately the public in con 
ducting these tasks in the past. To restrict these acts is | 
departure from the vision reported in the Premier’s Counc} 
report on health human resources, where it was emphasize} 
that there is a pressing need for engineered change in thi 
system and for better utilization of current human resources. 

The Regulated Health Professions Act is important leg 
islation which enshrines public protection and provider ac 
countability. However, we cannot support this legislatio| 
as it stands. We believe it is a step backwards and as 
result is a threat to the superior quality of patient care tha 
the people of Ontario presently enjoy. | 

Once again, we thank you for the opportunity to pres 
ent our concerns to you today and we would be pleased ti 
discuss any of these issues now or in the future. 
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Mr Hope: I am going to touch on a topic that you dij 
not bring out, managing and conducting of delivering of | 
baby. I wish I could ask the midwifery this. We seem t 
determine whether it is the physician, the widwives or th 
nurses who are involved. I have to ask this question, be 
cause I was involved in the delivery of both of my childrer 
Where do I play that role? As a father and as an activis 
who believes in being a part of birth, where is my role? ] 
seems that the partner is being left out, and I would like ti 
be a part of that. I enjoyed the two that I did have, but 
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ave to ask that question. Is it a battle of the professions, 
rare we forgetting about the spousal aspect of things too? 


_ Ms Martin: I think the partner in delivery can be an 
ssistant in some senses to the nurse in providing comfort 
1easures and pain relief for the mother, so I think you do 


ave a valuable part in the delivery process. 


_ Ms Haeck: I appreciate your remarks. This morning I 
ad a chance to discuss standing orders with some nurses 
1 the hallway after we had had some long discussions 
bout this with another presenter. You are basically con- 
urring with their remarks, that you feel that standing or- 
ers or some of the other protocols that may be in place do 
ot provide you with the kind of security in your normal 
yb functions under this act or even as it presently exists. 
m I correct in saying that? 

~ Ms Martin: That is correct. 

_ Ms Haeck: Those nurses, who are in fact still in the 
udience, indicated that what is currently happening is 
ymething called triage. Do you feel that the act in any way 
7ill give you protection in the process of performing triage? 

_ Ms McKellar: I am not really prepared to answer that 
uestion. 


Ms Haeck: If the hospital sets up a protocol which 
ays that you, as a nurse, are in fact entitled to perform 
iage, will Bill 43, as well as Bill 57, provide you with the 
rotection to deal with not just “on the order of a qualified 
erson,” but the whole process of performing patient care? 
lo you feel that there are protections in that protocol? 


~ Ms McKellar: To perform triage? 
Ms Haeck: Yes, by performing triage. 


Ms McKellar: I honestly cannot answer that question 
: this point. If you like, I could look into it and get back to 
ou on that one. 


_ Ms Haeck: I would appreciate your remarks, because 
‘that is the way practice is going, then possibly the language 
feither act should be reflecting what is current practice. 


Ms McKellar: Okay. 


Mr J. Wilson: It certainly is an excellent brief, espe- 

ially the couple of real-life examples you gave us about 
that nurses do in their day-to-day functions. 
I gather the review committee must have deemed as 
mergency cases such as suctioning, in the case of the 
igested fluids that you mention in the example, and put a 
rovision in the act to allow for emergency cases. I just 
‘ant to give you the opportunity to clarify that. I find that 
ither demeaning to nurses, that it would have to be an 
nergency before you are allowed to perform your duties. 
oes that at all reflect what you do now? I have to admit, a 
umber of the examples that have been given in this com- 
littee seem to be emergency situations. Can you just elab- 
rate on that? 

Ms Martin: In this case, where we have given you the 
xample of suctioning, where I work, in an intensive care 
nit, it is an hourly thing with some patients, and to have 
) go get an order each hour to suction a patient is a little 
diculous. I understand that for any patient who is intu- 
ated with a breathing tube, etc, or experiencing respiratory 
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difficulties, we could have a standing order to suction, but 
why would we need it when up till now we have been 
doing it independently and we are fully accountable for 
our actions? So it just seems to be a step backwards. 

Ms McKellar: Many times, when someone initially 
needs suctioning, it might not be in an emergency situa- 
tion, but if you leave it for too long it could very definitely 
become an emergency situation, and you have further re- 
percussions on other parts of the person’s body. 


Mr J. Wilson: I expect the legal repercussions would 
be you would have to prove that it was an emergency 
situation. 


Ms Martin: Possibly. 


Mr J. Wilson: The onus of proof, as the act reads, 
would be on you. 


Ms Martin: You mean if we went ahead and 
suctioned? 


Ms McKellar: Without an order. 
Ms Martin: Yes. 
Ms McKellar: As the act stands now, yes. 


Ms Martin: It could be a problem proving to them 
that we in fact thought it was an emergency situation. 


ONTARIO ASSOCIATION OF SPEECH-LANGUAGE 
PATHOLOGISTS AND AUDIOLOGISTS, 
LONDON CHAPTER 

Ms Bandur: My name is Donna Bandur and I am 
president of the Ontario Association of Speech-Language 
Pathologists and Audiologists. I am addressing this com- 
mittee today as a practising speech-language pathologist in 
London and represent our professional regional chapter, 
along with Brian Field, a practising audiologist. I will de- 
vote the first portion of our presentation to address con- 
cems regarding title restriction, diagnosis and the use of 
the title “doctor.” Brian will close with a discussion relat- 
ing to the controlled act “prescription of a hearing aid.” 

Speech-language pathologists and audiologists in our 
region strongly support the principles of this new legisla- 
tion. The public is without question entitled to quality care 
with a mechanism in place to ensure the competence of the 
service providers. Those suffering from communication 
problems are particularly vulnerable and perhaps are those 
most in need of protection to ensure that their rights are 
exercised and that their needs are thoroughly addressed. 
They may not be capable of asking the right questions or 
perhaps of understanding their answers. When I speak of that, 
I speak of people who may be neurologically impaired, so 
that their speech musculature is paralyzed or they may 
have difficulties in comprehending speech due to stroke. It 
is therefore of paramount importance that appropriate safe- 
guards are in place to protect these disadvantaged persons. 

To this end, I raise some concerns regarding the legis- 
lation as it is currently proposed. First, it is recommended 
that Bill 44, subsections 15(1) and (2), outlining the use of 
the title “speech-language pathologist,” be expanded to in- 
clude the title “speech therapist.” Because the general public 
equates these two terms, there is risk that persons seeking 
speech-language intervention would not necessarily differ- 
entiate between practitioners and their qualifications, 
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thereby failing to make informed choices. We also urge 
that the phrase “in the course of providing health care” be 
removed, as it further limits the protection of the public. 
Many speech-language pathologists and audiologists are 
employed outside of traditional health care settings. They 
may work in private practice, education or industry. Title 
protection is just as, if not more, essential in settings where 
medical models of service delivery are not utilized. As well, 
the importance of a stronger holding-out clause is urged. 
Use of terms such as “audiological services” and “speech- 
language pathology services” would quite naturally lead 
one to assume that these services are provided by qualified 
audiologists and speech language pathologists. 
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With Bill 43, subsection 26(2), speech-language pa- 
thologists and audiologists would be prevented from con- 
tinuing to provide a most essential component of their 
service continuum. Following often very lengthy detailed 
assessment procedures, individuals expect that a thorough 
interpretation of these results will ensue. It is our strong 
conviction that those professionals with the most compre- 
hensive knowledge of these tests and their interpretation 
be the ones to convey the appropriate information. Persons 
who have limited communication skills require careful, 
sometimes simplified explanations in order to understand and 
begin to adjust to the symptoms of their conditions. Speech- 
language pathologists and audiologists receive specialized 
training in communicating with those who cannot express 
themselves through speaking or writing, and may have very 
limited understanding of spoken or written information. 

In my own clinical practice, I see victims of stroke daily 
who are devastated and frightened by their loss of commu- 
nication. They, and their families, have specific and ongoing 
questions regarding their deficits, and are relieved when I 
can provide easily understood explanations in a timely 
manner. This may necessitate my speaking slowly with 
simplified grammar and in shorter sentences. It may re- 
quire the use of drawings and gestures to supplement what 
I say. Whatever approaches I do use, however, depend on 
the specific communication problems of that particular 
person. To refer their questions to someone with less infor- 
mation, and less skill in conveying that information, would 
compromise the quality of care by adding more stress and 
confusion to those already experiencing considerable loss. 

Finally, I would like to offer my concluding comments 
on Bill 43, section 30, restricting the use of title “doctor” 
to five professional groups. I have many colleagues who 
have spent years in advanced training to earn their doctoral 
degrees. To disregard their PhDs, while at the same time 
recognizing those of others, would be a failure to acknowl- 
edge their professional contributions and would result in 
an atmosphere of inequity. I ask that the committee recon- 
sider this exclusion in order that audiologists and speech- 
language pathologists holding doctoral degrees are able to 
use the title “doctor.” I would now like to offer Brian the 
opportunity to conclude our presentation. 

Mr Field: This committee has listened to a number of 
presentations and read many briefs concerning the pre- 
scription of personal hearing aids. No doubt there is much 
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more to come. To date, three major concerns have bee 
raised about the proposed legislation. It has been suggeste 
that changes in the legislation will: (1), reduce public acceg 
to hearing aid services, specifically in non-metropolita 
areas; (2), will substantially increase the overall cost o 
Ontario’s health care system; (3), will result in a gold 
plated system, because lesser-trained individuals coul 
prescribe hearing aids quite competently with no risk. 
will limit my presentation to these three points. 2 
1. Public access to hearing aid services: Concerns hav| 
been raised that limiting prescription of a hearing aid t/ 
audiology and medicine, and separating authorizing an 
dispensing, is causing, through the limitations now in effed 
through the assistive devices program, and will continue t 
cause, major access problems for people who need help. / 
previous Association of Hearing Instrument Practitioner 
presentation outlined a drastic picture suggesting extensiv 
waiting lists in the province for audiological services an| 
poor access to the services in non-metropolitan areag 
while implying that its members provide the majority o 
services in these areas. The submission by the Ontari 
Association of Speech-Language Pathologists and Audio 
ogists, OSLA, to this committee on August 12, 1991 ij 
Toronto contains the report access to Audiology Service 
1990, appendix 9.4 in the OSLA brief. The data was pro 
vided by the assistive devices program, the Workers’ Co 
pensation Board, the Department of Veterans Affairs, a 
well as our own research. | 
To summarize, this data shows: 71% of hearing ail 
authorizations in Ontario are currently provided by audiol 
ogists; 65% of all ADP hearing aid authorizations are pro} 
vided by audiologists; audiologists authorized the majorit) 
of claims in both metropolitan, 62%, and non-metropolitai 
areas, 72%; audiologists provide the majority of hearing ail 
authorizations in traditionally underserviced areas such a 
the northern, 72%, and eastern, 64%, regions; the averag| 
waiting list in Ontario for a hearing aid evaluation is 3. 
weeks; the majority of claims authorized by non-audiologists 
73%, occur in metropolitan areas. 
It is clear that the majority of hearing aid authorizatioy 
services currently provided in the province are done b 
audiologists. It is apparent that, despite AHIP’s statement 
to the contrary, the major contribution to access made b! 
non-audiologist authorizers is occurring in metropolita 
areas where access to audiology services has never bee 
considered problematic. AHIP has emphasized an attritio 
of non-audiologist authorizers and service clinics since thi 
expansion of the ADP program in January of 1989. Despit 
the number of service clinics which were reported to hawi 
stopped operating since January 1989, in all instances, wi 
the exception of one community, services remained availabli 
in the community. And that is shown to you in appendix A. 
At the time, new ADP regulations were being intro 
duced. Many of the statistics and research now availabl 
had not yet come to light. As a result, the grave concern 
about access to service were understandable in the late 1980 
To try to eliminate any potential loss of service and to protec 
livelihoods, ADP, with the agreement of OSLA and AHIF 
grandfathered about 180 hearing aid dispensers who au 
thorized and dispensed hearing aids before January 1989 
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hese individuals could continue to provide both services 
[ter passing a competency exam. In light of factual infor- 
tation concerning access to both authorizing and dispens- 
ig services, the executive director, consumer services 
ivision, Ministry of Health, recently made the following 
atement: “After reviewing the information presented by 
le associations” —that is, AHIP and OSLA—“tepresented 
: the November 1990 meeting, the assistive devices pro- 
tam data on hearing aid authorizations and sales, and 
formation collected from other sources such as district 
ealth councils and Ministry of Health field offices, we 
ave concluded that there is not currently a significant 
roblem in accessing hearing aid services across Ontario.” 
hat letter is in appendix B for you. 

_ 2. Cost of audiology services to the health care system: 
has been suggested that as a result of this provision, 
asts to the health care system will increase dramatically, 
articularly the OHIP billing costs associated with audiol- 
gy services. This issue requires clarification. OHIP is a 
ayment scheme for physician services in both private 
ractice and in hospitals. Audiology services, under OHIP, 
oth in hospitals and in private practices, are delegated 
iedical acts. As such, 40% of these OHIP billings are paid 
) physicians for their supervision of other individuals pro- 
iding billable audiology services: nurses, audiologists, 
1ose whom they may employ. The remaining 60% is paid 
) the physician to cover the cost of equipment, space, and 
) pay the person who does the testing. Thus, attributing 
iHIP billing costs specifically and entirely to audiologists 
misleading. 

The fact is 80%, 200 of the 250 audiologists practicing 
| Ontario, are salary employees working for public insti- 
itions. The average salary of an audiologist is $45,000 per 
2zar. The remaining 50 are employed by physicians in 
tivate practice settings. Once audiologists are legally reg- 
lated in their own college, any need for direct medical 
ipervision falls away. This transfers the responsibility for 
3sessments performed by audiologists from the medical 
octor to the audiologist, where it belongs. The stage is 
1en set to eliminate needless OHIP payments. We believe 
1e cost of providing audiology services could be signifi- 
antly reduced. With respect to future funding, particularly 
 non-institutional or community based settings, OSLA 
ipports alternative funding methods that would allow for 
iture service developments outside of the traditional fee- 
-service format. This step would seem a logical exten- 
on of the legislation, and is consistent with the intent of 
\e legislation to “permit the evolution of a more flexible, 
itional and cost-efficient health care system.” 

530 

3. Risk of harm: The inclusion of prescription of a 
2rsonal hearing aid as a licensed act is certainly justified 
y risk-of-harm criteria. It is essential to realize that the 
rescription of a correct hearing aid is but one component 
f the comprehensive program to help patients. Prescrip- 
n of a personal hearing aid is one outcome of the pro- 
seding assessment and diagnosis, and must be undertaken 
ith appropriate counselling and guidance as well as the 
rovision for other rehabilitative strategies, including audi- 
ry training, speech reading, teaching social strategies for 
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coping with hearing loss, or the selection of supplementary 
or alternative listening devices. Prescription of a personal 
hearing aid is not a discrete technical act but rather a pro- 
cess which relies on significant technical expertise, com- 
bining the results of assessment and diagnosis with an 
individual’s social, emotional, and physical needs and/or 
limitations. By virtue of training, an audiologist is in a 
position to accurately determine needs on an individual 
basis, and to produce an appropriate prescription, if neces- 
sary. Audiologists are not dictators who say, “This is the 
hearing aid you must have.” We try to take into account 
the patient’s needs in a holistic approach, listen to what is 
important to them, and then try to direct them to the device 
that is going to properly fill that need. 

As indicated in previous submissions, audiologists are 
the only group of health care professionals who receive 
specific training in both the assessment and rehabilitation 
of hearing disorders and dysfunctions. This is of utmost 
importance, particularly in determining the need for fur- 
ther medical follow-up; for example, in case of unilateral, 
sudden or conductive hearing loss. And there I am talking 
about misdiagnosis of problems. 

Summary: The licensed act of prescription has been 
debated, using arguments about the presence of physical or 
emotional risk of harm, resulting access difficulties and 
resulting cost impacts. The existing legislation only ensures 
that a hearing-impaired individual considering use of a hear- 
ing aid is assessed by either a physician or an audiologist 
in the province of Ontario. This provision in the legislation 
offers consumer protection and lays the groundwork for a 
more rational, cost-effective hearing health care system 
without compromising access to service. 


Mr J. Wilson: Just to play devil’s advocate for a minute, 
a number of members of the provincial Parliament have 
received letters from constituents, normally older constitu- 
ents, who indicate they are quite happy with the service 
they are now receiving from hearing-aid dispensers. They 
tell us they do not want us to force them to have to go to 
an audiologist or an MD prior to receiving hearing-aid 
services. For the record, what do we say to them? 


Mr Field: What is our concern? The concern is that a 
serious medical problem could be missed. Such items as 
an acoustic neuroma, or cholesteatoma, are hidden items in 
a simple assessment that would not be noticed by someone 
doing an assessment strictly for the purpose of fitting a 
hearing aid. If those items go undiagnosed it could result 
in death. Both of those are life-threatening disorders. The 
earlier they are caught the better. Audiology is one of the 
first-line defences against those two particular pathologies. 


Mr J. Wilson: But have we had documented cases of 
harm for people that have been misdiagnosed? 


Mr Field: Been misdiagnosed? There is lots of it in 
the literature. 


Mr Beer: One of the other issues that has arisen from 
consumers in the survey—we have had a number in the hard- 
of-hearing community who have indicated the problem if 
their hearing aid is lost or broken or whatever and they are 
not in a community that has an audiologist. If they cannot 
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get access to a new hearing aid quickly, it can have a very 
dramatic impact on their job and their working conditions. 
How would you see that sort of situation evolving? Let 
us supposed I lived in a community that did not have an 
audiologist. I had been assessed, fitted. How would I be 
able to get that quickly under the proposed legislation? 


Mr Field: It is pretty much standard practice currently 
that anybody who dispenses hearing aids has a set of con- 
signment aids or loaner hearing aids that are available to 
individuals if their hearing aid suddenly breaks. For exam- 
ple, if your hearing aid just broke down, it usually takes 
about two weeks for a hearing aid to be sent into the 
manufacturer, repaired and returned. That is average. The 
same problem exists over those two weeks. How does one 
handle not being able to hear over that time? Usually 
loaner hearing aids are available from any dispenser. One 
possible way to handle it is through a loaner hearing aid, 
until such time as a new assessment and prescription can 
be undertaken. 

The other thing, of course, is how current does an assess- 
ment need to be, to require a new assessment before a 
prescription is made? The standard practice now, at least in 
my practice, is that if it has been more than a year I con- 
sider that I should reassess their hearing before prescribing 
a new hearing aid, so if there has been a change in their 
hearing that can be incorporated in the new hearing aid. If 
we based that on last year’s results, and if they have lost 
their hearing aid in the intervening time, I may well pre- 
scribe an inappropriate hearing aid for them. 


Ms Haeck: To follow up on Mr Beer’s comments, we 
have had those consumers out there saying that they have 
felt that the audiology community, the profession as such, 
has possibly not been as responsive to their need for a 
variety of hearing-aid appliances. Any comments? 


Mr Field: Do you mean by that other items as well as 
their hearing aids; other assistive devices that they might 
wish to use? 


Ms Haeck: That there is a range. One gentleman says 
that he has about eight different appliances that he may or 
may not use. Other consumers have felt they have been 
dictated to about their type of hearing aid, without really 
having access to a broader spectrum. 
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Mr Field: I think on closer examination you wouk 
find that audiologists are probably the most well-verse 
group of professionals about assistive listening devices 
That is part of our training. We are not trained to knoy 
only about hearing aids. ) 

One of the important aspects about prescribing a hearing 
aid is to find out what other areas of difficulty an individ) 
ual has, what hearing aid might be compatible with othe 
assistive listening devices they might require, such as al| 
FM system or external microphones or other things? If, ir 
fact, a wrong hearing aid is prescribed that is not compati 
ble with some future system that they might require, tha 
has been a poorly prescribed hearing aid. The way I have 
been trained is to look at the whole person’s needs. If I car 
see any reason why they might require such an assistive 
device, I make sure they understand that for that reason we 
may need to go to this type of hearing aid so it will be 
compatible with that particular device. That is part of the 
assessment, 


Ms Haeck: Now, this person was specifically con: 
cerned around a lifestyle issue. Someone who needed ar 
FM system was given a prescription for something in the 
ear and, in fact, it did not work. That was only option h 
was given by the audiologist as opposed to something else, 


Mr Field: I cannot answer what the audiologist mighi 
have seen in that case. I do not know. Certainly that is no} 
normal. 


The Chair: Thank you very much for your presenta: 
tion. We appreciate your appearing before the committee 
today. I know you realize that if there is additional infor- 
mation, you can submit it to the committee at any time in 
the course of our hearings. 


Mr Field: Thank you very much. 


The Chair: The committee officially stands adjourned 
until 9 am—please note 9 am—Monday morning in Ottawa. 

I have some housekeeping for committee members. 
Cabs to the airport will be outside at 4:45 sharp. They are 
grey. There will be three members to a cab and the clerk 
requires your air stubs from your tickets, which she will 
collect at the airport. Any additional information you can 
ask for yourself. 


The committee adjourned at 1638. 
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LEGISLATIVE ASSEMBLY OF ONTARIO 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


Monday 26 August 1991 


The committee met at 0859 in the Delta Hotel, Ottawa. 


_ REGULATED HEALTH PROFESSIONS ACT, 1991, 
| AND COMPANION LEGISLATION ~ 
LOI DE 1991 SUR LES PROFESSIONS 
DE LA SANTE REGLEMENTEES 
ET LES PROJETS DE LOI QUI L ACCOMPAGNENT 


| 

| Resuming consideration of Bill 43, the Regulated 
fealth Professions Act, 1991, and its companion legisla- 
on, Bills 44-64. 

| Reprise de 1’étude du projet de loi 43, Loi sur les pro- 
essions de la santé réglementées et les projets de loi, 44 
64, qui l’accompagnent. 


ALLERGY AND ENVIRONMENTAL HEALTH 
ASSOCIATION, OTTAWA BRANCH 
_ The Chair: The standing committee on social develop- 
lent is now in session. I would like to welcome everyone 
tis morning. I call as our first presenter, the Allergy and 
nvironmental Health Association. You have 20 minutes 
yr your presentation. We would ask if you will leave a few 
inutes at the end in case any of the committee members 
ave any questions. Please begin your presentation now. 


| Mr Brown: Thanks very much, Madam Chairman, and 
ianks very much to the committee for this opportunity to 
1k to you. I am speaking on behalf of the Ottawa branch 
fthe Allergy and Environmental Health Association. This 
_ the largest branch of our association in the province— 
have about 300 members—and we are also the largest 
2r capita branch of the association. 
_ People with environmental sensitivities are people who 
vact to substances in the environment at levels of exposure 
‘at do not affect most other people. George Thomson, who 
‘now Deputy Minister of Labour, who I am sure is famil- 
T to all of you, did a report in 1985. In his report he listed 
mmptoms involving every system of the body, with effects 
nging from mild discomfort to serious disability. For some 
2ople, environmental sensitivity is an annoyance. For the 
ore seriously affected people, it is a disabling problem. 
We have achieved some progress, thanks to some of you, 
id thanks to people in human rights commissions and so 
1. The most recent thing that I would like to inform you 
)out is a letter from Marion Boyd, Minister of Education. 
te writes that her ministry now agrees that environmental 
insitivity should be considered as a possible contributing 
‘ctor in learning disabilities and behaviour problems in 
thools, so school boards should take this into account 
‘hen applying the Education Act, and meeting children’s 
yecial needs. 
Environmental sensitivity is not an illness. It is a phe- 
pmenon of reacting to substances, as I have described, 
‘hich can be caused by a wide variety of illnesses. Some 
| them are well understood. Others are not well enough 
iderstood for medical intervention. The only method of 
























treatment that people know of is avoidance of sensitive 
substances. The problem is not new. I mention a couple of 
these things because there is a lot of mythology in the 
media about this problem, and in some other circles. 

Environmental sensitivities have been experienced for 
generations. They are not new to the medical community 
either. Medical literature goes back for a couple of centuries. 
The Department of National Health and Welfare published 
a bibliography a couple of years ago with hundreds of 
articles dating back decades. The information is not hard to 
find. Within an hour of being diagnosed in 1979, I was 
reading a book on the subject in a library. The book was 
published in 1951, so this is not a new problem, and it is 
not new to medicine. 

Just a bit of background about our association. We are 
the largest of five self-help groups in Ontario. Our main 
activities include self-help, helping people deal with life- 
style changes required for dealing with this problem, dealing 
with employers, dealing with various authorities, and help- 
ing people, for instance, with human rights concerns related 
to having this disability. Most of our activities in the Ottawa 
branch relate to helping people deal with adverse differen- 
tial treatment by Community and Social Services, Ministry 
of Health, and authorities outside the provincial purview. 

There are a number of attachments. I mentioned the letter 
from Marion Boyd. There is also the last page of a letter from 
Darlene Koski, president of our association—which had a 
different name in 1984—talking about suicides of people 
caught in this adverse differential treatment in the health 
community. There is a letter from the coroner relating to a 
suicide of a person who was told by the Ministry of Com- 
munity and Social Services that his problem was all in the 
mind; a letter from Catherine Frazee indicating her will- 
ingness to help the Ministry of Health deal with some of 
the attitude problems on this illness; a statement of the 
federal human rights commissioner talking about some of 
the abuse that people with this problem experience. 

Most of the concerns in the Ottawa branch relate to 
adverse differential treatment. This relates quite closely to 
this legislation, because it is something that I think con- 
sumers should have recourse about. A lot of these prob- 
lems have stemmed from the fact that over a period of time 
various authorities said that persons with this problem did 
not have a legitimate medical problem—that their symp- 
toms were all in their mind, that these people were so 
crazy they were making themselves sick, and so on. In 
other words, statements were made which had a negative 
effect on the people’s reputation for soundness of mind, their 
credibility as professionals, their expression of special 
needs within the community with landlords, employers, 
and so on. 

This statement was made on the expressed reason of not 
understanding the physiology involved. I would suggest, 
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and J think you would agree, that it is is inappropriate to 
make statements which reflect poorly on people’s credibil- 
ity, and on their reputation, when those statements are 
based on an absence of information. In order to make state- 
ments that hurt people, one requires evidentiary reason, 
due process and opportunity to respond. Such statements 
should not be made on the basis of an absence of informa- 
tion, or on the basis of people having a particular disability. 

This is what happened, and there were a number of 
consequences which I would like to mention, and then 
discuss how this relates to the legislation that is proposed. 
The first of the consequences—and these consequences go 
from the least important to the most important for the three 
that I will list—relates to the actual damages that were 
caused to people by the fact that this statement was made. 
The insult was more damaging than the injury that it was 
added to. Families broke up. Professional reputations were 
ruined. People did not receive benefits. People were 
caused increased disability by doctors who ignored their 
concerns. A number of people were killed. As I mentioned 
earlier, there have been a number of suicides of people 
who became frustrated with the health-care system, with 
the way officialdom was dealing with them, and with the 
fact that small things they needed, which were manageable, 
became impossible to deal with because of the attitude 
pollution around. 

As bad as the first problem is, the second consequence 
is worse. We are a community of people who have been 
abused in the way that I have just described. Many of our 
people have had their careers ruined. And many people 
involved in this issue have friends who have either been 
caused disability unnecessarily or who have, in some of 
the extreme cases, committed suicide. 

Material evidence relating to this concern has been 
brought to the authorities for some time. There has been 
some action towards research. There has been some action in 
Community and Social Services recently, and in Housing. 
But the abuse in the health care system has not been ad- 
dressed. As a result, the people with this problem, the people 
coming forward, are coming forward with a very heavy 
emotional load, usually with a victim mentality. Our com- 
munity is very fractured as a result of the tension which 
results from this kind of treatment. At the one end, we 
have people whose rage is not understood by others. At the 
other, we have people who may be financially independent 
who are trying to appease the bullies. 

Between these two factions, and with a lot of other 
tension in our community, the second consequence I want 
to mention is that we have a problem as a community 
bringing forward a coherent statement of our concern, with 
an integrated representation. There are about five self-help 
groups in the province and, to be frank, there is a lot of 
tension. I think that sometimes the authorities have been 
confused by receiving conflicting messages from the vari- 
ous parts of our community. 

The third consequence is worse. It is that the very author- 
ities now in a position to help us—this includes some of the 
professionals covered by this act, some parts of the Ministry 
of Health, and some other parts of provincial government— 
are the authorities that have participated in or tolerated or 


an interest in the College of Physicians and Surgeons of 


been compliant with the abuse. For these authorities to a 
now in a forthright manner, to speak the truth about th 
abuse, to act on the concerns that people have, would be ar 
implicit, in some cases an explicit, acknowledgement tha 
what has been done to this group is unethical. It is not jus 
that it caused damage, but that it is unethical. 


0910 

I want to emphasize, underline and put in bold letters 
that our organization is not bringing forward the issue o 
compensation. We are not looking for a witchhunt. We ar 
simply trying to identify the political logjam that is pre- 
venting a constructive resolution of concerns on this issue. 

If I could be permitted one quick aside, I will com 
back to relating what I have just said to the legislation 
There is a strong likelihood that many psychiatric patients 
have undiagnosed sensitivities as the cause of their problem 
Thomson relates a list of central nervous system symptoms 
which are listed here. Perrin Beatty, when he was Healtt 
minister, wrote us acknowledging support for the United 
States study which won a World Health Organization award) 
which strongly recommends checking for environmenta 
sensitivities before embarking on potentially detrimenta 
psychiatric interventions. The authors of this study, dong 
for the New Jersey state department of health, are Ashford 
and Miller, a doctor of jurisprudence from the Massachu 
setts Institute of Technology and an immunologist for the 
University of Texas. | 

The focus in the Ministry of Health has been on con: 
ducting more research. I would suggest that when yot 
have this kind of recommendation, and when the practice 
of screening psychiatric patients for sensitivities is not if 
place, you have a very, very strong likelihood, a virtua) 
certainty, that some percentage of psychiatric patients 
should not be psychiatric patients but should be treated for 
environmental sensitivities. We would say that this grou 
of people is being abused by the health care system, in: 
cluding by the mental health facilities branch of the Minis: 
try of Health. That is an aside just to emphasize the 
importance of forthright action on this concern, and the 
importance of getting people out of the frame of bobbin 
and weaving to avoid acknowledging previous abuse an¢ 
to get on with dealing with this problem. ' 

I mentioned that the focus has been on research. If you 
see somebody down the road from your house, a kid being 
beaten up repeatedly or some other form of abuse—it is 
very useful to encourage research, but I think the onus is 
on the authorities to stop the abuse. I do not think that the 
government has acted on that. I think the government has 4 
debt, given the previous encouragement of this attitude by 
the Ministry of Health. 

With respect to the legislation, when there is wide- 
spread abuse in a profession—for instance, when there is 
toleration in the medical profession of dismissing 
consumers’ concerns as being all in the mind when people 
are dying because of this—there should be some means of 
appeal around that profession. It should not be necessary, 
for the consumers to go to a college representing that 
profession’s interests. Even if we acknowledge that there is 
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Ot be the case where people being abused by a profession 
lave to go to a self-regulatory agency to make their case. 
there should be some formalized institutional process of 
2ing able to go directly to their representatives, in this case 
ypresentatives in Queen’s Park and probably in the Minis- 
y of Health, to deal with ethical and human rights concerns, 
hich surely should take precedence over medical treatment. 

| The other elements I have in the brief relate to the 
ection about controlled acts, I think it is subsection 26(2), 
ad paragraph 26(2)13 relates to allergy testing. It was a little 
onfusing to us why there was what seemed to be arbitrary 
recificity here, a level of specificity in regulating allergy 
sts and singling them out for regulation. That is a question 
nere may be a good answer to, but there are a couple of 
oncerns, if it is there, that I think you might want to address. 

One of them is that there are many different kinds of 
‘nsitivity besides allergy, and if you are going to single 
ut allergy you might want to single out all kinds of sensi- 
vity, including allergy and non-immunological types of 
msitivity. Reactions to toxicological sensitivity and food 
itolerance, for instance, which are not allergies, strictly 
yeaking, might be covered in the legislation. The other 
‘ement of that sentence relates to the fact that the type of 
+t that is being controlled is where the positive indicator 
a reaction of an allergic type. 

_ So two points again: One, what if the positive indication 
a reaction of a non-allergic type, which is life-threaten- 
g? In other words, if you are going to protect some of the 
‘embers of the Allergy and Environmental Health Associ- 
‘ion of Ontario, the ones who have allergies, why not 
‘otect all of them, the ones who have other kinds of sensi- 
vities? The second part of that is the idea that quite often 
'€ positive result of a test is not a reaction. For instance, 
serial dilution titration testing recommended by Thom- 
om in 1985, the positive reaction of the test is a neutraliza- 
on of symptoms. However, a positive reaction can be 
jused on the route to finding a neutralizing shot or sublin- 
aal dose. So if you are going to protect people with al- 
tgy, why not protect a broader group of people with 
’sitivities? If you are going to protect people from tests 
here the reaction is an allergic reaction, why not protect 
em from tests where there are toxicity reactions? If you 
€ going to protect people from tests where the reaction is 
)sitive, where a positive indication is a reaction, why not 
lotect them from tests where a positive indication is other 
lan a reaction, but a reaction may be caused during the 
purse of the test? 


I think that is all I need to put in a summary. Thank you. 




































Mr Grandmaitre: In your brief you are saying that 
vironmental sensitivity is not a medical illness, but sen- 
‘ivities can be caused by a number of illnesses. You were 
iagnosed in 1979. Tell me about your life before 1979. 
ere you struck with some kind of illness? 


_ Mr Brown: I would rather avoid a description of my 
sonal situation. I had this problem all my life. I went to 
variety of specialists over a long period of time to find 
‘t what the problem was. Finally in 1979 I was fortunate 
‘ough to come across some British work on this subject 


id to find a doctor familiar with it and to be diagnosed. I 


had medical problems before 1979, but I want to empha- 
size that the difficulty people have is more with the stigma 
attached, with the fact that they have been trashed on the 
basis of an absence of information. That is where the diffi- 
culty lies. In terms of this legislation, the concern is to try 
to give people an option for appeal other than going to the 
parties who are aligned with those who are carrying out 
the abuse. 


The Chair: I want to thank you very much for your 
presentation this morning. The committee has received 
your written brief, and I would inform you and anyone else 
who is listening this morning that if there is additional 
information you think would be helpful to the committee 
during its deliberations, please submit further briefs and 
information in writing through our clerk. Thank you for 
appearing this morning. | 
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ONTARIO NATUROPATHIC ASSOCIATION 


The Chair: I would like to call next the Ontario Naturo- 
pathic Association. Please come forward and introduce your- 
selves to the committee for the purpose of Hansard. You have 
20 minutes for your presentation, and if you will leave a 
few minutes at the end of your presentation for questions 
we would appreciate it. The committee has received the 
three written briefs you submitted. Please begin your pre- 
sentation now. — 


Ms Rivard: My name is Darcelle Rivard. Je suis ici 
ce matin pour dire quelques mots au sujet de la naturopathie. 
Je vous remercie d’avance de prendre le temps de m’ écouter. 

Good morning. I am a graduate of the Ontario College 
of Naturopathic Medicine. I am a full-time practitioner of 
naturopathic medicine in Timmins. I have a diverse prac- 
tice providing naturopathic care to francophones, English- 
speaking citizens and members of the first nations. My 
services are utilized by many people living in northeastern 
Ontario, including Kapuskasing, Iroquois Falls, Cochrane 
and Matheson, to name a few. 

I entered this profession to help people be well and enjoy 
their years free from suffering and illness. If I am unrea- 
sonably restricted or held back from using the basic skills 
and training I have worked hard for, I will actually be 
forced to move away to practise the career that I love. 
Please understand that neither I nor my colleagues want to 
expand our scope to be medical doctors or anything else 
other than doctors of naturopathic medicine. However, we 
also do not want to be reduced to a level of practice that 
does not use our training and our skills. 

I spent many years reaching this level of training and I 
believe it will be wasted if our scope of practice is eroded. 
I would like to thank you for this opportunity to express 
my feelings on this important matter. Since I am a rela- 
tively new doctor of naturopathic medicine, I have there- 
fore invited Don Warren, an experienced colleague of 
mine, and a patient of his, Margaret Smiley, to complete 
this presentation. 

Mr Warren: Good morning. I am a full-time practi- 
tioner of naturopathic medicine here in Ottawa. I am also a 
member of the board of directors of the Ontario College of 
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Naturopathic Medicine as well as being a professional 
member of the Ontario Naturopathic Association. 

You have had several presentations from our profes- 
sion, from the Ontario Naturopathic Association, so what I 
would like to do this morning very briefly is give some 
details to the background of the training of a naturopath 
and really what kind of implications new legislation will 
have upon our college in Toronto. 

The Ontario College of Naturopathic Medicine is the only 
Canadian college recognized by the licensing jurisdictions 
of various Canadian provinces and the various states in the 
United States that license naturopaths. To become a natur- 
opath requires three years of pre-medical training at a recog- 
nized university and then four years of training at a 
recognized college of naturopathic medicine. Along with the 
basic medical sciences, we are trained in the clinical sci- 
ences of botanical medicine, clinical nutrition, homeopathy, 
oriental medicine and acupuncture, naturopathic manipula- 
tion, physical therapy such as heat and light, electricity, 
and hydrotherapy. We are also trained in the areas of radi- 
ology, in clinical and laboratory diagnosis, including vene- 
puncture. We are also trained in minor office procedures. 

This range of training is consistent with the scope of 
practice of the licensing requirements of the various juris- 
dictions that license naturopaths in North America. Our 
students are given a complete and broad range of training 
in subjects and methods that are not taught to any other 
health care provider in Ontario. We use time-proven, effec- 
tive, non-invasive low technology in most cases, very gen- 
tle forms of medicine that actually work and have been 
proven by years of use, not only within our culture but in 
other cultures over many years. 

We are also interested though in what is happening on 
the latest fronts within science, such as the discoveries of 
immuno-modulating natural substances that help stimulate 
the immune system. So we are an eclectic combination of 
things that are time-proven, and we are trying to keep 
abreast of what is happening in science in the areas that fit 
our principles and scope of practice. 

There is also, obviously, a natural overlap between our 
training and other health care providers, including that of 
medicine. However, as was mentioned by Darcelle earlier, 
we have no interest in encroaching on any other health 
care provider’s territory or turf. We feel we offer a unique 
set of services that we are trained in. This is what we want 
to be able to continue to give. 

The Ontario College of Naturopathic Medicine has be- 
come and is becoming a world leader in training competent 
and well-trained naturopathic practitioners. The success 
and growth is indicative of the increased public demand 
and public interest. 

As an aside, I have been practising for four or five 
years. I left a career in business and the family business 
here in Ottawa, went back to the University of Ottawa, did 
my pre-medical science training there. Then I had to go to 
the United States, because in 1979, we did not have a 
college in Canada. I studied at the National College of 
Naturopathic Medicine in Portland, Oregon. On graduation 
it was something I was very excited about, coming back to 
practise here in Ontario, because I knew we had a law that 
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permitted us with a reasonable scope of practice. I had great 
fears when things started to go in an opposite direction. 
However, with the work of the previous government and 
the present government, I feel much better about the totum 
of naturopathy. 

What you do as a government will affect whether we 
as a college continue to be a leader in natural health care 
training. The public demand is there. I have been practising 
only for four or five years, but at this point, I have about a 
year’s waiting list of patients who are chronically ill. Cer- 
tainly, if a person was acutely ill we would see them. But a 
patient who is chronically ill takes about a year to get into 
our practice. This is just by word-of-mouth referral. So 
there is a great need for well-trained, competent naturo- 
pathic physicians or practitioners here in the province. 

Your law will affect what we are able to teach. What 
we are able to teach will determine what students we will 
be able to attract. If our scope of practice in Ontario is such 
that we can train students to go and practise in BC or other 
provinces, then we will keep our students here in Canada, 
otherwise we will lose them to the States. We also have a 
great opportunity to attract students from the eastern sea-| 
board in the United States to our school. | 

So we appreciate you listening and we hope you will 
continue to give this study. The future of our profession, 
the future of our school, depend upon the details and scope: 
of practice that will come out of this legislation and future 
legislation. Thank you very much. 


Ms Chalin Smiley: I am here as a private citizen and 
as a patient of a doctor of naturopathy. I am here to seek 
your support in ensuring that I continue to receive the full 
scope, range, of treatment I have been receiving. I under- 
stand that under the new law the naturopathic profession 
will have to apply to define its scope and range of services. 
I am really concerned that I continue to receive this with- 
out having to leave my home province. | 

About a year ago I could not walk from where I am now 
to where you are without tremendous difficulty and with- 
out total exhaustion. I sought out naturopathic treatment on) 
the advice of a colleague. From the very beginning, my 
condition improved dramatically. I received the range of 
treatment that Dr Warren has described, particularly the 
homeopathic remedies, which I found to be extremely ef- 
fective in my condition. Now I can exercise, I can ski, 
skate, swim, rollerblade—I do everything. At that time the 
prognosis was not good. It was not expected that I would 
be able to return to my job full-time. I now am working as| 
a senior manager in the federal public service. I have en- 
ergy. I have excellent health and I really attribute it to my 
visits to my naturopath. | 

The treatments are non-invasive. I was told to expect a 
lifetime of drugs, possibly surgery. When I was in the 
hospital—I was in the hospital for over a month a year ago— 
I was subjected to all kinds of treatments. I was receiving 
1,000 cc of steroids, prednisone, by intravenous drip. So I 
had a fairly serious condition. Gj 

My doctors are amazed. They are very enthusiastic. 
They are extremely supportive of my homeopathic treatment, 
In fact I have not had steroids since last fall. And I have a} 
consulting neurologist, a rheumatologist and my general 
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ractitioner, and all three of them are very supportive of 
vy seeking this treatment. 


930 
Mr J. Wilson: Thank you for the presentation, Ms 


miley. You mentioned in your brief, I think, that you hope 
tat this committee does not leave the naturopathic scope 
f activities at the mercy of the system without comment. 
fy question is better addressed to the parliamentary assis- 
int. What exactly will be the process for defining the 
cope of practice for naturopathic medicine? It is my un- 
erstanding that the advisory council will be doing that. 
| ‘ertainly it is not really the purview of this committee at 
iis time. Perhaps you would like to comment on that. 


_ Mr Wessenger: Yes, it will be the advisory committee 
jut for more details I will refer it to the staff. 


' Ms Bohnen: The advisory council will be created as 
bon as possible after the legislation completes its course 
ithe legislative process. The bill sets out a skeletal frame- 
for the advisory council. For example, no regulated 
ealth professionals will sit on it, largely to ensure that it 
‘ill take an impartial, objective look at the matters that are 
ferred to it. The advisory council will have to have a 
apport staff, a full-time secretary, information available to 
, and will have to determine its own procedure and its 
wn criteria in considering matters such as this. 































The Chair: Supplementary question, Mr Wilson? 


Mr J. Wilson: Perhaps one of the two doctors of naturo- 
athic medicine could let us know now—what are some of 
he key things you will be looking for in a defined scope of 
tactice, that you want to make sure they do not leave out? 


| Mr Warren: Certainly there are some things in On- 
tio that we are hindered in under the Drugless Practitioners 
‘ct. In fact, in many ways it has been an obstacle to us in 
eing able to perform as we are trained. One of the things 
at we are concerned about is the access to the labs. Al- 
sough we have the opportunity of taking blood, vene- 
uncture, we do not have any labs that will take our work 
ecause we do not have that covered in our scope, so we 
*e limited in some of the diagnostic aspects. There are 
ther areas such as radiology. We want to make sure that 
e have the ability to continue to take and read X-rays. 
articularly i in diagnostics, the area of laboratory diagnosis, it 
very important we have that so we are able to be com- 
lete. Where I trained in Oregon, we had a much broader 
cope of practice, especially in that regard. In other juris- 
ictions, such as BC, they have this scope of practice. We 
ant to be able to ensure that this happens here in Ontario. 


Mr Beer: I sense one of the points in the collection of 
our briefs is whether as a committee we have the right or 
re likely to comment on this particular issue. The com- 
\ittee is free to comment on anything, in addition to the 
yncerns you have expressed about how you would be 
salt with by the advisory council. There are some other 
sctors that have also raised the issue of how the advisory 
yuncil would function. And as has been noted, I think one 
the important things is that body not be made up of 
:gulated professionals so it will be a more impartial body. 








But that does not prevent us from certainly urging that 
this is a matter of importance and should be looked at fairly 
quickly. One of the questions, and it follows along from. 
Mr Wilson’s, in terms of your scope of practice: Is the scope 
of practice in the United States one that is determined state 
by state or is there the same scope of practice right 
throughout the country? And I take it, at least in Oregon, it 
is more expansive than what currently exists in Ontario? 


Mr Warren: It is determined state by state, although 
there is a fairly consistent pattern throughout the states that 
have licensing. In answer to Mr Wilson, as well as your- 
self, we are really looking for maintenance of a scope of 
practice that is already in the law—we do not want a 
shrinking of that scope of practice—plus the insurance of a 
few things such as laboratory diagnosis— 


Mr Beer: You want to insure what you concurrently 
do under the Drugless Practitioners Act— 


Mr Warren: Exactly. 


Mr Beer: —but you also want the diagnostic element 
that you mentioned before—is that blood testing? 


Mr Warren: Right. 


The Chair: I know you are aware that if there is any 
additional information you think might be helpful, you can 
submit it to the committee through our clerk over the 
course of our deliberations. 


JENNY THOMAS 


The Chair: I would like now to call Jenny Thomas. 
Welcome to the standing committee on social development. 
You have 10 minutes for your presentation. Just begin 
now, and also leave a few minutes for questions; we would 
appreciate that. 


Ms Thomas: My name is Jenny Thomas. I am a dental 
hygienist practising here in Ottawa. I have been practising 
for the last 20 years in both private practice and specialty 
practice for a periodontist, which is for treatment of gum 
disease. I have worked in public health and until recently 
worked at the outpatients’ clinic here at the Ottawa Civic 
Hospital, where we treat medically-compromised patients. 

I should like to introduce two escorts of mine, Doreen 
Slingerland, who is a registered nurse and has worked with 
me on projects in nursing homes, and Russell Cecchini, who 
is one of my clients and is a consumer of dental hygiene. 

I have taken the opportunity of meeting with you this 
morning because as a dental hygienist practising in the 
field and in continuing dental education, I have two profes- 
sional concerns, both of which may be affected by the new 
health legislation. I am giving this presentation for myself. 
It is not a representation of my official organization and it 
is not a referenced work. 

My two concerns are basically the following. One is 
the treatment for periodontal disease or gum disease in Bill 
43, subsections 27(1) and 27(2), which is the delegation of 
controlled acts. The group that this affects primarily is the 
general population. It is the patients of private practitioners— 
that is yourselves, ladies and gentlemen, and members of 
the audience here and the population at large. My second 
concern is access to dental treatment by certain population 
groups such as the homebound, residents of collective living 
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centres, refugees and the working poor. This will be found 
in legislative writing of Bill 47, section 4, for authorized acts. 

Let me first turn to my first concern, the treatment of 
periodontal or gum disease. The causes of periodontal dis- 
ease are many but the prevention and early treatment of 
this condition is considered to be best accomplished by 
assessment, treatment planning, treatment by thorough, 
meticulous periodontal scaling and the use of antimicrobial 
substances, and then an evaluation and follow-up. Apart 
from the periodontist, who is a specialist, the dental hy- 
gienist continues to be the most thoroughly trained and 
accomplished dental professional in these areas, particu- 
larly with respect to the treatment or the scaling. 

Although there are some geographic variations in de- 
mand, there is currently a potentially explosive situation 
arising in the area of dental human resources. Some dental 
practitioners are not employing dental hygienists, and the 
dental profession is pushing for intra-oral duties for dental 
assistants, including the polishing of teeth. These duties 
resemble those of dental hygienists but are totally inade- 
quate for the treatment of periodontal disease. These duties 
should not be used as substitute services for periodontal 
scaling, and neither should the non-regulated personnel 
doing them be delegated periodontal scaling or the con- 
trolled act of a dental hygienist. 


0940 

I was interested to see on the inside cover of the pam- 
phlet this morning that the consumer’s view of health care 
was an expectation that the person who provides you with 
care is qualified. I therefore feel it is important that subsec- 
tions 27(1) and 27(2) pertaining to delegation must be re- 
vised to ensure that under no circumstances. should other 
non-regulated, ie, non-qualified, dental team members, be 
allowed to be delegated duties that may result in gross mis- 
treatment of gum disease, thus rendering harm to the public. 

My second point is access to dental treatment by certain 
population groups. The supervision of dental hygienists 
has a long and involved history, and I am sure that you are 
familiar with it. I have therefore made the assumption that 
you are cognizant with both how the supervisory clause 
has been interpreted in the past and that direct supervision 
requires the presence of a dentist in the office during treat- 
ment activities. The implications of this are threefold for 
collective living centres, community health centres, and 
the people whom they serve. 

First of all, the cost increases, because it becomes nec- 
essary to provide two operatories and to pay a dentist. 
Second, staffing with full-time dentists in these situations 
is very rare, so the use of the physical space is very ineffi- 
cient. And, third, if one operatory only is provided, it 
means that the dentist is the only professional who can 
practise in that operatory. 

I am concerned because over the past eight years I 
have been dentally treating people who are chronically ill, 
elderly, and otherwise medically compromised. These peo- 
ple are the most difficult people to treat, both in terms of 
patient management—for example, keeping them in the 
chair if they have Alzheimer’s disease and like to wander 
around, and helping them to keep their mouth open—and in 
terms of physically accessing at least adequate equipment. 








Taking them to a dental operatory often requires personal 
escorts, special transportation arrangements, ambulance 
service and accessible buildings. If dental hygienists were 
able to practise in the residences, or within community 
health centres, either indirectly or unsupervised, access to 


dental treatment would be much more readily available 


both physically and financially. And of course the referral 
system to a dentist would always be available. 

I have already introduced you to my escorts today, both | 
of whom have personal experiences with regard to access- | 
ing dental treatment. Doreen is a registered nurse and 
knows only too well the very great need for hygiene services | 
within nursing homes and similar collective living centres. 
Russell is a consumer. In brief, it took us about 20 appoint- 
ments to complete what would normally have been done in 
four or five. The point here is that dental hygienists should | 
be employed in salaried positions within community 
health centres so that the services rendered to these people 
are not tied to fees for service, government insurance 
codes, or business deadlines. Allowing dental hygienists to 
work at arm’s length with global budgets within collective 
living centres and community health centres would enable 
that to occur. 

The current inclusion of the phrase “on the order of a 
member of the Royal College of Dental Surgeons of Ontario” 
could lead to restrictive interpretation that might prevent 
dental hygienists from providing necessary and less expen- 
sive treatments to these people. In my opinion, it should 
either be removed or the definition of arm’s-length super- 
vision well provided for. 

I should like to open up the presentation to you for any 
questions. 


Mr Owens: In terms of bringing your service into) 
group homes, nursing homes and things like that, how 
would you as a hygienist deal with issues around patients 
who require prophylactic antibiotics to prevent endocarditis 
and some of the other problems, if we take your concerns 
and put them into legislation? Would you work with the 
registered nurse, or would you have that medically com- 
promised person dealt with by a dentist? 


Ms Thomas: I do not ever foresee a dental hygienist | 
working isolated in one of these collective living centres or 
community health centres. I see the system set up so that 
dentists are there when they are needed. I see a dentist’s 
services required in part of the diagnostic services at the 
beginning, so that the patient would have been diagnosed 
and looked at by a dentist, and a dental hygienist can carry 
out the services that may have been suggested as being 
applicable. At that time, medication such as prophylactic 
antibiotics can have been prescribed and the medical per- 
sonnel on staff in the nursing home can prescribe them and 
give them. 


Mr Beer: Following up on that question, because cer- | 
tainly under long-term care we are going to see the need 
for more and more of these services in other settings out- 
side of dentists’ office and the like, presently when you are | 
providing the service you provide, in practice how does | 
that work when you go into some of these other centres? 
Do you have to bring everybody into the dentist’s office, | 
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1 do you have arrangements with dentists with whom you 
vork to do certain things? 

Ms Thomas: Currently here in Ottawa we are very 
acky, because I work out of the outpatients’ clinic of the 
Yttawa Civic Hospital where we have special arrangements 
rade. In most of the cities and towns in Ontario that does not 


ccur, so basically these people do not receive treatment. 


_ Mr Beer: Those special arrangements, is that in the 
orm of a written special arrangement? If you are going 
ut to treat patients, how is it you are allowed to do that? 


_ Ms Thomas: Even here in Ottawa I cannot at the mo- 
rent do that without the dentist being on the premises. | 
m not doing it at the moment. But this is where I see the 
eed arise, because I could then go out to nursing homes if 
ie case arises, which it does. We see the need all the time, 
Jut at the moment I cannot do that. I-can only do it when 
eople come to me. I have had access to very inadequate 
ortable equipment where the dentist and myself have 
one out, but it has been a very efficient use of time, 
acilities and resources. 


The Chair: The committee appreciates your coming 
)day. We appreciate your presentation. Thank you very 
auch. I know that if there is any additional information 
‘ou feel might be helpful you will submit it to the clerk in 
vriting. Thank you all for coming. 























JACK GRYFE 


The Chair: I call John Gryfe. Welcome. Please begin 
‘our verbal presentation now and, if you would, leave a 
2w minutes at the end in case any of the committee members 
ave a question. 


Dr Gryfe: My name is John Gryfe. Actually, I prefer 
) be known by Jack. I am an oral and maxillofacial sur- 
eon. I practise in the city of Toronto. For those who may 
ot know, an oral and maxillofacial surgeon is a profes- 
onal with a dental degree and then formal surgical train- 
ig, which may vary but encompasses a minimum of three 
ears, and may have as much as five years, post-dental 
Jucation. I practise in the city of Toronto. I am also the 
‘airman of the Canadian Dental Association’s committee 
a community and institutional dentistry, and one of the 
‘eas we have been very interested in has to do with the 
schnology i in dentistry, including the uses of energy. 


The Chair: Are you here today as an individual? 
Dr Gryfe: I am here today as a private individual. 


_ The Chair: In that case you have 10 minutes for your 
resentation. 


Dr Gryfe: Madam Chairman, ladies and gentlemen, I 
ome before you today as a concerned dentist. In the short 
me allotted to me I hope to impress upon you the dangers 
f certain energy modalities currently in use in dentistry 
hen they are handled by inappropriate hands. The pro- 
osed health acts legislation, while recognizing this, fails 
» understand that dentists are trained to use this technol- 
gy properly. Unfortunately, the proposed legislation pro- 
ides medicine with the exclusive authority to apply and 
tder the application of these forms of energy. 





Specifically I will be reviewing possible hazards in the 
clinical application of laser technology, other visible light 
energy, and electrical energy. Yet these are used success- 
fully and safely by the dental profession today. 

Electrical energy has been used in the healing arts for 
almost as long as the modality has been known to man. 
Electrocoagulation is a well-accepted method for surgical 
management of certain soft tissue problems. The effective- 
ness of this treatment is also the likely basis for peril. The 
hotter the instrument’s tip and the longer the tip is applied 
to the tissue site, the greater depth and extent of tissue 
destruction. Because the gum tissue covering the bone of 
both the upper and lower jaws is quite thin, the possible 
destruction of not only the soft tissue being treated but also 
of the underlying bone is a real consideration. This is equally 
true of the fibres that support the teeth in their sockets. 

More recently, electricity has re-emerged as a means of 
therapeutic or pain-decreasing management. In 1987 the 
American Dental Association issued a status report on TENS, 
transcutaneous electric nerve stimulation, noting that 
“among factors influencing TENS performance are training, 
proper usage and patient selection involving psychological 
screening.” HFNM, high-frequency neural modulation, a 
recent advance, uses the same techniques as TENS, only 
with higher electrical current and increased frequencies. 
The current edition of the Journal of the Canadian Dental 
Association contains an article on electronic dental anaes- 
thesia, yet another modification of the same technology. 

Such potentially harmful forms of energy are com- 
monly used by dentists throughout Canada. 

During the last decade, a group of restorative dental 
materials has evolved that requires exposure to high-intensity 
white light in order that these substances be cured com- 
pletely. The light is applied by direct exposure from a fibre 
optic beam in a hand-held source. Different materials re- 
quire different exposure times. Failure to cure these materials 
properly will make them ineffective in preventing further 
tooth injury. While this light may appear to be harmless, 
the manufacturer’s instructions direct that both the dentist 
and the patient wear specially tinted glasses to prevent the 
possibility of eye damage. Because of the effectiveness of 
these materials, it is likely that their use will become even 
more widespread in future years. 

Perhaps the most exciting energy source is the use of 
lasers. Laser, an acronym for light amplification by stimu- 
lated emission of radiation, is recognized as having the 
potential to make a significant impact on the practice of 
dentistry in hard and soft tissue applications. 

Three different wavelength groups—ultraviolet, visible 
light and infrared—produce a wide spectrum of energy 
beams. These energy beams are converted into heat energy 
which, when directed at any tissue, begin to increase that 
tissue’s temperature. Depending on the temperature 
achieved, the target tissue may be coagulated, cut or va- 
porized. The amount of heat produced is controlled by the 
laser’s power, the laser’s wavelength and the duration of 
exposure. The effectiveness of this energy is also a product 
of its absorption into a tissue and the extent of scatter of 
the energy within that tissue. Different tissues have different 
percentages of water and organic material, each of which 
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can significantly affect the amount of energy penetration 
and scatter. 

At present, lasers are used to vaporize dental decay 
within the tooth structure, desensitize teeth to certain pain- 
inducing phenomena, perform certain soft tissue surgery, 
and sterilize and vaporize necrotic tissue in a tooth’s nerve 
canal during root canal therapy. A different group of lasers 
are being studied for their effectiveness in controlling post- 
surgical discomfort. 

Knowledge and professional skill is critical to the ef- 
fective use of such forms of energy. 

The most commonly used lasers in dentistry at present 
are created using either carbon dioxide gas—the CO? 
laser—or neodymium yttrium aluminum garnet crystal— 
the Nd: YAG laser—as the laser medium. These two lasers, 
both described as being hard lasers, have totally different 
capabilities. The COp laser is a surgical tool which rapidly 
develops large amounts of heat energy, whereas the 
Nd:YAG is not capable in its present state of creating a 
great deal of thermal damage unless it is misused. When 
using either laser system, however, both the patient and the 
dentist must wear specific eye protection to prevent optic 
tissue damage. The patient having CO? laser treatment is 
expected to have his or her eyes protected by the place- 
ment of wet gauze sponges over the eyes, followed by the 
positioning of clear safety glasses over the gauze sponges 
prior to the onset of laser use. 

Energy-producing technology has become an integral 
part of dental treatment. The techniques required to use 
these modalities demand a thorough understanding of the 
physiologic, pathologic, anatomic, chemical and physical 
implications of their application to prevent a wide variety 
of misadventures and complications. All of these basic sci- 
ence disciplines are included in the formal education of a 
dental student. 

It is my belief that neither the omnibus bill nor the 
dentistry bill in their present form properly ensure that 
these technologies will continue to be available in the dental 
office. I agree with the review that the ordering and appli- 
cation of these energy technologies should be controlled by a 
specific act. Further, I would suggest that this controlled 
activity must be extended to the Dentistry Act. Just talking 
off the prepared text for a second, I would suggest that 
what is in subsection 26(7) of the omnibus bill should be 
reproduced in the dentistry bill directly. Dentists are prop- 
erly prepared to manage this treatment modality. Under the 
RHPA we require the authority to continue to use such 
technology in the treatment of our patients. Thank you for 
your attention. 

Mr J. Wilson: Thank you, Dr Gryfe. I expect the On- 
tario Dental Association appeared before the review com- 
mittee on many occasions over the years. Do you have any 
idea why dentists were not given a controlled act pertain- 
ing to energy? 

Dr Gryfe: No, I do not. I really have no idea. I did not 
write the legislation. 


Mr J. Wilson: Neither did we. 
Dr Gryfe: I only had the opportunity to read it. 
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Mr Owens: Should we extend this controlled act te 
your profession, what would be the benefit to the public by 
having this act within your scope? 


Dr Gryfe: My concern is that by not having this as 
part of the Dentistry Act directly, we are going to lose the 
ability to use technology which is proven in the health car 
of our patients at the present time. This is what my fear is. 


The Chair: We have a request from the parliamentary 
assistant to clarify. 


Mr Wessenger: I understand the whole matter of energy 
use is to be allowed under the regulations, and I will as 
ministry staff to indicate the reason for that. 


Ms Bohnen: I think the issue for the ministry is just 
really which legislative mechanism is most appropriate 
There is absolutely no intention on the part of the govern- 
ment to prevent dentists from using forms of energy which 
they use in their practice. It is just a question of where 
within the legislation the authority is best placed. 


Dr Gryfe: May I comment on that? Totally acknowl- 
edging my glaring deficiencies in not being legally trained, 
it seems that if the subsection that I referred to is not 
reproduced directly in the Dentistry Act, then either we are 
possibly excluded or I suppose the alternative is that any- 
body else whom the act currently covers in any of the 
appendages to the umbrella of Bill 43 could theoretically 
use the same energy. I do not believe that some of these 
disciplines have the proper training to do so. 


Ms Bohnen: Until a regulation is made under the 
Regulated Health Professions Act specifying hazardous 
forms of energy or their applications, and further specify- 
ing which professional groups may use those forms of 
energy, the controlled act really has no meaning. It will be 
through the regulation-making process that, first of all, the 
hazardous forms are identified and protected and then allo- 
cated to the appropriate professions. 


Dr Gryfe: Does the paragraph specifically reappear in 
the medical bill? 


Ms Bohnen: It does, for the reason that—according to 
any view of what forms of energy will be listed, for exam- 
ple the first one that comes to everyone’s mind is ECT, 
electroconvulsive therapy—physicians will be utilizing it. 


The Chair: I want to thank you for your presentation 
before the committee today. If at any time you wish to 
communicate further with the committee, please feel free 
to do so in writing through our clerk. We appreciate your 
appearance today. 


1000 


ASSOCIATION OF CONCERNED CITIZENS 
FOR PREVENTIVE MEDICINE 

The Chair: I call next the Association of Concerned 
Citizens for Preventive Medicine. Please come forward 
and introduce yourselves. You have 20 minutes for your 
presentation. We would ask you to leave a few minutes at 
the end for questions. 

Mr Dugas: Thank you, Madam Chairman. My name 
is Ron Dugas and I am the president of the Association of 
Concerned Citizens for Preventive Medicine, a non-profit, 
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national consumer organization which is dedicated to the 
evelopment of preventive health care in Canada. It is in- 
‘orporated under a federal charter and has a membership 
»f 9,500 members across Canada. 

The ACCPM has been associated with the process 
eading up to this proposed legislation since its inception 
Sieny years and several governments ago. Because it has 
‘eservations on some points, the ACCPM gives a guarded 
velcome to the proposed legislation. The legislation makes 
| real effort to ensure that self-governance by professions 
vill be guided by true attention to the public interest. We 
ecognize that effort and appreciate it. 

__ The new law intends to increase public participation in 
he councils of the colleges. We also welcome this idea. 
dowever, we do find the procedures and rules too com- 
lex. To deal with this, we urge a simplification of the 
brocedural rules set out in the health professions proce- 
dural code without diminishing the efficiency and fairness 
of self-governance. The system set out in the procedural 
ode and the individual professional acts fails to provide 
or an essential committee—one to promote and provide 
yontinuing professional education. 

We welcome the fact that the “monstrous harm” or 
‘potential for harm” clause has been omitted from the leg- 
slation before you, along with the draconian penalties pro- 
nosed by the Health Professions Legislation Review 
sommittee. We wish to advise the committee that there are 
‘nterests which wish to revive some form of harm clause, 
‘or whatever reasons. Our concern is that the committee be 
lerted to any attempt by any person or any organization to 
introduce such a draconian, irrational and unfair clause 
gain. The ACCPM is firmly opposed to the introduction 
of any such clause. 

_ As has been demonstrated by the attempts made pre- 
‘iously, the only result of such a clause is unjustified re- 
triction of normal constitutional freedoms. The safeguards 
n the Criminal Code of Canada and under the proposed 
controlled acts are quite sufficient to provide the necessary 
emedies and protection. The whole clause offended against 
ommon sense and fair play. It was apparent that it was 
ntended to intimidate any person who was not regulated. 

We object to the designation of diagnosis as a con- 
tolled act and consider it should be struck out. The language 
as been changed to avoid the term “diagnosis,” but this is 
Vhat is meant and intended. In our view, this clause lacks 
he rationality found in the remainder of the legislation. 

First, it prevents an unauthorized person from stating to 

ne patient what he or she believes to be the problem, and 
ae causes of the person’s health difficulty. This is, as far 
S$ we are concerned, an infringement of free speech and 
ommunication. 
Second, it means that a patient is expected to accept 
‘eatment from someone who has to explain what treat- 
nent they intend to apply or advise but is not permitted to 
xplain the whys and the wherefores. 

Third, there is only one rational explanation for this 
lause, that is, it is intended to make impossible the practice 
f any form of physical, nutritional or psychological therapy 
ly any person who is not a member of a regulated profession. 
“hat was an intent also of the original harm clause and the 











original diagnosis clause. It continues to be the reason for the 
diagnosis clause under review here. 

Fourth, this clause will make impossible—except 
through exemption by regulation, for which there is no 
guarantee—the practice of natural healers, psychotherapists, 
social workers, pastoral counsellors, parole officers and 
crisis counsellors. With this clause included, the act would 
throw thousands of unregulated health care workers into 
legal jeopardy. 

Fifth, if you leave it to the courts to settle what the clause 
means, you will be putting all unregulated and many regu- 
lated workers in legal jeopardy. 

An article which appeared in the Globe and Mail of 
August 8, 1991, under the editorial section supports the 
practice of traditional medicine and a regulatory regime 
which does not suppress it. This is what the Globe had to 
say in part: 

“The practice of traditional forms of medicine is growing 
rapidly in Canada. Many Canadians, dissatisfied with the 
conventional system, are turning to these healers, and prac- 
tices new to Canada have been brought here by the recent 
influx of migrants of non-European origin. It is based on 
centuries of human experience. 

“While many Canadians might not want to seek the 
advice of natural healers, their reluctance should not translate 
into a regulatory regime that denies others the opportunity. 
In both Europe and Asia, conventional medicine and tradi- 
tional medicine live alongside each other and work to- 
gether for the health of the people. They need to learn to 
do so better in Canada.” 

This clause is an offence against common sense and 
fair play. It can only be supported on the basis of trying to 
maintain a monopoly situation. It cannot be justified and 
should be deleted. 

The naturopathic profession has been omitted from the 
legislation although it has been a regulated profession since 
1925. However, the wrong which has been done to the 
naturopathic profession has been recognized. The Ministry 
of Health is proposing to include a naturopathy act after 
this legislation has gone into effect. Meanwhile, the pres- 
ent legislation allows for the continuation of the Drugless 
Practitioners Act in such a way that naturopaths will con- 
tinue to be regulated. However, as we point out in our 
submission, the presence of the diagnosis clause and the 
exclusion of the naturopathic profession from the schedule 
of regulated professions would effectively bar this profes- 
sion from practice. 

We feel that in order to deal with this situation a natur- 
opathic act should be added to the legislative package with 
consequent amendments. The ACCPM is appreciative of 
the proposal made by the former Health minister, Ms 
Gigantes, that acupuncture will also be exempted from the 
controlled act. If acupuncture is not to be a regulated pro- 
fession, as we believe it should be, then it is fair and right 
that provision should be made to exempt acupuncture from 
the prohibition of using the controlled acts which it needs 
to employ in order to be able to continue its practice. 

Unfortunately, the promise made by the former Minister 
of Health, although sensible and well-intentioned, is general 
in its terms. It does not say what licensed acts, nor does it 
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specify when the exemption will be implemented. We rec- 
ommend that acupuncture be added to the list of health 
professions in schedule 1. 

Madam Chairman and committee members, these recom- 
mendations from the ACCPM are intended to support such 
major factors as justice, fairness and non-discrimination. 
Thank you very much. 

1010 

Ms Haeck: Thank you very much for a very informative 
presentation. We have had a few presenters with a, shall 
we Say, strictly consumer orientation rather than a profes- 
sional one. I will have to admit my own bias in this: I 
would like to see broader consumer education. 

How would you approach that particular issue of in- 
forming the general public about the variety of specialties? 
You mention naturopathy and acupuncture as two that are 
of interest to you, as well as the concern about the diagno- 
sis clause. How would you, in the process of preventive 
medicine and all the things that you stand for, make the 
public much more aware of those kinds of concerns? 


Mr Dugas: We honestly believe this is a dual role. 
Not only the consumer organizations but the government 
itself have to play a leading role in informing the public as 
to what the different disciplines are, the qualification, com- 
petency of groups, and so on. It is very, very important for 
the government—and I think it will be with this advisory 
council which will be formed later on after this becomes 
law—to work co-operatively with consumer groups to 
relay this type of information to the public. 


Ms Haeck: With the diagnosis clause that you obvi- 
ously feel quite strongly about in its current format, do you 
not believe that it is really going to protect the unregulated 
professions as well as the public? 


Mr Dugas: | think it is a foregone conclusion. I am 
sure you know that many groups have addressed the com- 
mittee and have indicated their gravest concern about this 
particular clause. As we have explained in our submission, 
how can we support, as an example, unregulated practi- 
tioners and also regulated practitioners, if they cannot ac- 
tually give a diagnosis to a patient? We feel this is an 
impossible task. 

As we have indicated also in the submission—and this 
is one part I think that the committee members have to 
fully understand—if I as a consumer am prepared to pay 
out of my own pocket to see a natural healer, at no cost to 
the taxpayer, why should I have restrictions in the law 
which will not permit me to get a diagnosis from someone 
I feel is competent, if I feel I do not want to be treated by 
conventional means, be it drugs or surgery, as an example? 
We feel this is a very important factor and should have an 
impact on this legislation. 


Mr Beer: The two intentions, as I understand the leg- 
islation, are: one, to protect the public, and second, to develop 
greater access. Clearly, in the areas that you are discussing, 
for many people there are many new practices that are, if 
you like, pushing the envelope, changing the way we look 
at health care and health services. I wonder if you might 
comment on the advisory council and its proposed role 
once this legislation, with or without amendments, goes 


forward, in terms of dealing with perhaps what we call 
newer professions that will come along wanting to be self- 
regulated. What are the key things that you would want to 
see in the way that advisory council functions? Perhaps 
you could give us some comments on that. | 


Mr Dugas: We have had a good look at the area of the 
advisory council, and I must say that we are pleased with 
the manner in which this has been struck. With many of 
these new disciplines that might be up for regulation, very 
definitely we feel the safeguards are there. I cannot add too 
much, because I personally, as president of the organiza- 
tion, and our organization are quite pleased with the proposal 
under advisory council. 

But I would like to make one more point, and I think it 
is important. Often we hear about charlatans, and I think it 
is good to raise this, because as a, consumer I feel it is 
important for people to understand where we stand and 
where we are coming from. Many times when we are 
speaking of a traditional medicine, people think immediately 
of charlatans. Let me give you an example, and this is where 
we can have a professional group, be it the medical doctors. 
or anybody else, have a complete monopoly on a system. 
Let me give you an area that you should be having a good 
look at, because you can have charlatans among medical 
doctors the same as you can have in traditional medicine. 

There is one controlled act which really concerns us, 
and that is the controlled act 4, which has to do with the 
moving of the joints of the spine. Let me tell you, if you 
were, as an example, to see the background and the educa-. 
tion of a chiropractor, where the general thrust of what he 
learns has to do with the manipulation of the joints, he does 
this continually. He becomes a specialist in it. The way this. 
is now drafted, any doctor, a general practitioner, as an 
example, can actually work the spine on a patient. Maybe 
that general practitioner, as an intern, has taken a course of 
maybe a few hours’ in manipulation of the spine. I can 
understand if you are talking about a specialist who deals 
in surgery about back problems. He certainly has all the 
competency that you would want. But I would much rather 
go to a chiropractor than go to a general practitioner when 
it comes to my spine. 

So I say, is this not a bit charlatans when you talk 
about—it is not the fault of the medical people. But I am 
saying, let’s have a good look at the law. It is not because a 
group is professional that they have the competency in 
dealing with the health care situation. 


The Chair: Question, Mr Wilson, one minute. 











Mr J. Wilson: Just going back to the diagnosis clause 
for a second, you mentioned, as a number of groups have, 
that it should be scrapped. But do you have any sugges- 
tions for the committee on what might replace it, given that 
we have all read in the papers and as members we have all . 
had the calls to our offices by people who have visited 
so-called quacks? You are right, when people pay out of 
their own pocket they expect a level of competency. But 
fortunately the legislation is being introduced to try and 
get rid of the quacks. So what would replace that section? 





Mr Dugas: I am sure you have met with Professor 
Evans, and we have worked with him all along. There is - 
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pne particular clause in there which maybe we as consum- 
vrs feel we could live with, and that is the competency 
vlause. But this would be difficult again. The only thing 
ve would worry about is if you went before the courts and 
1ad a judge, or he had a committee, completely versed in 
sonventional medicine, and not knowing anything about 
taditional medicine, maybe then they would not get a fair 
yhake due to the fact that the judge or the courts do not 
ully understand what this other medicine is all about. But 
naybe there is something that could be worked from that 
‘ompetency clause with regard to the different disciplines. 


| The Chair: Thank you very much for your presentation. 
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MATTHEW YEAGER 


The Chair: I call Matthew Yeager. Welcome. You 
aave 10 minutes for your presentation and we would ask 
vou to leave a few minutes at the end for questions. 


Mr Yeager: Thank you. My interest in the legislation, 
3ill 43, is primarily with respect to the disciplinary systems 
surrently in operation among the five health professions 
egulated by the Health Disciplines Act and the improved 
yystem that is proposed in the bill presently before this 
sommittee. My motivation is that of a researcher long fas- 
sinated by the area of white-collar deviance, and therefore 
-come.to this area with a perspective markedly different 
rom most of the witnesses you have heard. 

To date, I have had an opportunity to conduct a prelim- 
nary inquiry into the disciplinary systems of four of the 
argest professional colleges, those being the College of 
»hysicians and Surgeons of Ontario, the Royal College of 
ental Surgeons of Ontario, the College of Nurses of Ontario 
ind the Ontario College of Pharmacists. Together these four 
‘olleges, as you know, represent about 180,000 licensed 
wactitioners in this province. 

_ Under the existing act, each college is required to es- 
ablish a separate registration and discipline committee, and 
he act gives these committees the legal authority to hold 
ormalized hearings with the legal power to revoke or sus- 
vend a practitioner’s license. 

While the public may assume that these two commit- 
2es handle the majority of misconduct/incompetence cases, 
uch is not the case, at least by my preliminary inquiry. For 
xample, of the 95 decisions issued by the complaints 
committee for the dental college from April to October 
990, only 6% were referred to the discipline committee. 
\pparently even fewer cases are referred by the executive 
ommittee to the discipline committee, which initiates its 
‘wn investigations into some of the more serious rule vio- 
ations, such as drug trafficking, misuse of prescriptions, 
‘rug addiction and sexual abuse of patients and/or staff. 
Vith respect to the College of Nurses of Ontario, only 23 
ases, that is, 4%, were referred to the discipline committee. 
‘hat is out of the complaint committee. An additional 
umber of cases were referred to the registration committee. 
Because the formal power to revoke a licence is vested 
1 only two committees, all of the professional colleges 
ave tended to keep disciplinary matters away from these 
wo bodies. Indeed, my preliminary studies have found 
rat potential disciplinary cases can be found across a 








number of different committees in each of the colleges. I 
say potential because, to my knowledge, no governmental 
body, including the Ministry of Health, which has over- 
sight responsibility, has conducted an audit of any of the 
complaints/investigations being processed by any of the 
professional colleges. 

The situation is compounded by the fact that a number 
of potential reporting sources for assessing misconduct or 
incompetence are entirely separate and unconnected to the 
professional colleges. This is true for the Ontario health 
professionals assistance program, which is a private pro- 
gram that receives moneys from the colleges to only make 
treatment referrals and conducts no follow-up, and is also 
true for the various malpractice insurance claim programs 
where litigation is commenced against a health profes- 
sional. It is also true, interestingly enough, with respect to 
the quality assurance program of the College of Physicians 
and Surgeons, which is kind of a random survey each year 
of about 250 physicians, where they go in and do an audit 
of their office. 

Indeed, it is difficult to fully understand the scope of 
professional discipline or to analyse trends from year to 
year, because none of the colleges has a computerized 
database for discipline cases that would permit a compre- 
hensive statistical study. 

With the above in mind, it is incomprehensible, at least 
in my opinion, that the proposed legislation would continue 
to balkanize discipline matters among a host of committees, 
those being executive, registration, complaints, fitness to 
practise, quality assurance and discipline. I strongly rec- 
ommend to the committee that only one entity be created 
within each college to conduct investigations, receive 
complaints and dispose of those complaints. This means 
that the activities of the complaints, discipline and fitness 
to practice committees should be combined and that all 
special investigations be managed by this new unit, so that 
the entire disciplinary process is housed together and 
therefore better susceptible to external review. 

As you well know, the minister has the authority to 
audit any of the five colleges under the existing Health 
Disciplines Act, a power which is discretionary, not man- 
datory. In fact, I was amazed to learn that while the Health 
Professions Legislation Review conducted a survey of 
other disciplinary systems in the US and foreign countries, 
and indeed other provinces, no statistical research was 
conducted of any of the existing colleges in Ontario. In 
fact, I am unaware of any research agenda by the Ministry 
of Health in this area, which in my opinion is the greatest 
single indictment of government-delegated self-regulation 
of the health professions. I would therefore recommend 
that Bill 43 mandate that the minister audit the disciplinary 
system of each college every several years. 

The remainder of my observations are somewhat tech- 
nical, and I will not bore you with going over them so that 
perhaps you can ask me a question or two. 


Mr Jackson: Professor Yeager, thank you for a very 
stimulating brief set out very succinctly. I have a dozen 
questions and I am only going to get one or two on. 

Perhaps I can ask staff on your behalf, with respect to 
recommendation 1, the point you raise of combining the 
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various groups into one body, is it possible for our legisla- 
tion that we are currently working with, to reach into this 
area, or are the regulations governing the point raised in 
recommendation 1 by Professor Yeager found in other leg- 
islation or within the regulatory frameworks for the sepa- 
rate colleges? 

Mr Wessenger: I would just like to comment with 
respect to recommendation 1. I think there is a major prob- 
lem with combining the whole disciplinary procedure with 
the complaints procedure, in that if you are trying to have 
the principles of natural justice prevail, it is somewhat unfair 
to have the prosecution and the judge all on one body. I 
think it is very important to have a separate body hear the 
complaints in order that fairness is given to all concerned. 


Mr Yeager: The problem, Mr Wessenger, that you have 
with that theory is that what you have done by creating that 
structure is you have a very logical behaviour occurring 
among all the professional colleges. They are doing every- 
thing they can to keep the disciplinary cases out of the regis- 
tration and disciplinary committees. 

They have the formal power to revoke and suspend. 
While you may think in theory that it is good to have a 
separate complaints unit to investigate complaints, what 
happens is that the natural tendency is for these bodies— 
and of course, they have the power to affect the livelihood 
of their members—to keep those cases away from the 
powerful committees that can perhaps do some damage to 
their profession. 

I think that is really the wrong approach. I think that 
for the purpose of conducting external review and studies 
and to look at how they are disciplining, and here we are 
talking about rates of revocation, rates of suspension, re- 
cidivism—we know nothing about the recidivism of health 
professionals in this province. I was not able to locate any 
studies that could tell you over a period of 10 years which 
physicians or dentists or pharmacists had two, three, four, 
five, six complaints against them. It does not exist right now. 
I think I would take a minority point of view and suggest 
that perhaps the committee reconsider the structure, because 
this behaviour is normal behaviour that is dictated by the 
structure of how you set up the committees. 


Mr Wessenger: I think I would like to also have min- 
istry staff comment. They would like to have an opportunity 
as well. 


Ms Bohnen: I would like to comment, first to answer 
the initial question that was asked. It is this legislation 
which provides the structure and the rules for the commit- 
tees. It is not any other legislation or the regulations. 

In terms of fitness to practise, it is important to remem- 
ber that it is completely different from discipline. It adjudi- 
cates cases where it is alleged that a member may be 
physically or mentally incapacitated. It starts essentially 
with information coming to the college. Then it goes to a 
board of inquiry. Usually outside examinations are con- 
ducted of the member’s capacity. So I do not see that the 
same factors or influences come to play in dealing with 
incapacity as in discipline. 

The theory of having separate complaints and disci- 
pline is to have a much more consumer-friendly complaints 
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procedure whereby individuals can have easy access to a 
complaint investigation and it can operate as a kind of 
screen. I think that many of the colleges and professional 
associations would certainly dispute the speaker’s sugges- 
tion that there is an intention in the colleges to keep cases 
away. I think what might be relevant to that is the fact that 
of cases reviewed by the Health Disciplines Board brought 
there by complainants who are not satisfied with the out- 
come by the complaints committee—I cannot give you a 
statistic, but I believe only a small proportion result in a 
recommendation that the case be referred to discipline. 


Mr Yeager: Criminologists historically have dealt 


with the issue of manifest and latent function, manifest 
being what rhetorically the colleges say they are doing and 


want to do, and latent meaning what they are really doing. 
What they are really doing with the vast majority of disci- 
plinary cases is keeping them out of the formal committee 


structure. I think that is an error you ought to re-examine. 
You as a ministry official need to re-examine your whole 
oversight procedure because you have no ongoing research 
program and you have no ongoing auditing program in 
terms of looking at the oversight of these colleges and 
what is going on. 

That would be my testimony. I am sure if the committee 
has some follow-up, I can be contacted. 


The Chair: Thank you very much for your presentation. 
Similarly, if there is additional information that you think 


would be helpful to the committee, I would encourage you 


to submit further briefs in writing. 

Mr Yeager: I have a report coming out on the phar- 
macists. I would be happy to forward that. 

The Chair: Thank you. The committee will look for- 
ward to it. 
1030 


ONTARIO PSYCHIATRIC SURVIVORS’ 
ALLIANCE OF OTTAWA-CARLETON 





The Chair: I would like to call now the Ontario Psy- | 


chiatric Survivors’ Alliance of Ottawa-Carleton. You have 
20 minutes for your presentation. 


Mr Carne: My name is Bill Carne. I am the chairman 
of the local branch. This is Cathy Munroe, a member of 
our local branch. 

This is by way of background. We are a group of present 
and former psychiatric patients who have gotten together 
for self-support as well as to try to improve the quality of 
mental health care, this being one example. As some public 


relations here perhaps, we prefer the word “survivor” to | 
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“consumer,” “client,” “user” or that sort of thing, as they 
indicate a very weak and dependent position. We have 
overcome the crisis. We have come through it with our 


skill, our knowledge, our wisdom. It shows something | 


much stronger. 


We have used the mental health system and we know | 


where it does not work. The presentation I am making here 


will be covering basically Bill 55, which is our area of | 


experience and interest, the profession of medicine and 


particularly psychiatry. Our comments may prove of value | 


to other professions. I have four points to cover. 
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We really would like the principle of self-governance 
to be examined and perhaps replaced. There needs to be a 
more effective feedback mechanism so that the profession 
can be allowed to improve in the quality it presently gives. 

Second, the complaint process must allow an ordinary 
citizen to be able to place a complaint with a reasonable 
expectation it will be acted upon. The complainant must 
not be made to go through undue hardship for a valid 
complaint. As the present system exists, the doctor seems 
to have great advantages over the complainant. . 

While I was looking at this early this morning, the 
present system seems to be grossly flawed, at least in my 
knowledge of what exists. It seems to require the injured 
party and not the college to be responsible for detecting, 
reporting and, in a sense, prosecuting professional miscon- 
duct and incompetence. 
| Third, the percentage of doctors on the committees of 
the College of Physicians and Surgeons of Ontario should 
‘be less than it is at present. We would like a lot of other 
people to be on there, perhaps even a majority, so that 
‘other viewpoints can be seen looking at the health situa- 
tion. This would allow for a sort of a cross-culturalization 
of all these perspectives and maybe improvement of all of 
them by this mixing. 

Fourth, there is a need for standards and guidelines of 
practice. This is quite obvious. How can high standards of 
health care be expected to be maintained if there are no 
standards by which to judge if what you are doing is good 
or bad? 

In a little more detail, self-governance seems to be nice 
for the members of the governing body, but it does not 
‘seem to be that effective. The report from the Task Force 
on Sexual Abuse of Patients indicated there was a lot more 
abuse than was actually going through the college. In the 
States the psychiatrists, through self-reporting, said be- 
tween 7% and 15% of them had sex with their patients. 
This is clearly professional misconduct, but it is not com- 
ing through the college, and so what exists now needs to 
be changed and improved. 

__ Most of my friends are not psychiatric patients, but 
they have extreme complaints against the specialists’ arro- 
gance and insensitivity. For us the situation is even worse, 
because when we start complaining about something, that 
just is seen by the psychiatrist as proof of our diagnosis, 
that we have another one. Somehow a better system of 
feedback and supervision is necessary, supervision so that 
their decisions can be looked at and re-examined and feed- 
‘back just to make sure they are staying on course. The 
example I like giving is try driving with your eyes shut. If 
you have no feedback, you do not get very far. — 

The next point is the complaint process. Very valid and 
Serious complaints against doctors are not filed with the 
College of Physicians and Surgeons because people correctly 
realize that it is not worth it. It is a very unequal contest 
between the charged doctor and the person making the 
complaint. As an example, the person who is complaining 
is an outsider to the field of medicine, its jargon, terminology 
and attitudes. A doctor has the expertise and money of the 
Canadian medical protective association on his side, 
whereas a complainant, I believe, has to use his own money. 
















Most of the people on the committee are colleagues of the 
doctor. These doctors have been taught to approach a situa- 
tion in a very narrow and prescribed manner. In many cases, 
better alternatives do exist. There is also a great deal of 
trauma involved, especially if a loved one or yourself has 
gone through some distress because of your treatment. 

Again, to me there seems to be a gross flaw in this 
system. This is not a case of civil court. It is a case of trying 
to prove the quality of the profession and I see no reason 
why the complainant should spend his time and money, as 
well as endure distress over a long period of time, to try to 
improve the professional standing of the college. To me, 
this is really the duty of the College of Physicians and 
Surgeons, not the complainant. 

We would also like to make it more user-friendly to the 
injured party. As I was saying before, the way it is pres- 
ently written, the implicit assumption is that it is the duty 
of the injured party to take on the responsibility of the 
college and that seems to us to be absolutely nonsense. Just 
as a Suggestion, and there will be some extra cost in doing 
this, but I think if more effective feedback of these doctors 
were done, in the long run their competence would im- 
prove and that would reduce medical costs. It would also 
the reduce injury, pain and suffering and lack of productivity 
for those who have suffered injury because of the doctors. 

Doctors are taught in medical schools to approach a 
problem in a strict and limited manner. We would like to 
have social workers, psychologists and laypeople on there 
with their own different perspectives of mental health. By 
having this intermixture, you get a broader view of what 
has taken place and I think the professionals themselves, 
all of them, would increase in their competence. 
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Finally, setting guidelines and standards of practice: I 
understand the College of Physicians and Surgeons is con- 
sidering that, but I think this body should put some sort of 
time limit in there, because it may take an awfully long 
time. I believe the insurance companies in the States are 
insisting that doctors set guidelines in an attempt to save 
money. I can perhaps see the same thing happening here in 
Ontario. If the guidelines exist, maybe the Ministry of 
Health can save money. 

As one last point that is not in here, this group at 10 
o’clock, the Association of Concerned Citizens for Preven- 
tive Medicine—that is one thing our group is trying to do, 
to have alternatives where they presently exist. I will give 
you one example. One of our members spent a year in the 
hospital with a diagnosis of schizophrenia. He spent many 
years taking the so-called schizophrenic medication and 
now his hands shake. On his own, he discovered oil of 
evening primrose. His so-called schizophrenia disap- 
peared. His body did not produce— 

I am quite sure there are lots of other cases out there 
where a diagnosis of mental illness is actually something 
due to a physiological problem which perhaps these people 
could resolve if they were not limited by their apparent 
concerns with this legislation you have. I think that is my 
10 minutes I was supposed to speak for. 
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The Chair: 
presentation. 

Mr Owens: I think psychiatric patients are probably 
the most visible scars we have on our society of what can 
possibly go wrong. You mentioned schizophrenic patients 
and the effects of Haloperidol. 

In terms of the kinds of regulations that you would be 
looking for the college to write, how could we make that 
complaints procedure accessible? Would you want signs 
posted in doctors’ offices explaining the procedure and 
who to get in touch with or where to get in touch with 
people? What kind of recommendations would you make 
with respect to that? 


Mr Carne: I think that is very hard to do, because 
every case is quite different. I myself was trying to make a 
complaint against one of my doctors. I wrote to the Col- 
lege of Physicians and Surgeons about three years ago, 
asking what standards exist for psychiatry so I could com- 
pare what happened to me with the standards and decide 
whether it was worth while going through the process, but 
because there were no standards, I just felt it was worth- 
less. I think having some standards of practice within two 
and four years—as I recommend, guidelines for two years, 
standards for four years—is quite important. 

As I was mentioning earlier, it is not a matter that we 
come there, if you are assaulted by somebody else, the 
court system takes over and does all the work for you, 
does the legwork, does the investigation, does the prosecu- 
tion for you. If you have a complaint against your doctor, it 
is more like a civil court where you have to lay the charge 
and you have to prove the charge. Whereas to me, if the 
College of Physicians and Surgeons, as in our case, is 
trying to really maintain high-quality standards, it should 
be doing the prosecution of faulty doctors, not the person 
who has been injured. Those are two things I can recom- 
mend that I can think of. 


Ms Munroe: If I can speak to it as well, one of our 
other concerns is that a great many of us are marginalized 
and impoverished and oppressed, in a sense, by that system. 
Whether or not there can be individual notices of process 
in individual doctors’ offices, there should be a system of 
advocacy and public education in the public hospitals and 
in the mental health centres and in the community health 
centres. Perhaps that is another tactic to begin at this point—I 
do not think it has been attempted before—to look at the 
Advocacy Act and to look at the human rights issues in- 
volved in this issue. 


Mr Beer: My question is with respect to your com- 
ments around self-regulation. Is it not equally important that 
the professionals have a specific and direct concern about 
the issue of standards, the way in which they practise? That, 
in a sense, is why we want to have these professions self- 
regulated, in that the protection for the rest of us lies in the 
participation in the college and the kinds of standards and 
so on that would be drawn up. 

I would be concerned, if I understand the thrust of what 
you are saying, that you could then be saying to profession- 
als, “You don’t really need to be concerned about those, 
because those are going to be dictated by government.” Do 


Thank you very much for the thoughtful 


we not need to find a model where we have both involved, 
but where we make sure the professional is directly in- 
volved in the regulation of his or her profession? 

Mr Carne: I will make two comments here. One of 
my degrees is in social work, and we always talk in terms 


of filters, in the sense that if you are wearing yellow | 
glasses, everything you see is in yellow. Most profession- , 


als get so caught up in their own little area of expertise that 
they do not see the rest of the world. By having a lot of 
outside people and outside professions, health-related, they 
are still talking health but with a much broader perspective 
than any given profession would. 


Second, I believe the College of Physicians and Sur- | 
geons of Ontario has lawyers around to provide details and 


technical competence on the law. I quite readily recognize 
the need for, say, a surgeon or something like this to make 
presentations about the technical nature of their thing, but 
there are lots of cases, like in the case of sexual abuse or 
cutting off the wrong limb, where professionalism is not 
required. It is very simple. 

So I recognize the need for professionals to have input, 
but I do not think they should have the total majority say, 
like they presently do. I think it is outweighed about 4 to 1 
in most cases. 


Mr Hope: With the increase of laypeople actively in- 
volved in the committee, in the area of more direct power, 
would that not then straighten out the problems that we are 
seeing? We all understand the issue of trying to access 
complaints or access to human rights; it is such a complex 
situation, people fall down. But on the inner side—and I 
have always thought if you wanted to change things, you 





change them from the inner structure. You referred to the | 


yellow glasses, where everybody sees yellow. Would this 


not bring the blacks, the whites, the blues, the purples and | 
all the other colours in the place, when we increase the | 


lay members? 


Ms Munroe: I think that is what we were recommend- | 
ing. Mr Beer had mentioned making it a more consultative | 
process. That is one of our wishes, that laypersons include | 
people who have gone through some of the same procedures, | 


successfully or not. Lay persons might include lawyers, 
might include professors of ethics, might include other 
professionals with their own particular viewpoint. 


We recognize among ourselves, as survivors of the | 


psychiatric system, that doctors have a position of power 
and privilege and they have a very strong interest in main- 
taining this privilege. They do seem to be threatened on all 
sides by this wish among the society that things be opened 
up. I do not think it can be done while they are self-con- 
tained and while self-regulation is the only practice. There 
needs to be more equality. 


Mr Hope: Now for the second part of that, and that is | 


why I wanted to put it forward again. The second part of it 


is, would we be drawing battlegrounds inside the area of | 
the councils? You do not want to create more controversy | 
inside of it; you want to be able to do constructive things. I | 
am just wondering how we would do constructive things if | 


we do that. 
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Mr Carne: I think that would probably depend upon 
the individual people you choose. Our particular organiza- 
tion covers all ranges, from people who are totally anti- 
drugs, anti-psychiatry, to people who are very pro-medical 
model—whatever the doctor says goes. But there is about 
90% in the middle that we all agree on. I would hope you 
could choose people for your committees who are open to 
other ideas and prevent this professionalism saying, “I’ve 
got the best way and you stop treading on my territory,” 
sort of thing. As long as you have that, you are going to 
have a mess of a health care system. If you can develop 
some process—I do not know how, I must admit— 
whereby you get these people working together to improve 
and say, “This is your area, this is my area,” and on a 
consensus model work together, it will do much better. 
How, I do not know. I do not know these people who are 
up to that. 


The Chair: Please feel free to communicate with us 
in writing if there is additional information that you think 
might be helpful to us. Thank you. 
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ANDREE DURIEUX-SMITH 
The Chair: I call Andrée Durieux-Smith. Welcome to 
the standing committee on social development. You have 
10 minutes for your presentation. 


Dr Durieux-Smith: Madam Chair and members of 
the standing committee, I would like to thank you today 
for the opportunity of coming to address you. 

My name is Andrée Durieux-Smith. I am the director 

of the department of communication disorders at the 
Children’s Hospital of Eastern Ontario here in Ottawa and 
an associate professor in otolaryngology in the faculty of 
medicine at the University of Ottawa. I obtained my PhD 
in audiology at McGill University in 1974, and my re- 
_ search interests and clinical specialization are in the area of 
hearing screening of high-risk infants. I am here today as a 
PhD audiologist and as a member of the Ontario Associa- 
tion of Speech-Language Pathologists and Audiologists to 
"express my concerns about section 30 of Bill 43. 
Section 30 of Bill 43 restricts the use of the title “‘ doctor,’ 
a variation or abbreviation or an equivalent in another language 
in the course of providing or offering to provide, in Ontario, 
health care to individuals,” to members of the colleges of chiro- 
practors, optometrists, physicians and surgeons, psychologists 
and dental surgeons. 

As it stands, section 30 of Bill 43 is unjust to both the 
public and health care professionals. The reasons are as 
follows: 

First, the title “doctor” has historically been used to 
address individuals trained at the PhD level. Excluding 
some PhDs from using this title in health care goes against 
standard academic practice in other provinces and in other 
countries. Imagine the situation where a PhD with a uni- 
versity affiliation could use the title in an academic setting 
but would have to change his name tag when he crossed 
the boundary between university and health care settings. 
This situation is illogical. 

Second, the government’s attempts to reduce confusion 
on the part of patients and the public are certainly commend- 





able. If the purpose of section 30 is to reduce confusion, it 
falls short. In fact, it legislates confusion. How is the pub- 
lic to know which professional with a PhD they may call 
“doctor” and which professional they may not? Imagine a 
situation where a child has had an assessment by a team of 
professionals in a teaching hospital such as the Children’s 
Hospital of Eastern Ontario. This team, for example, in- 
cludes a paediatrician, an otolaryngology resident, a psy- 
chologist and a PhD audiologist. The parents meet with the 
team to discuss the results of the assessment. They would 
have to be instructed to use the title “doctor” when ad- 
dressing the psychologist, but not the audiologist. Would 
this situation not be confusing? Would it not also give a 
message to consumers about the worth of different profes- 
sions with similar training? 

Third, the proposed legislation would remove the 
consumer’s right to know the qualifications of his health 
care providers. Consumers have this right, and only then 
can they make informed decisions about their own health 
care. Consumer education is an integral part of health care. 
To promote ignorance about the different training of health 
care professionals is retrograde. 

There is no reason to suggest that non-physicians who 
have the title “doctor” would willingly mislead patients 
into believing that they are physicians or surgeons. The 
Ontario and Canadian associations of speech-language pa- 
thologists and audiologists have codes of ethics which clearly 
state that members must not misrepresent their training or 
competence to the public. A truthful representation of our 
training and competence can only take place if consumers 
are made aware of our qualifications. 

Fourth, the proposed legislation is a disincentive to ex- 
cellence in health care in Ontario. The PhD degree reflects 
specialization in a clinical area, as well as research expertise. 
This allows the PhD to bring a broad range of knowledge 
to the provision of clinical health care services. PhDs also 
have the skills to objectively measure the effectiveness of 
clinical practices and to develop new empirically based 
techniques that will encourage and allow for a greater de- 
gree of accountability. The proposed legislation does not 
recognize the value of enhanced academic qualifications 
and would certainly discourage many professionals from 
obtaining higher academic degrees. 

Finally, the proposed legislation reinforces gender 
biases in the health care system. The professions which 
will be allowed to use the title “doctor” under section 30 
are male-dominated professions, with the exception of 
psychology, whose membership is approximately 50% fe- 
male. Those professions that will be precluded include 
speech-language pathology, audiology, nursing, occupa- 
tional therapy and physiotherapy, which are all female- 
dominated professions. 

Unchanged, section 30 would support the differential 
treatment of female- and male-dominated health profes- 
sions and would send a clear message that the government 
of Ontario does not support equality in the health care 
system, but rather gender bias. 

Section 39 of the act does state that subject to the 
approval of the Lieutenant Governor in Council, the minister 
may make regulations allowing use of the title “doctor.” It 
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seems illogical that doctorates in female-dominated pro- 
fessions would be required to apply for special permission 
to use their rightful title. 

In summary, these five points clearly illustrate the need 
for the government to review section 30 of Bill 43 and 
expand the use of the title “doctor” to those health care 
professions offering doctorate degrees. Thank you. 

Ms Haeck: Thank you very much, Dr Smith. This is 
in some respects a personal concern, because I have had, 
not because of my own health but a member of my family, 
a few too many trips to Henderson General Hospital in 
Hamilton in the last few years. As you can probably appre- 
ciate, there is a sea of white coats that one does have to 
come to grips with. 

Knowing that the vast majority of patients with whom 
a health professional comes into contact may not be totally 
aware of qualifications and all of the various specialties, 
how do you address the confusion that they may perceive 
in the title “doctor”? 


Dr Durieux-Smith: I have been a director at the 
children’s hospital for 17 years and have dealt with families 
and their children. I do make it clear when I start off. I say 
that I have a doctorate degree, that I am not a medical doctor. 

I am confident that the title “doctor” reflects my level 
of education. I think consumers have to be educated that if 
the title is used, it just means that the person has had 
extensive training, and that they should not be confused 
with a physician, a surgeon or whatever. I feel that it is 
through consumer education that these professions can be 
recognized and that the consumer can become aware of the 
different levels of education of their health care providers. 

I honestly have never had this problem. I have dealt 
with families from all the socioeconomic strata. My degree 
is on my wall, it clearly says PhD, and I just describe what 
I do and who I am. 

I have also been able to bring the dimension of re- 
search to my department, which I think ties in with quality 
of care and certainly has an impact on quality of care. 


The Chair: Thank you very much for appearing be- 
fore the committee today. We appreciate your presentation. 
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BEREAVED FAMILIES OF ONTARIO, 
OTTAWA-CARLETON BRANCH 
The Chair: I call Bereaved Families of Ontario, Ottawa- 
Carleton branch. You have 20 minutes for your presentation. 


Ms Huckabone: I am Jean Huckabone. I am the exec- 
utive director with Bereaved Families of Ontario in Ottawa- 
Carleton. Bereaved Families of Ontario is a self-help 
organization working with professionals in this province. 
In 1978, there were five chapters throughout Ontario, and 
today we have 17, and are continuing to grow. 

Essentially, with the help of professionals, we train be- 
reaved persons to facilitate small discussion groups and 
provide one-to-one support. We help families accept the 
reality of their loss, rediscover the meaning of life, and live 
comfortably with memories of their child or loved one. 

We also educate the public and the health care profes- 
sion to become more aware of the special needs of the 


bereaved. Additional support is given families through 
monthly open-support nights, with an additional night for 
survivors of suicide. We provide education programs, 
guest speakers, a newsletter, and an overall caring and 
compassionate support system. 

I am here today to make a presentation to this committee 
regarding the Regulated Health Professions Act, known as 
Bill 43. Specifically, Bereaved Families of Ontario is con- 
cerned with that part of the act known as the diagnosis 
clause. This clause could, in our opinion, greatly affect the 
ability of social workers, with whom we work a great deal, 


to readily provide services to our families who have re- | 


cently experienced the death of a family member. 

As I understand the information that has been brought 
to my attention, the diagnosis clause under subsection 26(2) 
would severely limit the ability of social workers to com- 
municate or discuss a medical diagnosis with a patient or a 
family member. 

Usually of course, it is a physician who presents a 
diagnosis to a family about their loved one. Unfortunately, 
it is often the situation that the actual interpretation of this 
medical diagnosis for the family is left to other members 
of the health care team. Interpretation may involve discus- 
sion related to prognosis, lead time until death may occur, 
the possible ramifications for individual members of the 
family and the family system, and discussions of levels of 
interventions and medical options available. 

The experience of Bereaved Families of Ontario is that 
the team member frequently called upon to carry out these 
tasks is the social worker on the hospital medical team. It 
is critical, in our experience, that our families have an 
opportunity, prior to their member’s death, to discuss and 
prepare for the eventuality. 

We know clearly that those family members who come 
to us after experiencing the death of a loved one, and who 
have not had an opportunity to review carefully the impact 
of the death, to take part in decisions related to the quality 
of life and the death experience and come to grips with 
some of their intense feelings, do not manage as well as 
those families who had an opportunity to work through 
and experience these aspects. 

There are many scenarios that could be related to the 
committee to explain the importance of social workers to 
the families that come to us. A current issue is that of 
patients with AIDS or who are HIV positive. A case might 
involve a young mother who has contracted the virus un- 
knowingly from her husband. To further the tragedy, she 
has passed this HIV-positive trait on to her newborn. It is 
our hope that, prior to this woman coming to see us for 
assistance, she has had the opportunity to deal with her 
intense feelings of anger, guilt, bewilderment and so on with 
a social worker at the hospital. When she comes to see us, 
we will carefully monitor her progress with the assistance 
of our social work consultant while she participates in our 
self-help group. Should she require further assistance that 
is beyond the capability of the self-help group, our social 
work consultant is available to meet with her. 

How any of this could take place without discussion of 
the husband’s diagnosis of AIDS and her own and her child’s 
diagnosis as being HIV positive, is impossible to conceive. 


| 
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The fact that, under the terms of the proposed act, the 
social work profession is not included as a regulated health 
profession and that, furthermore, the act calls for fines and 
imprisonment should a social worker carry out one of the 
controlled acts, is reason for serious concern. It would be 

impossible for social workers assisting our families to dis- 
cuss with them the events leading to the family member’s 
death, their personal feelings of guilt, anger, sadness and 
heartbreak, and then help them to pick up the pieces of their 
life once again, without discussing the medical diagnosis. 

If there is any possibility that a legal interpretation of 
this proposed act could put social workers at risk when 
trying to help our families, they will not be able to assist us 

or our families adequately. 

On behalf of Bereaved Families of Ontario, I am asking 
this committee to recommend that this diagnosis clause be 

amended or deleted so that social workers will be able to 

carry out the function for which they are aptly trained. 

Failure to do otherwise will clearly hamper their efforts to 

provide service to the public and quality health care to 
families already in grief. ' 

I would like to thank the committee for its time, and | 
would now like to turn it over to my two colleagues. 

Mr Giles: I am Bob Giles. I am director of social 
work at Ottawa Civic Hospital. I am also here as a member 
of the Ontario Association of Social Work Administrators 
in Health Facilities. 

Ms Tataryo: I am Karen Tataryo and I am director of 
social work at the Children’s Hospital of Eastern Ontario 
here in Ottawa. 

_ Mr Giles: We will take questions actually. That is 
what we are available for. 

Mr Owens: Thank you. Formerly in my life I was 

involved in volunteer work with terminally ill patients as 
‘well as sitting on a psychosocial committee on the treat- 
ment of AIDS patients at the Toronto General Hospital. 
___ My question is, how do you see the discussion of a 
diagnosis contravening the controlled act of diagnosis? As 
a social worker or as a volunteer, we are not making that 
diagnosis, simply discussing the diagnosis of AIDS or 
whatever the condition may be. I am not quite sure how 
that contravenes the controlled act. 


Mr Giles: The discussions we had around this seemed 

to revolve around the word “communicating”. It is open to 
very broad interpretation. When we talked with Jean and 
she was expressing her concerns, this kept coming back; 
that even though there is a formal diagnosis that only a 
physician should be portraying for the first instance, it is 
the continued involvement of that diagnosis that seems to 
get in the road, identifying diseases or disorders or dys- 
functions as cause of symptoms and so on. 

That part in the legislation is just so broad and open to 
interpretation that we would really like to see if we cannot 
either amend it to firm it up or get rid of it completely so 
that it leaves social workers, working with families from 
Bereaved Families, for example, more open and free to 
deal with the patient’s concerns. 


Mr Beer: Just one further question on that specifically. I 
guess what we are wrestling with here is trying to still 


protect people from those who should not be giving diag- 
noses, and obviously the intent is not to stop you doing 
what you are doing. 

If this were taken out, or if social workers had their 
own act, is that seen—particularly the second one, because 
some have mentioned that might be a way of protecting 
those who are performing this function. Or do you think 
there would need to be specific exemptions for clergy, 
social workers, designated groups? What is your sense 
about the best way to get rid of what you feel is an overly 
broad definition? 


Mr Giles: Well, there are some options. You are quite 
tight. The social work profession is trying to gain legisla- 
tion, actually through the Community and Social Services 
ministry, because they are excluded from this particular 
act, and everybody agrees that legislation or regulation is a 
good idea. So either in this act one could make reference to 
professions licensed, I suppose, under another ministry or 
another act, or actually list exemptions. 

As to which is the best, I am not really sure which 
would be better, but somehow it has to be clarified. There 
are others besides social workers who would get involved 
in this. I am thinking of pastoral care people, for example, 
who are not listed in this act, and I am sure they also 
would be wanting to be in the list of exemptions. Right 
now there is no way in this act, as I see it, that we can be 
exempted from this activity. 


The Chair: Thank you very much. We appreciate 
your coming before the committee this morning. 
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ATTENDANT CARE ACTION COALITION 
OF OTTAWA-CARLETON 
The Chair: I call the Attendant Care Action Coalition of 
Ottawa-Carleton. You have 20 minutes for your presentation. 


Mr Simpson: My name is George Simpson. I am one of 
the board directors of the Attendant Care Action Coalition. 
I am also on the Ottawa-Carleton Independent Living Centre. 
With me are Avril Gunter, a director of the Multiple Sclerosis 
Society of Ottawa-Carleton, and Don Damiano from Ottawa 
Care Option. 

The Attendant Care Action Coalition, ACAC, of Ottawa- 
Carleton is comprised of adults with physical disabilities, 
living in the community and directing their own lives and 
attendant care services and representative organizations 
providing attendant care which makes such independent 
living possible. Our membership includes representatives 
from the Ottawa-Carleton Independent Living Centre, the 
Multiple Sclerosis Society of Ottawa-Carleton, the Muscular 
Dystrophy Association, the Daly Co-op Support Services 
and Ottawa Care Option. 

When the Schwartz report Striking a New Balance: 
A Blueprint for the Regulation of Ontario’s Health Profes- 
sions, came out, many people had objections to its recom- 
mendations. It was obvious to physically disabled adults 
requiring attendant care that such services would be im- 
possible if certain of the report’s recommendations were to 
be put into effect under the bill. 
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I will turn the second part of our presentation over to 
Avril, who will talk about the significance of attendant 
care services. 


Ms Gunter: We would like you to understand the re- 
lationship between an attendant and a person with a physi- 
cal disability whom they assist. The attendants provide the 
hands which enable the person with a disability to carry 
out the functions of daily living. Most of an attendant’s 
duties do not involve actions which are controlled acts 
under Bill 43, but others such as bowel and bladder care, 
feminine hygiene, some injections and the changing of co- 
lostomy bags are so defined under the bill. 

For someone who is working, and many of us do, ser- 
vices must be performed on time, at home or at work. Only 
a patient can afford the time to wait around for a nurse to 
perform intermittent catheterization or bowel disimpac- 
tion, and we do not consider ourselves patients. If a medi- 
cal professional has to perform these services there will be 
a great increase in the cost to OHIP and it will restrict our 
ability to direct our own lives. With the help of attendants 
we can live as productive members of the community. 

Paragraphs 26(2)5 and 6 are the things we are objecting 
to. These would prevent attendants from performing many 
necessary tasks for persons with disabilities. We feel an 
amendment must be added to section 28 of the bill which 
would recognize the following facts: first, that adults with 
physical disabilities have the right to direct their own lives 
and, second, that attendants should be exempt from con- 
trolled acts in the same manner as household members. 


Mr Damiano: In respect to the proposed passing of 
Bill 43, we feel that due to the individualization of attendant 
care needs by consumers, an amendment to Bill 43 for 
attendants in such procedures outlined in the bill should be 
considered a right, not a privilege, for every person should 
have the right of choice, consistency and access to his or her 
care requirements, whatever they may be. In the area of 
attendant care, we feel we are a community-regulated 
field, as it includes responsible professionals, administra- 
tors of government-funded attendant care programs, family 
members, consumers and service providers. 

Since some of the procedures outlined in the bill are a 
daily requirement for day-to-day existence by consumers of 
attendant care services, if Bill 43 is passed without amend- 
ment for attendants you will be passing a bill which regulates 
existence, quality of life, human dignity and the freedom 
surrounding their own person, therefore disabling their 
ability to control their own destiny, for living one’s life is 
what makes existence so worth while. 


Mr Simpson: I will conclude by saying that we have 
physical disabilities which prevent us from performing 
some of the necessary functions of daily living, and thus 
we need assistance in order to live independently in the 
community. Any legislation aimed at controlling our atten- 
dants is detrimental to our ability to be contributing mem- 
bers of society. Thank you. 


The Chair: Thank you very much for your presentation. 
We have had some extensive discussion at committee and 
there is a Hansard which has the ministry’s response to this 
point, that has been raised by others. I am going to ask the 


clerk to take your names and addresses and we will mail 
you a copy of that Hansard. I apologize that it is not here 
this morning. We have it on file. Parliamentary assistant, 
do you want to have ministry response? 

Mr Wessenger: Yes, I think perhaps I should indicate 
to you that the minister and, I believe, the previous minis- 
ter have indicated there will be some sort of exemption 
provided under the regulations for attendant care. 


Mr Simpson: That will be included in the act itself? 


Mr Wessenger: No, the undertaking is with respect to 
the matter of regulations. However, regulations legally have 
the same status, basically, as an amendment under the act. 
They are all part of the legislation. Legislation includes both 
the act and the regulations that are passed under that act, so 
they all are considered legislation. 


The Chair: When you read the Hansard you will see 
that there is commitment from all three caucuses and all 
members of this committee to support attendant care and 
living in the community and there is a desire among every- 
one here to ensure that you have that information. There is 
no desire by anyone in any way to restrict individuals who 
can live independently in the community. We will send 
you along that Hansard and after you receive it, if there is 
additional information that you think would be helpful to 
the committee, please feel free to communicate with us in 
writing. 

Ms Gunter: We feel that we should not be subject to 
regulation. As we said in our brief, we do not feel that we 
are patients and we feel we have struggled for a long time 
to get away from being medicalized and do not want this 
bill to return us to that status. 


The Chair: The point you make has been made before 
at the committee and there has been some discussion in the 
Hansard as to the difference between personal care and health 
care services, and commitments have been made to define 
that and exempt that by regulation. The regulatory devel- 
opment process will also be a part of the advisory council 
which will be established, and that is included in the com- 
mitments in Hansard as well. Thank you very much. 


1120 


JAY McSPADEN 


The Chair: I call Jay McSpaden. Welcome to the 
committee. You have 10 minutes for your presentation. 

Dr McSpaden: Good morning. My name is Dr Jay B. 
McSpaden. I am a trained teacher of the deaf, a certified 
audiologist, a licensed hearing instrument practitioner and 
a professor in graduate programs in audiology and com- 
municative disorders. I am on the medical staff of a hospital 
and, most important, I am a consumer of hearing aids and 
assistive listening devices. 

I am here today to urge you to not make the prescrip- 
tion of hearing aids a licensed act in Ontario. In my view, 
making the prescription of hearing instruments a licensed 
act limited to physicians and audiologists is not in the best 
interests of the citizen consumers of the province. Rather, 
it is based upon an overreaction to rumour and myth and is 
not in the best interests of the government, physicians, 
audiologists or the hearing instrument practitioners. 
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Permit me to explain. First and foremost there is no 
record of a risk of harm to the consumer in the fitting of 
hearing instruments by professional hearing instrument 
practitioners within this province. To pretend that the pur- 
pose of this proposed clause in the bill is to reduce the risk 
of harm to which the consumer is subject is to play upon the 
rumour and myth that such cases exist, that they exist in 
large and/or significant numbers and that the professional 
association to which the practitioners belong is incapable 
of policing its members and their activities. This is not the 
case. There is no record of such a problem. Therefore the 
avowed purpose of this bill is obviated and, in terms of 
reducing the risk of harm, it is a case of chasing ghosts. 

Second, it is important that you understand that the 
technology involved in the identification of the ideal hear- 
ing instrument fitting is an extremely dynamic one. It in- 
volves keeping current with the latest technological 
advances. There are counselling aspects of adaptation to 
the instrument which must be facilitated, close supervision 
and maintenance of difficult and problem cases and the 
establishment of the basis for a long-term working rela- 
tionship which can optimize the communicative efficiency 
of the aided consumer. 

Third, these activities require continuing education and 

upgrading. They necessitate continual modification and 
improvement of the knowledge base. They require dedica- 
‘tion and commitment, and those activities take time. It is 
virtually impossible for anyone to keep up with more than 
one of these fields. To be a physician and keep up with all 
‘the advances in technology in the field of hearing instru- 
‘ments is, I submit to you, a truly unrealistic expectation. 
‘Yet, if physicians are to prescribe hearing instruments, they 
must keep abreast of the leading edge of the technology 
which is completely outside of their area of expertise. If 
they do not keep absolutely current with the growth of this 
technology, in addition to keeping abreast of advances in 
their own medical specialties, the consumers of this prov- 
ince can only be treated to an increasingly aging technology 
which cheats them, does not optimize their residual commu- 
nicative potential and in the final analysis does place them 
at risk of harm by default. 
Fourth, these same arguments must be made regarding 
the professional clinical audiologist. The growth of clinical 
awareness, improvement in equipment and techniques per- 
tinent to the identification of expanding otopathology and its 
impact of increasingly complicated contribution to health 
care places enormous stress upon the clinical audiologist. 
The impact of an entirely new field of technology, which 
in itself is continually expanding, is unreasonable for the 
audiologist, unfair to the government and unrealistic for the 
patient. The outcome of such a system fosters the practice 
of the history of the profession rather than to be able to offer 
to your constituent consumers its cutting edge. 

Ladies and gentlemen, I have taught in graduate train- 
ing programs for the training of audiologists and physi- 
cians off and on for more than 20 years. I am well aware of 
the amount of training in hearing instruments and hearing 
instrument technology to which they are exposed. With a 
very few notable exceptions, the clinical audiologist is not 
sufficiently trained in the cutting-edge hearing instrument 

















technology to prescribe such instruments in this decade. 
They may well understand the history of the profession 
and its technology, but they do not, understandably, have 
the time necessary to concentrate on the technology which 
consumers deserve to have available to them in their own 
quest for communicative efficiency in their lives. This is 
not anyone’s fault. It is simply a statement of fact. If they 
are licensed to have prescriptive control of these devices, 
the patient, the government and the consumer will be 
poorly served. 

Licensing the prescription of hearing aids to physicians 
and audiologists alone ignores the group of qualified, reg- 
istered, established hearing instrument practitioners who 
currently conduct their services throughout Ontario. These 
professionals have steadfastly co-operated with the gov- 
ernment in upholding the standards of their profession and 
the honour of their individual persons. They are an integral 
part of the hearing health care delivery system within the 
province and as such they have a vital role to play. 

It is important that you understand the current and po- 
tential demand for services within this province and the 
availability of professionals to meet those needs. Those hear- 
ing instrument professionals are an important part of the 
success of the system in Ontario. Without them, I believe the 
system becomes a logistic nightmare which penalizes the 
communicatively impaired consumer by forcing him or her 
into a mechanism in which the delays are unconscionable 
and the dangers of conflict of interest unrestrained. 

The ultimate effect of this legislation is not increased 
consumer protection. Rather, in my opinion, it guarantees 
income in perpetuity to authorizing and dispensing audiol- 
ogists and physicians. It removes any possible question as to 
the appropriateness of their prescription, as no alternative 
authority would exist. There would be nothing to compel 
them to keep pace with the technological advances, as with- 
out competition or any real threat of malpractice, quality 
delivery of service would be defined by them. 

Two points need to be made. A hearing aid is simply a 
tool which, if appropriately used, improves communicative 
efficiency. Can it cause harm? Certainly it can, as with any 
tool which is improperly utilized but—and this is critical— 
that statement is equally true regardless of who fits or 
dispenses the hearing aid. Regardless of the prescription, 
there is never a guarantee that it could not be misused and, 
if so, would not cause a risk of harm. Making prescription 
a licensed act cannot diminish that risk. 

Second, I believe there is a serious misperception afoot 
here in the province. A majority of the audiologists work- 
ing in this province are American-university trained. Their 
exposure to hearing instrument practitioners in the United 
States does not reflect the quality of these practitioners 
who have been Sheridan College-trained, who have been 
evaluated, examined and regulated more highly than al- 
most any profession in this province and who are currently 
authorizers in Ontario. 

This group, the practitioner-authorizers of the Association 
of Hearing Instrument Practitioners are, as a group, some 
of the best-trained, most highly professional and most highly 
experienced specialists on the North American continent. I 
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travel all over that continent, ladies and gentlemen, and 
that is exactly correct. 

The matter before you is not, I submit, being driven by 
a real need for consumer protection. The consumers have 
already spoken and they do not want prescription to be a 
licensed act. It is being driven, I believe, by a desire for a 
legislative monopoly which guarantees income without 
quality control or interference. If you pass this bill un- 
changed, who protects the consumer then? 

I urge you not to make the prescription of hearing aids 
a licensed act. Properly trained practitioners combined 
with medical clearance would address any concerns for 
potential risk of harm or conflict of interest. I would be 
happy to answer any questions that you have. 


Mr J. Wilson: Sir, you touched briefly on the conflict 
of interest question. From what we are hearing from minis- 
try officials, for the government the issue surrounding the 
prescription of hearing aids is boiling down more to the 
fact that there is an inherent conflict of interest in having 
the same person prescribe and dispense. Could you just 
comment on that a little further? 


Dr McSpaden: Yes, I would be happy to. I have sev- 
eral thoughts on that matter. One of them is that I do not 
find that similar question being raised about physicians who 
recommend surgery and then perform the surgery and I do 
not find it raised about audiologists who are both authorizers 
and dispensers. It occurs to me that this is a caste system 
of some sort or other which says that if you actually have a 
master’s degree or above, you can go ahead and do these 
things and you are not ethically capable of committing a 
conflict of interest. I do not find that to be true. 

I do not see that there is a conflict of interest in an 
ethically managed and policed organization, and it has 
been my experience with the existing practitioners’ group 
that it is such a group. So that is the short, Walt Disney 
version of the answer. There is a long answer that will take 
several hours if you would like to sit somewhere with me. 


Ms Bohnen: To respond to Mr Wilson’s question, the 
ministry’s view is that potentials for conflict of interest 
between the same practitioner both authorizing and dis- 
pensing are really handled adequately by the policies of the 
assistive devices program, at least in so far as the govern- 
ment of Ontario is paying for hearing aids for individuals. 
Other similar agencies such as the Workers’ Compensation 
Board and the Department of Veterans Affairs no doubt 
have their own ways of ensuring that there is not a conflict 
of interest between the prescriber and the dispenser. 


Dr McSpaden: May I make one additional comment? 
I have the ineluctable opportunity to travel all over both 
the United States and Canada speaking and teaching and 
whatever. I must reiterate my point that while there are 
times when what happens at home does not look like it is 
the best of all possible worlds, these people here in Ontario 
and the people in Alberta turn out to be the best-trained 
hearing instrument professionals on this continent. Second 
to, perhaps, the graduates of the two-and-a-half-year uni- 
versity program in Germany, they are, perhaps, the best- 
trained hearing instrument professionals in the world. 


The Chair: Thank you very much for your presentation. 


1130 


CINDY HARRISON 


The Chair: I call Cindy Harrison. Welcome to the 
committee. You have 10 minutes for your presentation. 


Ms Harrison: I am Cindy Harrison. I am a speech- 
language pathologist. 
Ms McLean: I am Megan McLean. I am an audiologist. 


Ms Harrison: I would like to take this opportunity to 
thank you for allowing me to provide comment on the 
Regulated Health Professions Act and the accompanying 
Audiology and Speech-Language Pathology Act. 

The Ontario Association of Speech-Language Patholo- 
gists and Audiologists welcomes the majority of regula- 
tions and recommendations set forth in these acts. There 
are, however, certain issues that we feel need to be more 
clearly defined. 


As you are aware, the issues that OSLA wishes to pursue — 


further are diagnosis as a controlled act, title restriction, and 
prescription of a hearing aid as an authorized act. For the 
purposes of my presentation I would like to address the 
issues surrounding diagnosis and title restriction. 

I do feel that diagnosis needs to be regulated. The act 
of diagnosis as it pertains to speech-language and hearing 
is an act requiring a great deal of education, specialization 
and training. According to OSLA’s legal advisers, the leg- 
islation as written could prevent me from communicating 
the results of an assessment directly to my client. 

As a speech-language pathologist I routinely provide 
feedback regarding the speech-language assessment re- 
sults, associated factors, prognosis, treatment and home 
programming suggestions. Invariably the individuals and 
their loved ones have many questions. Following assess- 
ment, a great deal of time is spent discussing factors asso- 


ciated with the communication difficulties, the impact of | 


the client’s communication challenges on the family, and 
Strategies to deal with the communication difficulties in 
the home, school, workplace and community. 

Significant concerns exist about subsection 26(1) of 
the Regulated Health Professions Act, which, as currently 
written, would allow only physicians and psychologists to 
communicate the conclusion of assessment to the client. 
The impact of this is potentially enormous. For the patient, 
this means a visit to the speech-language pathologist or 
audiologist for assessment, back to the physician or psy- 
chologist for the results, and then back to the speech- 
language pathologist or audiologist for treatment. 


A number of factors must be considered in this instance: | 


the financial burden to the health care system, potential 
delays in treatment, potential increase in clients’ anxiety as 
they await the diagnosis, and the inability of the psychologist 
or physician to provide complete and comprehensive feed- 


back regarding treatment and prognosis in the areas of 


speech-language or hearing. 

Recently I discussed this issue with a client whose 
five-year-old daughter presented with a severe speech and 
language difficulty and has been in treatment in my practice 
for two years. I would like to share her comments with you, 


and I quote: “That’s very interesting. In our case, our physi-- 


cian didn’t feel there was a problem. I had a three-year-old 
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who wasn’t saying a word, and he didn’t think there was a 
problem. It was only after I insisted that I got a referral and 
got some help. I trust this physician for all medical issues, 
but he is obviously not informed in the areas of speech and 
language. How could someone like that have given me 
your assessment results? 

“I also don’t think people understand how incredibly 
stressful this whole thing is. Communication is how we 
show people who we are. You feel anger, frustration, and 
teal sadness when your child can’t communicate. If you 
had told me that I’d have to wait to get an appointment 
with my physician to learn the results of what you just 
spent time doing, I would have hit the roof. If I remember, 
we spent an hour and a half discussing your conclusions 
and trying to understand the nature of our child’s difficulty. 
It just wouldn’t be fair to do it any other way.” 

As speech-language pathologists and audiologists we 
are highly trained to assess, diagnose, and treat varying 
communication disorders and dysfunctions. We are the 
most knowledgeable in the areas of speech-language and 
hearing. Results of the assessment plus the diagnosis, 
counselling and treatment in these areas should come from 
us. To fragment this process undermines the idea of com- 
prehensive care for the consumer as well as potentially 
negating our ability to function autonomously within the 
scope of our profession. 

I would now like to discuss the issues surrounding title 
protection. I agree that this clause is vital to consumer 
‘protection. I am concerned, however, that this clause is 
Open to interpretation. It is my feeling that the legislation 
should remove any potential confusion or doubt as to the 
qualifications of the service provider. As you are aware, 
the historical designation for the profession of speech-lan- 
guage pathology is “speech therapy.” Although we now 
‘tefer to ourselves as speech-language pathologists, the 
term “speech therapist” is widely used by members of the 
‘public and sometimes by other professionals. Since these 
issues have become increasingly topical, I have been pay- 
ing particular attention to the use of these terms. It may 
interest you to note that I found a brochure describing a 
school-based program here in Ottawa-Carleton in which 
we were called speech therapists. This was a pamphlet 
designed and published in 1990. 

Recently a client asked me to review an employee ben- 
efit package that stated that coverage for “speech therapy” 
would be provided if services were obtained from a regis- 
tered “speech therapist.” In December of 1990 the mother 
of a six-year-old boy contacted my office. She stated that 
her son was assessed by a speech therapist, who stated that 
he did not require any therapy. Unconvinced, this mother 
was seeking another opinion. When I asked for the name 
of the therapist, I was given a name I was not familiar 
with. I asked if this therapist was a speech-language pa- 
thologist. The mother replied, “She said she was a speech 
therapist.” As it turns out, this therapist is not a speech-lan- 
guage pathologist. This child did require treatment, and 
eventually received service from a qualified professional. 

I am continually surprised at the number of people who 
refer to us as speech therapists. When I am asked what I 
do, I always reply, “I am a speech-language pathologist.” I 


tell clients that I am a speech-language pathologist. My letter- 
head states that I am a speech-language pathologist, and I 
sign my reports as Cindy Harrison, speech-language patholo- 
gist. Despite this, I am frequently referred to as a speech 
therapist. What concerns me is the idea that an unqualified 
individual can call himself or herself a speech therapist. 
The consumer, who is accustomed to this historical desig- 
nation, cannot be expected to question this credential. 

I would also like to comment briefly on the clause in 
the restricted titles section of the profession-specific act for 
audiology and speech-language pathology which states that 
people other than members of the college are prohibited from 
using the titles of “audiologist” and “speech-language pa- 
thologist” “in the course of providing or offering to provide, 
in Ontario, health care to individuals.” I am concerned that 
the proviso “health care” is too limiting to ensure public 
protection. Consumers may seek the services of a speech- 
language pathologist or audiologist in educational, indus- 
trial, or community settings, as well as health care. While I 
understand that the intent of the clause is consumer protec- 
tion, it concerns me that the interpretation of this clause 
may lead to protection only in a health care setting. I feel 
that the amendment of the clause to include title protection 
in other areas such as industrial, educational and social 
services is vital to ensure consumer protection. 

It is also my feeling that the holding-out clause, sub- 
section 15(2) of the Speech-Language Pathology and Au- 
diology Act, needs to be strengthened to provide more 
comprehensive protection. Currently the act reads, “No 
other person other than a member shall hold himself or 
herself out as person who is qualified to practise in Ontario 
as an audiologist or speech-language pathologist or in a 
specialty of audiology or speech-language pathology.” 
OSLA suggests that a more detailed definition of qualifica- 
tions would more adequately prevent unqualified individu- 
als from implying or inferring a level of qualification 
which they do not have. I also feel that the protection of 
the title “speech therapist,” title protection in all settings in 
which speech-language pathology and audiology services 
are provided, and a more detailed holding-out clause will 
combine to help the public to distinguish regulated health 
providers from those who are not. 

Finally, I would like to reiterate my support for this 
legislation. I feel that its impact will be significant not only 
for the consumer, but also for the professional. I thank you 
for listening to my concerns in the areas of diagnosis and 
title restriction. I sincerely hope that your committee will 
make the proposed amendments to aid us in ensuring con- 
sumer protection. Thank you. 


The Chair: Thank you very much for appearing be- 
fore the committee today. 
1140 
COALITION OF ONTARIO MIDWIFERY 
AND BIRTH SCHOOLS 


The Chair: I call the Coalition of Ontario Midwifery 
and Birth Schools. You have 20 minutes for your presen- 
tation. 

Ms Fafard: I am Jenny Fafard and I am speaking on 
behalf of the Coalition of Ontario Midwifery and Birth 
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Schools. If you look at our presentation, there is a list of 
the people we represent at the back of the first section of 
our written submission. We are a group of birth schools 
from around rural Ontario. 

COMBS is a coalition of schools and groups of educa- 
tors and students across Ontario representing currently 
practising midwives as well as many apprentices, clients 
and activists in the Ontario midwifery movement. Most of 
us are located outside of Toronto in both urban and rural 
settings. Some of us have no formal affiliation with other 
midwifery organizations, whereas others have extensive 
provincial, national, and international links. We are de- 
lighted for this opportunity to provide input since we have 
not been able to access other avenues to our satisfaction. 
We enclose the submission we are sending to the minis- 
tries of Health and Colleges and Universities because it is 
the basis of the issues we are going to raise again today. 
That is the first piece of paper you have. 

We are experts in understanding what midwifery is; we 
are not experts in the legislative process. However, we 
have the following suggestions we feel will ensure that 
midwifery remains responsive to the women it was created 
to serve. 

1. Referring to Bill 56, section 3, scope of practice: We 
note that the location of practice is not addressed. We 
would suggest that a clause from the definition accepted 
by the International Confederation of Midwives, the Inter- 
national Federation of Gynecologists and Obstetricians, 
and the World Health Organization be added at the end. 
That quote is, “She may practise in hospitals, clinics, health 
units, domiciliary conditions or in any other service.” We 
also believe that some reference should be made about the 
midwife’s role with high-risk situations. We suggest the 
addition of the phrase, “When the care provided extends 
beyond her abilities, the midwife arranges for consultation, 
referral, continued involvement and collaboration.” 

2. Referring to Bill 56, section 4: There are several 
omissions here, including administration of substances by 
oral methods, catheterization, and oral and nasal suctioning 
of the newborn infant. Other acts such as nurses’ and phy- 
sicians’ acts include specific references to acts such as these. 

3. Referring to Bill 56, section 15: We would like to 
draw your attention to the definition of “midwife” in our 
position statement, which is, again, that first section of the 
paper. As you can see from this discussion, the term “mid- 
wife” has an important history. The government and the 
new college of midwifery would be making a gross as- 
sumption to think that they have the prerogative to claim 
ownership over a title which is generic and which is al- 
ready owned. We do believe that the government can make 
claims to own the title “licensed midwife” or “registered 
midwife,” however. The college of nurses calls its mem- 
bers “registered nurses” as opposed to simply “nurses.” 

4. Referring to Bill 56, sections 6 to 14: We need to 
make it clear that contemporary midwifery has arisen in 
reaction to the very structure of the various health care 
professions providing maternity care in Ontario. To struc- 
ture midwifery in the same hierarchical manner as the 
other health disciplines is to undermine the very reason for 
its existence. Fundamentally, the structure outlined in the 


bill will entrench inequality and will result in a profession 
that will be unable to respond adequately to the women it 
has been called to serve. 

We suggest some of the following changes: 

1. In reference to Bill 56, subsection 6(1), we feel that 
the college of midwives should be reflective of midwifery; 
that is, it should be community-based. Therefore, in order 
to be representative, the council should be regionally rep- 
resentative. The council should also be reflective of the 
diversity of midwifery practices. 

2. In reference to Bill 56, section 7, we submit that the 
council should have neither a president nor a vice-presi- 
dent but should be run by consensus, reflecting a feminist 
approach to organization. 

3. In reference to Bill 56, section 8, we submit that in 
keeping with a feminist approach to organization, there 
should be no executive committee. 

4. In reference to Bill 56, sections 9 to 14, we submit 
that the members of any committees of the council should 
be elected from among the members of the college by the 
members of the college. 

5. In reference to Bill 56, sections 9 to 14, we submit 
that the members of the college and consumer organiza- 
tions should be free to establish any other committee 
deemed necessary. We suggest that the following commit- 
tees should be considered: (a) education; (b) public educa- 
tion; (c) interprofessional relations; (d) intraprofessional 
relations; (e) client relations; (f) community liaison, specif- 
ically with community groups and individuals; (g) compe- 
tency; and (h) affirmative action, which would address 
cultural appropriateness. 

6. In reference to Bill 56, section 18, we submit that 
this item should read, “The college may make regulations 
after approval from the membership.” Any changes affect- 
ing the practice of midwifery should have input from the 
membership affected. 

7. In reference to Bill 56, clause 18(a), this item should 
include a reference to substances administered orally. 

8. In reference to Bill 56, section 19, we again must 
submit that the transitional council appointed by the Lieu- 
tenant Governor be regionally representative and reflective 
of the diversity of midwifery practices in this province. 
Thank you. 


Mr Beer: Thank you for the presentation, and particu- 
larly for underlining the point of view perhaps of those 
outside of the Metropolitan Toronto area. I want to make 
sure that I understood part of your submission. Really, in 
terms of the way in which the transitional council is func- 
tioning, I take it that you do not agree completely with the 
way this matter is proceeding and are concerned about the 
structures that you think will see the council evolve as a 
council similar to the others we have. Could you elaborate — 
a bit on that in terms of some of the points you made in 
your brief, because we have not had too much on the 
structure. We have talked a lot about ensuring that mid- 
wives are going to be able to practise and that kind of thing. 

Ms Daviss-Putt: May I just say that we have a fair 
amount of history in Ontario in practising midwifery. 
Some of us have as much as 10 to 15 years, and it has been 
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very difficult for us to break into the process. It has been 
continual for several years. We have noticed that as the 
legislation process has continued and has reaped a certain 
amount of recognition, it has been increasingly difficult for 
_us to break in, because certain people represent us who we 
do not necessarily think are representing all of the views 
right across Ontario. 
We think it is really important that you continually go 
back to those regions by having regional representation. 
We really believe that midwifery is a very community- 
based profession, perhaps more so than many other profes- 
| sions that we know, and to the extent that we do not even 
_call ourselves necessarily a profession but a vocation and a 
calling. It is incredibly important to us that the women we 
are serving can approach the college themselves, without a 
_ great deal of hierarchical structure. 
1150 
Mr Hope: Along that line, I guess when we were in 
London we heard from some people who did not want to 
make this look like a professional organization. They did 
“not want to take away the human dignity of midwifery. In 
your number 5 is that what you are proposing, that it be 
brought back, when making changes in regulations, that 
they be approved by the membership? Is that what the 
governance of that is, to try to keep it the human element 
of things instead of the non-professional? 


Ms Fafard: Yes, that is part of it. You are talking 
about by the members, right? The other part of it is that we 
feel that particularly with midwifery, because it is so commu- 
_nity-based, different communities feel different ways about 
different parts of practice, and this should be brought out, 

when necessary, through the members. This is not possible 
if you have an executive committee that is making all the 
decisions, but if anything involving practice goes back to 
the members, they can decide what is going to happen. We 
think that is quite important because the types of practice 
_are so different around the province in different areas. 


Mr J. Wilson: I found your presentation quite inter- 
esting, particularly your comments in the brief I gather you 
are sending to the minister about apprenticeship. You do 
-make the point that midwives should be able to choose 
really their own avenue of training and education, but do 
you envision sort of final exams before someone would 
become a registered midwife? 
| Ms Daviss-Putt: Because of our history in court com- 
petencies, we really believe that it is important for a mid- 
wife to be competent in what she is doing, and we do 
believe that our evaluation process has really been lacking. 
However, we are at the point now where we have been 
developing our schools and we are starting to have an 
evaluation process in place. We are developing it with a 
‘number of schools even in the States that have an evaluation 
Process, and we would very much like to ask the govern- 
-ment’s help in evaluating that. We are concerned some- 
what that the government is not making use of the present 
Structures, the present schools that we have, in that process. 
Mr J. Wilson: And the government would take the 
lead role, or the college of midwifery, I guess, would 
standardize— 











Ms Daviss-Putt: Right, and it is apparent to us also by 
the way the college is being set up that it is working at a 
very different— 


Mr J. Wilson: Different model. 


Ms Daviss-Putt: Different way than the way in which 
we had practised for many years in Ontario. 


Ms Haeck: I would like to actually pursue the point 
Mr Wilson made, and thank you also for your presentation, 
because it does raise a number of points that we have had a 
chance to discuss with different groups. Various people 
who have come before us have raised the issue that they 
wanted to make sure that the foreign-trained midwives had 
access to being midwives here in Ontario. Possibly minis- 
try staff, through the parliamentary assistant, could clarify 
this, but it is my understanding that in fact the college will 
be working with the various groups out there to establish 
the criteria under which midwifery will be practised here 
in Ontario. Am I under the correct assumption? 


Ms Bohnen: Are you referring to the pre-registration 
program, which I believe the committee heard something 
about, that will assess the qualifications of current practi- 
tioners? 


Ms Haeck: Yes. 
Ms Bohnen: Then you are correct. 


Ms Haeck: Possibly for the presenters you could expand 
on that. 


Ms Bohnen: You may be aware that there will be a 
pre-registration program for current practitioners, which 
will provide a way for them to become registered as mid- 
wives in Ontario. 


Ms Daviss-Putt: We are very much aware, but what 
we are somewhat concerned about is that that will not be a 
continuing, ongoing process. We think that apprenticeship 
is a route for midwives that is actually a very viable one, 
and probably one that is more community-based than a 
very centralized school. We really believe that route of 
entry should not be cut off, that people should always have 
the option of beginning in their community and starting to 
apprentice with various people there and then choose their 
own form of acquiring the core competencies, have an 
evaluation process and become a midwife. 


Ms Haeck: The standards for practice were being set 
so that in fact some of these concerns might be included in 
what the college sets down as standards for practice? 


Ms Bohnen: Yes and no. I think it is important to say 
that the model of midwifery education that is envisioned 
for Ontario after the transitional period is not an appren- 
tice-based system, it is a system based on a professional 
midwifery education in an educational institution. How- 
ever, there is a very strong desire and intention to have it 
decentralized so that people can do components of the 
program in many locations throughout Ontario, but it is 
not an apprentice-based educational model. 


Mrs McLeod: I think my colleague also had a ques- 
tion. I am prepared to waive to him. I know we are running 
out of time. 


Mr Grandmaitre: No, go ahead. 
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Mrs McLeod: I am intrigued with your comments 
about non-hierarchical organizations, particularly with a 
community-based focus. The question I have is whether 


that becomes more costly and whether that is a concern for . 


you. Looking towards a college which is a group of newly 
regulated professionals, whether just your cost of putting 
that kind of process in place may be prohibitive for you. 

Ms Daviss-Putt: Our experience in the last few years 
is that it is incredibly important for the central community 
that is proposing the midwifery legislation to become re- 
sponsive to the rest of the province. We believe that if 
there is a major problem with our representation because 
we cannot go down to Toronto, it is time for us to start to 
use telecommunications. Our very coalition has started 
that system. We communicate by telephone. Many of us 
are not represented here today because we are in Ottawa, 
but our members from Windsor and from North Bay and 
from Powassan, from right across the province, are here 
because we have made telephone calls in the last six 
months preparing this submission. To us, it is more impor- 
tant that we are representative and have fewer meetings 
perhaps in one central place and use telecommunications. 
Yes, I believe it is possible. 

Mr Grandmaitre: You referred to having your own 
evaluation process. Can you elaborate on this? Who would 
do this evaluation, your own people or outside? 
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Ms Daviss-Putt: No, we would have no problem with 
the college doing the evaluation. I have no problem with 
that at all. As a matter of fact, the midwifery integration 
planning program has come up with a number of very 
creative suggestions about how to do the integration of the 
present practising midwives. It is just that we believe that 
that process should be extended. There are already appren- 
tices now who have trained who are almost full midwives. 
They would like to have the ability to do the same kind of 
evaluation procedure that the present practising midwives 
have been offered, and we believe that the apprentices of 
the present apprentices should be allowed to do that as 
well, if they have chosen to become apprentice midwives 
as opposed to midwives who have trained in an institution 
that is central. 


The Chair: We appreciate your taking the time to 
appear before us. If at any time in the future there is addi- 
tional information that you feel would be helpful to the 
committee, I know that you realize you can submit briefs 
in writing to our clerk. Thank you very much for appearing 
today. 


The committee recessed at 1158. 
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The committee resumed at 1400. 


| ONTARIO MEDICAL ASSOCIATION 


The Chair: I call the Ontario Medical Association. 
Leave a few minutes at the end of your presentation in 
case committee members have any questions. You have 20 
minutes. 


Dr Guzman: I would like to first of all say how 
pleased we are to be able to speak to you this afternoon on 
this issue which we have been so involved with for so 
many years. My name is Carole Guzman. I am a practising 
physician in the Ottawa area and I have been chair of what 

we used to call the Health Professions Legislation Review 
committee, in the old days, since its inception about eight 
or nine years ago. 

With me is Dr Ted Boadway, who I am sure many of 
you know is the director of health policy at the Ontario 
Medical Association and has also been involved with this 
particular activity since those very early days. We have 
served on this committee together. 

I think from the beginning it is public record that we 

have recognized the need for this legislation in order to 
standardize and update existing legislations and also to bring 
under legislation those health professional groups which 
_had developed really over the last 10 or 15 years and 
worked with us, side by side, in a professional capacity. 
_ We are fully aware that the primary focus of the legis- 
lation is the protection of the public and certainly we have 
tried to contribute to that aim throughout these years in our 
activities in dealing with this legislation. As part of our 
mandate as an association, our motto or our mission state- 
ment, is to serve the medical profession and the people of 
Ontario in the pursuit of good health and excellence in 
health care. 

We are also fully aware that we have a mandate to 
serve our members, so in some respects one could say we 
have a conflict of interest in these mandates. What we 
have tried to do over the course of dealing with this legis- 
lation is to deal with that challenge and to try and bridge 
those conflicts. In fact, the legislation itself has competing 
goals because it is to protect the public, but at the same 
time, any legislation of this type has to be aware of the true 
justice that must be given to those individuals who are 
caught up in it. So we feel that the outcome has been a 
good balance between competing goals for all those con- 
sidered. We have by no means achieved everything we 
have wanted along the way and we accept that. I think that 
is true of every group and it is inevitable. 

I think perhaps what is astonishing in this legislation is, 
in our perception, how little there is left that we feel needs 
addressing. It is a massive piece of legislation of a totally 
revolutionary concept. 

We have chosen today to address in our brief four is- 
sues. We wish to speak in the few minutes we have on 
three of these issues. The first one deals with wording and 
is self-explanatory in our brief. We will just skip over that 
for now. The other three areas we wish to spend a couple 





























AFTERNOON SITTING 


of minutes on are diagnosis, the harm clause and the qual- 
ity assurance committee. 

First of all, if we go to the diagnosis issue, I think it 
brings us to consideration of the concept of controlled acts, 
which I think really was quite a revolutionary concept, 
from legislation which controlled individuals in what they 
did to legislation which controlled the acts that were done 
by any number of individuals. This was a very difficult 
concept for all of us to grasp initially and a lot of time and 
effort went into trying to define what these acts should be. 

We at the OMA have had some experience in trying to 
define this in the crass activity of setting up fee schedules, 
but our fee schedules consist of thousands of items. The 
question is, how can you reduce these to harmful items 
that can be put in legislation? So a lot of work went into 
this. We consulted within the profession; a lot of consulta- 
tion went between professions, outside the professions, 
and it became clear to us that one of the most risky things 
we do as physicians is what we call diagnosis. There has 
been a lot of angst back and forth about this term and I 
want to just spend one minute to describe—and there are 
further descriptions in our brief—what we mean, as physi- 
cians, by a diagnosis. 

Very simply put, if you come to me—I am a chest 
physician—and you have a cough or shortness of breath, 
what happens is that I will take a history. That means I will 
ask you everything possible about it briefly. This may take 
quite some time. I will do a physical examination and then 
come up with a list of the possible causes of that shortness 
of breath. Is it due to something in the heart or the lungs or 
the stomach or the head or wherever? That is the role of 
the physician. And then I will order the appropriate tests. 

So if I make the wrong list at the beginning or if, as I 
comb down to the ultimate cause of your cough or short- 
ness of breath, in the course of that process make an error, 
significant harm is done, because everything that follows 
from that is the management or the treatment or the deal- 
ing with that cough or shortness of breath. The diagnostic 
process for a physician includes the taking of the history 
and the physical examination, the forming of a list of pos- 
sible causes of the abnormality, the ability then to know 
the nature of these ideological factors and to choose from 
them what the most likely are and then to order the appro- 
priate tests. So even though the tests might be dangerous, 
the most dangerous part is if I make errors along that 
diagnostic process. 

Once the physician has decided in his or her judgement 
that this is the diagnosis, then communication with the patient 
and subsequently with others becomes very important. Many 
other players in the field will also use that information to 
help the patient understand, so they in turn will communi- 
cate the diagnosis to the patient. 

I work in a team concept in rehabilitation and once the 
diagnosis is made, many of those people who work with 
me, the psychologists, the physiotherapists, the nurses and 
so on, will carry on in their own spheres to help that patient 
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further understand the meaning of the diagnosis and the 
way it affects their function. 

We just wanted to clarify for you that our perception of 
what we do in diagnosis is a risky business. We would 
make a suggestion that, as you have to deal with this, you 
consider returning the definition to its original in the con- 
trolled acts, which was simply “diagnosis.” 

The second issue we want to talk about is the harm 
clause. In making up the controlled acts scheme, some 
were concerned there may be holes, there could be danger- 
ous things not covered in that list which had been made 
and there was no precedence for such lists. There was 
never any absolute certainty that things had not been left 
out, and there was the concept then of making a clause that 
would cover this eventuality and would cover perhaps 
those who might do things that were harmful by getting 
around the acts. This was so-called the harm clause. 

Effort went into wording the harm clause and this 
proved to be difficult. There were some groups prior to the 
previous first reading in the Legislature who felt that it 
restricted their ability to counsel patients because of the 
way the harm clause was worded. Certainly, that was not 
the intent. I do not think anybody at any point ever in- 
tended social workers, clergymen and other counselling 
professions to be in any way inhibited by this legislation. 

We are supportive of the concept of a harm clause, 
first, because we feel that it probably has to be there to 
prevent abuse by non-regulated professionals or others 
who might try to find their way around it. Second, we must 
remember that this legislation puts a very high standard of 
performance on regulated professionals and unless you 
have some way of ensuring that those who are non-regu- 
lated can be prevented from doing harmful things, this in a 
way will denigrate the legislation. 

We are supportive of the presence of a harm clause and 
in thinking about the wording, we were favourably dis- 
posed to the wording put forth by the Ontario Chiropractic 
Association to you people recently. They took the previous 
wording but have adjusted it somewhat, added “unjustifi- 
able” and “significant.” We feel this is probably as good as 
you are going to get if you decide that a harm clause is 
necessary and if you are looking for wording that will 
satisfy the needs of the legislation and not inhibit legitimate 
activities of unregulated practitioners in the other fields. 

The third issue I wish to address at this time is the quality 
assurance committee. I think this has been an extremely 
positive feature of this legislation and I think you all know 
that the chairman of your committee was in fact one of the 
key proponents of this particular part of the legislation 
being put in. 

The reason we think it is so positive and are not criti- 
cizing it here but rather complimenting it is that it is a new 
focus. I think it should be clear to the committee members 
that it is a different focus from all the other committees. 
All the other committees under existing legislation focus 
on punishment and deterrent, penalizing for wrong doing. 
This particular part of the legislation focuses on encour- 
agement of quality of care, encouragement of maintenance 
of competence. It leaves the flexibility for colleges to de- 
vise ways in which they are going to ensure that their own 


professionals maintain their competence, and this will differ 
from college to college or from group to group. 

We feel that it is extremely important to maintain this 
in an open and flexible way. Within our own profession, 
the whole area of competency is under intense study and 
intense research. You might at first say, “Surely you know 
when a physician is competent or not,” but it is not that easy. 
Somebody can test my knowledge, can give me an exam 
and test my knowledge and even my skills, can watch 
what I do. But it is very hard to measure attitudes, it is 
very hard to measure whether I apply in my daily practice 
what I know. I may know how to treat high blood pressure, 
but is that what I actually do in my practice? 

How we measure competence and how we encourage 
maintenance of competence in such a rapidly changing field 
as health care is an area of intense study. In fact, an example 
of this is that the nation’s specialty body, the Royal College 
of Physicians and Surgeons, has recently assigned $1 million 
to the study of maintenance of competence and measure- 
ment of competence within our profession. The college of 
family practice nationally is also involved in many differ- 
ent projects to try and get a hold on how we do that. 

Until this area becomes more defined, we think that to — 
codify how it is to be done would be inhibitory to the 
evolution of proper competence measurement, proper 
competence assessment. We are bringing forth our full 
support for these particular clauses in the way they are, 
because we feel they have the flexibility and will encour- 
age people to move along in these areas of quality assur- 
ance and competence. 

In conclusion then, we are supportive of the legislation. 
We have highlighted in our brief a few of the areas which 
we feel are in need of further discussion. We will be sub- 
mitting a further brief on some of the technical issues 
which arise out of the government’s proposed amend- 
ments, and also on the subject of incorporation which has 
not really been addressed up to this point but which we 
believe should be. We will be submitting a written submis- 
sion on that. 

We would be pleased to answer any questions. 
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. Mr Jackson: Thank you, Dr Guzman. Good to see you 
again. I could not help but note on page 2 you say not what is 
wrong with this legislation but rather “how little there is left — 
to complain about.” I guess after four weeks we have cer- 
tainly heard a bit that people have been complaining about. 

One of the items which has been brought to our attention, 
very cogently I might add, is the concern that chiropractors 
have with respect to their current practice, which would be 
adjusted to ensure that their scope remains within the spinal 
areas and not the outer extremities. I would like to hear from 
you if you support that, and if so, why? How will that have 
an effect on the physicians? I would assume that the physi- 
cians would then be responsible for the manipulations of 
the arms and legs and feet and those kinds of things that 
are the outer extremities they are looking at. 


Dr Guzman: | am going to let Ted carry on from here. 
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Dr Boadway: I would first like to know if you in- 
tended a pun when you said that their scope would be 
adjusted, or whether that was unintentional. 

When we have been dealing with this issue all along, it 
has always been difficult to know what adjustment means, 
because adjustment for a spine is considerably different 
from adjustment for an elbow. In your spinal joints there is 
a definition of adjustment which means that with a short 
thrust you carry it beyond the usual range of motion of that 
joint, but you cannot do that with your elbow. When your 
elbow gets out there, with any thrust you cannot carry it 
beyond that point unless you are willing to break some- 
thing. So it is very difficult to think that an adjustment of a 
spinal joint is the same as an adjustment of a knee joint or 
an elbow joint. In a diseased joint the same thing pertains 
in that you cannot take it beyond the normal range of 
motion for that particular joint. So whether it is health or 
disease, the definition of adjustment would be quite differ- 
ent, whether it was in the back or in a peripheral joint. 


Mr Owens: We have heard a number of deputations 
from the nursing profession with respect to the legislation 
containing the phrase “on the order,” and it is their wish 
that phrase be removed in the process of our amendments. 
I wonder if you have any comments on whether we should 
entertain that amendment or leave it as is—that nursing 
functions be carried out on the order of a physician or a 
qualified health practitioner? 


Dr Boadway: I think you should entertain it and you 
should think about it very carefully. Much of what nursing 
does is on the order of someone else at the present time. If 
you are in a post-op situation where people need to have 
dressing changes, anything from dressing changes right 
through to intensive care unit work, someone is usually in 
charge of that and that is usually the physician who did the 
Operation, and the rest of the team works on those orders. 

It is a question of whether or not the scope of practice 
would be expanded legitimately with that. Quite frankly, 
we believe that in most circumstances there are protocols 
within institutions and there are also standing orders which 
look after much of this. In fact if you go back about 10 
years, nursing’s role has been rapidly evolving. Now, in 
intensive care units, to stay with the same example, they 
are doing very significant things, very important acts with 
great risks associated with them, and doing them ex- 
tremely competently. None of that is in question. 

Right now they do that on the order of, and in the future if 
they were to do that on the order of, it would not impair 
their ability to do them. So I think it is possible in fact for 
you to go either way. What you want to look at first and 
foremost is where the protection of the public is greatest. 
At the present time the public is well protected by being on 
the order of the person who is the principal performer. 

Mr Beer: I would like to go back to your comment 
about diagnosis and I wonder if for the record you could 
just tell us how you saw that being worded. What were 
you replacing in terms of your original recommendation 
that I guess you made to the review? How is that framed in 
the context of these controlled acts? 


Dr Boadway: This has always been a problem in the 
review, right from the beginning. We have always had dif- 
ficulty with this; everybody has had difficulty with this. 
So, congratulations. 

Our recommendation in the very first place was to put 
down the simple word “diagnosis” and that would look 
after capturing the things doctors do quite adequately. So 
we would not have trouble with our profession, making 
sure they were caught. But a lot of other people found 
there would be a problem with it. 

Our recommendation was that you look at people who 
are diagnostic practitioners—and there are clearly people 
other than ourselves who are diagnostic practitioners—that 
they simply be given the right for diagnosis according to 
their abilities, and clearly they are able. So our original 
recommendation was that the word be “diagnosis” and that 
it be granted to those who are diagnostic practitioners. 


Mr Beer: That would be reflected then in each act. 
Was that the sense, that you would have to repeat that in 
the other bills we have before us for those who clearly 
perform some sort of diagnostic procedure? 


Dr Boadway: Yes. At the present time, if it is a con- 
trolled act, each controlled act that is granted to a group is 
in their particular act. And, yes, it would be one of those 
repeated in those acts. 


Mr J. Wilson: Given what you have just said, and it also 
appears on page 5 of the brief concerning the diagnostic 
controlled act, perhaps I could ask the parliamentary assis- 
tant a specific example. For instance, in the case of speech- 
language pathologists, why are they not given the 
controlled act if the OMA seem to have no objection to it? 


Mr Wessenger: I refer that to ministry staff. 


Ms Bohnen: The review concluded that the appropriate 
characterization of what speech-language pathologists do was 
not diagnosis but rather assessment. That was the reason. 
Of course, among the regulated professions there are pro- 
fessions in addition to medicine that have been authorized 
to perform that controlled act, but not all of them, obviously. 


Mr J. Wilson: Maybe I could ask the professional 
opinion of the witnesses. It is one of the examples that 
comes to mind very frequently with witnesses, the speech- 
language pathologists and the diagnostic controlled act. 
Did the OMA have any objection or did you deal with that 
profession specifically? 


Dr Boadway: No. We were very careful never to sup- 
port or not support any professional group in its quest for 
diagnosis. It was not our position to judge. We have never 
asked for that position and we do not take the position that 
we should be able to judge now. In order to determine 
whether someone is a diagnostic practitioner, we think you 
can look at how people are trained, the kind of training they 
have, the kind of clinical experience they have, the avail- 
ability they have to diagnostic tools and their experience in 
making differential diagnosis, which Dr Guzman had ex- 
plained to you. To make a diagnosis, there is a skill set one 
must have, which we have outlined in our brief. If someone 
possesses that skill set, then he is a diagnostic practitioner. 
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Mr J. Wilson: That is refreshing because some 
groups, whether they were referring specifically to the 
OMA or the College of Physicians and Surgeons of On- 
tario, certainly would accuse you of having protected that. 
It is refreshing to hear that you did not take a stand on any 
of the particular professions. 
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Mr Jackson: I have concerns about whether a certain 
treatment will now fall outside of the scope of practice and 
therefore the physician will be called upon to perform that 
practice. It raises the question of their ability to perform 
that. There is a lot of presumption. An example is a phys- 
iotherapist performing under the supervision of a physician 
not necessarily a qualified physio. Another example is a 
chiropractor. I use “chiropractic” in the case of readjusting 
of the bones in the hand by a chiropractor with the training, 
versus a doctor who the legislation says should be doing it 
but may not have the training. We have satisfied the intent 
of the legislation, but how can we ensure that the actual 
treatment is done at that competent level? 


Dr Boadway: Physicians manipulate peripheral joints 
every single day in this city and every other city of this 
province and they do it in conditions which are very dra- 
matic even and not ones where people can walk through 
the door. Physicians manipulate joints after serious inju- 
ties. They manipulate joints in conjunction with fractures 
and they manipulate joints for arthritic conditions. They 
manipulate locked knees, frozen shoulders, diseased el- 
bows. The thought that you have just raised that physicians 
may not be trained to manipulate joints is a new one to me 
in that it is something we do in very dramatic conditions, 
as well as lesser conditions, on a daily basis. 


The Chair: I would like to thank you very much for 
your presentation before the committee. I know you are 
aware that if you feel there is additional information that 
would be helpful through the committee deliberations that 
you will submit a written brief or communicate through 
our clerk. 


ONTARIO MEDICAL ASSOCIATION, 
SECTION OF OPHTHALMOLOGY 

The Chair: I would like to call now the section of 
ophthalmology of the Ontario Medical Association. Please 
come forward and introduce yourself for committee mem- 
bers and the purposes of Hansard. You have 20 minutes for 
your presentation. We would appreciate it if you would 
leave a few minutes at the end for questions from commit- 
tee members. 


Dr MacInnis: I am Brent MacInnis. I am a medical 
doctor and an ophthalmologist, which is a specialist in eye 
medicine. I have asked for special consideration from the 
committee with respect to our section. I am also the chair- 
man of professional affairs, the section of ophthalmology 
of the Ontario Medical Association. We felt there were 
sufficient grounds with respect to the differences between our 
concerns as a section, with overlap with other opticians 
and optometrists as well as other areas of medicine, and 
there were specific areas of the proposed legislation that 


address concerns with respect to the eye, the visual system 
and also with respect to the supporting adnexal structures. 

When it comes to the proposed bill for medicine, there 
are several sections specific to our area of medicine. One 
is that a member is authorized to perform the diagnostic 
clause, which is communicating a conclusion identifying a 
disease as the cause of symptoms or signs. Another is that 
they perform a procedure on tissue below the dermis, in or 
below the surface of the cornea. Others are: administering 
a substance by injection, applying or ordering the applica- 
tion of a prescribed form of energy, prescribing or dispens- 
ing, for vision or eye problems, subnormal vision devices, 
contact lenses or eyeglasses and other simple magnifiers, 
and allergy challenge testing. 

I would like to spend just a few moments on each just 
to refresh the minds of the committee with respect to how 
that would concern ophthalmologists and later spend some 
time on the proposed definition of the scope of optometry 
and also opticianry to determine whether there is some 
input we may have that may be of use to you. 

When it comes to the first one, communicating a conclu- 
sion identifying a disease as the cause of symptoms, I think it 
is important that we understand that an incorrect diagnosis, as 
Dr Guzman has alluded to, can convey a wrong conclusion 
and can lead to very devastating consequences. 

The example I have chosen here is that if you have an 
ocular tumour, for instance a metastatic carcinoma from the 
breast or from the prostrate or from the lung, that can metas- 
tasize or spread to the eye and be seen as a retinal detachment 
overlying that tumour mass. The wrong conclusion, obvi- 
ously, can have the implication with respect to the general 
health of the individual as well as to the ocular health of 
that individual. So a wrong conclusion may be blinding 
and indeed may be fatal if it is carried to the nth degree. 

What people have a tendency to forget with the defini- 
tions as they appear is that the detection of problems can be 
performed in the assessment portion of somebody’s scope 
of practice. For instance, if you look at the proposed Op- 
tometry Act, the assessment of the eye and vision system, 
what is controlled is communicating a conclusion. They 
can still see a retinal detachment. What they cannot do is 
convey the conclusion that there is an underlying carotal 
tumour that is metastasized from the lung and is causing 
that retinal detachment. That in no way precludes a com- 
plete assessment and examination of that. 

I would like to defer a little bit with respect to that and 
come back to that when I define some of the problems 
associated with other scope matters. 

I think it is equally important to understand that there is 
definitive harm in invading the integrity of the dermis and 
also the integrity of the cornea. The cornea is the front 
surface of the eye that is responsible for the refracting | 
strength of the eye and focusing rays, in addition to the 
other ocular apparatus that are present, so the integrity, if it 
is disturbed, if it is central, will immediately impair the 
central visual acuity and cause disturbance to that. I think 
any procedure that violates the integrity of the surface of 
the cornea really has to be protected from individuals per- 
forming procedures upon it. 
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The other thing to keep in mind is with administering a 
substance by injection. There is not only the substance that 
has the potential harm but also the vehicle the substance is 
in and its preservatives which can be administered for di- 
agnostic or therapeutic reasons. I think the brief from the 
general OMA has addressed this issue quite adequately. I 
would also like to point out that there are of course threat- 
ening diseases with any violation by an injection with re- 
spect to hepatitis, AIDS and other communicable diseases. 

One area that is especially important with respect to 
ophthalmology is the administration or application of pre- 
scribed forms of energy. You can have ultrasound energy 
that can destroy the part of the eye that is responsible for 
secreting the aqueous that gives the intraocular pressure. 
You can have laser energy administered to destroy tu- 
mours, to close off abnormal blood vessels. There is a 
multitude and host of prescribed energy forms that have 
implications that can produce great harm if administered in 
a way that is not controlled. 

Prescribing or dispensing contact lenses is currently 
something that only licensed practitioners are capable of 
doing and we fully concur that the implications of corneal 
ulceration or permanent visual loss are such that this again 
should be a controlled act and the prescription and dis- 
pensing of these contact lenses should be only by licensed 
practitioners. 

Allergy challenge testing is something, just by the in- 
herent nature of the words involved, that involves a chal- 
lenge. Unless you are equipped medically to handle the 
ultimate response, which is anaphylaxis or a severe shock 
to the allergen test, it is something that again should be 
controlled. 

Some things we are running into now in ophthalmology 
are that the preservatives used in contact lens solutions and in 
drops are the same preservatives that are used for hepatitis, 
influenza, tetanus and other forms of immunization. So 
somebody who is determined to have a sensitivity to that 
preservative. may indeed run into problems and should not 
be treated with this immunization. I recently had in a den- 
tal hygienist who could not receive her hepatitis vaccina- 
tion because of a thimerosal sensitivity induced from 
contact lens wear. The implication is there. If you are not 
aware of it being as a vehicle in other medicaments and other 
vaccines then the medical implication may escape you. 

I would like to go into some of the more controversial 
areas. The proposed bill for optometry has defined the 
practice of optometry as “the assessment of the eye and 
vision system and the diagnosis, treatment and prevention 
of vision and oculomotor dysfunctions of the eye.” 

We, as a section, believe this definition is too restric- 
sive. We believe that optometrists indeed do diagnose and 
teat disorders, but the disorders they treat are refractive 
liseases and disorders of the eye. We have met with the 
‘egistrar of the college of optometry and we have met with 
he review and it is our opinion that we cannot come to a 
consensus with respect to a modifier. We cannot go along 
vith no modifier, giving the diagnosis of all diseases and 
lisorders and dysfunctions of the eye and visual system in 
hat it indeed is beyond the current scope of optometry and 















does not reflect adequately what the existing status of the 
profession is. 
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We presented a brief in April of this year and in previ- 
ous years along the process of the review, and feel that 
“refractive diseases and disorders” adequately character- 
izes the nature of the scope of optometry. We are comfort- 
able with that. To us, the acceptable definition of 
optometry might be: The practice of optometry is the as- 
sessment of the eye and visual system and the diagnosis, 
treatment and prevention of refractive diseases and disor- 
ders of the eye and of sensory and oculomotor disorders 
and dysfunctions of the eye and visual system. We feel that 
is a compromise we can live with, and one we have ham- 
mered out over the course of years. 

I have enclosed, within the appendix, an addendum 1. 
This addresses the scope issues, other diagnostic features 
that optometry has felt in the past fell outside the realm of 
refractive diseases and disorders but which we feel are all 
within the realm of refractive diseases and disorders. I would 
again like to stress that this does not limit the assessment 
of the eye and visual system. An assessment will detect 
symptoms and signs of cataracts, retinal detachment, glau- 
coma and all these things. It is communicating a conclusion 
identifying a disease as the cause of the symptoms that is 
the controlled act. Many of the voiced concerns of optom- 
etry appear to fail to make this distinction. If the proposed 
definition is accepted, then of course the licensed acts and 
controlled acts would have to be adjusted accordingly. 

With respect to opticianry, we have no objections to the 
proposed bill as it reads, as long as dispensed subnormal 
vision devices, contact lenses or eye glasses comply with 
the prescription which we indeed write, and conform to the 
patient such that we are happy and the patient is happy. I 
thank you very much for your time. 


Mr Beer: Thank you for your presentation. You 
touched on a number of the questions in relation to optom- 
etry. We have had a number of submissions from their 
association, as well as from individual optometrists. They 
see Bill 60 as limiting what they are going to be doing. If 
we look at what you do today and optometrists do today, 
and if the acts went through as they are, without the 
changes that you are proposing, what is it, in your view, 
that it is then giving to an optometrist to do? What are 
some of the things that they would be able to do, from 
your perspective, that they would not be able to do if your 
definition was in place? 


Dr MacInnis: If you take, for instance, an individual 
who has a different length eye, so that one eye is stronger 
than the other, one eye may be more far-sighted than the 
other eye is, which may be conducive to having a turned-in 
eye. What can be done, and should be done, if it is a young 
child under the age of visual maturity, which would be 
under the age of seven, eight or nine, is that the child 
should be treated with glasses and should be treated with 
patching or occlusion therapy. That corrects for the imbal- 
ance between the two eyes and puts a patch over the 
stronger eye to make the child use the weaker eye. 
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That would be a refractive diagnosis where, because of 
the difference between the two eyes, the brain suppresses 
the image from the weaker eye and turns that eye off and it 
becomes blunt or amblyopic, as we call it. By correcting 
the difference with the glasses and by stimulating the poor 
eye by making them use the poor eye with the correction 
of the glasses, that is a refractive treatment that is treating 
a refractive disease and disorder of oculomotor dysfunc- 
tion as well. 


Mr Beer: And an optometrist could do that today? 


Dr MacInnis: They currently do that. But that would 
be a disease, as opposed to a disorder or dysfunction that 
under the proposed bill they would not be able to do. So 
the current bill is restrictive in that fashion. Whereas if you 
encompass the refractive diseases and disorders, then that 
would adequately encompass what they currently do. 


Mr Beer: The other question is the number of oph- 
thalmologists in the province. Are there sufficient numbers 
to handle what, in the view of the optometrist, would be 
the cases they would have to refer because they would not 
be able to do certain things? The argument has been that 
they can do those and that would help with the cost and 
that there would be a difficulty with referrals. What is the 
sense of your association? 


Dr MacInnis: Currently there are 350 ophthalmolo- 
gists in the province of Ontario, which represents a ratio of 
approximately one in 30,000, which is the ratio that is 
recommended by the World Health Organization, the De- 
partment of National Health and Welfare and our own as- 
sociation. We feel we are in a manpower-balanced 
situation that is very good. 

You have to remember also that primary care is pro- 
vided not only by ourselves and by optometry but by gen- 
eral practitioners. If you come in with a corneal foreign 
body, for instance, in virtually every community the family 
doctor is on call for the emergency department and plucks 
out foreign bodies, treats infections and does all these 
things not only on a 9-to-5 basis but on call and on a 
weekend basis, provides coverage for that sort of primary 
eye care. Certainly optometry does provide primary eye 
care within a lot of the smaller communities in Ontario and 
certainly is appreciated by the family doctors and by the 
ophthalmologists in the community. 

As a tule, ophthalmologists and optometrists on a per- 
sonal level get on very well. 


The Chair: Thank you very much for your presenta- 
tion before the committee today. We appreciate your com- 
ing out. If there is any additional information you think 
might be helpful to the committee, you will communicate 
with us in writing. 


ONTARIO CHIEF PSYCHOLOGISTS 

ASSOCIATION, EASTERN REGION 
The Chair: I would like to call now Ontario Chief 
Psychologists Association, Eastern Region. I ask that you 
come forward and introduce yourselves for the committee. 
We would appreciate it if you would leave a few minutes 
at the end of your presentation in case any of the commit- 
tee members have questions. You have 20 minutes for your 


presentation, and I would ask that you begin your presen- 
tation now, please. 


Dr Blouin: We are pleased to make our presentation 
today on behalf of the eastern region of the Ontario Chief 
Psychologists Association. I am Dr Arthur Blouin, director 
of psychology at the Ottawa Civic Hospital. My colleague 
here is Dr Sal Colletta, director of psychology at the Ot- 
tawa General Hospital. 

We will try to keep our comments quite brief. We are 
certainly pleased to bring our perspective from the general 
hospital psychology departments to this committee, and 
we would like to say at the outset, I think, that we are 
basically very much in support of this legislation. We think 
that in general, as our written document indicates, the act 
represents a progressive approach to the delivery of health 
care in Ontario. 

There are four principles that are important here. First 
is the increased public protection from unqualified health 
care providers. Second is the encouraging of the provision 
of high-quality health care. Third is enhancing the public 
ability to exercise freedom of choice in health care ser- 
vices. Fourth is encouraging the flexibility of roles which 
the various health care professions can play in the delivery 
of health care. We are looking forward to seeing these 
principles incorporated in the new legislation. We are of 
the opinion that certain components of the legislation re- 
garding psychology are best addressed in the manner that 
we are about to discuss. 

The first area is title protection. First, in maintaining 
two of the major principles of the legislation, the public 
protection and freedom of choice principles, we believe 
that the term “psychologist” should be protected, as is now 
written into the legislation. We believe that “psychologi- 
cal” and “psychology” should also be protected, because 
we do not believe that the general public can clearly distin- 
guish between a licensed psychologist and someone who 
holds himself out or advertises himself as providing psy- 
chological services. 

In Ontario now, to become a licensed psychologist re- 
quires a doctorate in psychology, a minimum of at least 
one year of post-doctoral training and supervision and, at 
the end of that process, passing stringent written and oral 
post-doctoral exams. So for the public to distinguish be- 
tween someone with that level of training and someone 
who advertises as providing psychological services is a 
difficult one. We do not think it is an abstract issue in 
semantics; it is a very practical one and important not only 
for the users of psychological services but also even for 
those who refer to psychologists for psychological ser- 
vices, physicians and other health care workers. 
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So we believe there is a general difficulty in distin- 
guishing between the levels of training of individuals pro- ‘ 
viding services in this area. Unlike other health care 
professions, the end point of most of our training programs 
is the doctoral level and the required stage for independent 
practice has been accepted as the licenced psychologist. 
The general public, we feel, is not clearly aware of this, 
and to protect the public and ensure that free choice is also 





26 AUGUST 1991 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


S-657 





informed choice, we feel that these terms should be pro- 
tected from misuse. In addition, we feel that the public will 
become increasingly confused as to who is and who is not 
a qualified psychologist if the title protection is restricted 
only to those providing services to individuals providing 
health care. 

_ For example, if someone—as the legislation I believe 
would now allow—presents himself as a psychologist in a 
newspaper column or on a radio talk show but is not quali- 
fied to be a licenced psychologist in the health care sys- 
tem, that would be okay. He could hold himself out as a 
psychologist but the public would readily come to believe 
that the level of training of that person is representative. 
When the public goes to the health care setting, we ask the 
question, “Will the general public clearly be able to make 
an informed and free choice in distinguishing between 
‘someone offering psychological services and someone 
trained and licenced as a psychologist?” Unless the title is 
protected for all services offered, the ability to make these 
distinctions in the mind of the general public will, we be- 
lieve, become very difficult. So we see this as an issue of 
‘freedom of choice, informed choice, and protection of the 
public against misunderstanding in those terms. 

The second area we would like to address is diagnosis. 
We generally agree with the OMA to return to the simple 
term “diagnosis,” and we believe that there are areas that 
psychologists have been trained to diagnose. In a general 
hospital setting, much of the work of a psychologist is to 
‘act as a consultant to other professions. This may be to 
psychiatry, other medical disciplines and health profes- 
sionals. In carrying out this responsibility, the role is fre- 
quently that of a diagnostician, and the referring 
disciplines want us to clarify and/or make diagnoses. The 
reports we write specify diagnostic information, and treat- 
ment plans are based on these diagnoses. It is important to 
patients and to referring disciplines that psychologists con- 
tinue to make these diagnostic decisions in the areas that 
psychologists have been trained to make them. 

In many areas in the field of mental health, the psy- 
chologist is simply the best-trained professional in the 
team to make the kind of diagnosis that is being sought. In 
the general hospital setting, psychologists provide services 
in the area of assessment, which is essentially descriptive; 
diagnosis, which is essentially fitting symptoms into 

























and treatment and consultation. 

So it is important that psychologists are legislated to 
make diagnoses in order to provide the general public with 
optimal care. We state again, however, that we feel the 
communication of conclusions does not have to be re- 
stricted to the psychologist, but that the authorized act, the 
act of diagnosis, should be. So in summary, and briefly, as 
representatives of the chiefs of psychology in. Ontario hos- 
pitals and, in particular, chiefs at general hospitals, we 
strongly urge you, in the new legislation, to protect the 
terms “psychological” and “psychology,” along with the 
title “psychologist.” We would also recommend that the 
diagnosis be a controlled act of a psychologist, as pro- 
dosed in the current legislation. 


known and well-defined syndromes with specific names; 





Mr J. Wilson: We have had many non-doctoral psy- 
chologists—anyway, people practising in the field of psy- 
chology—appear before this committee, and we have had 
some psychologists themselves, the PhD, appear and ex- 
press similar concern to continue the protection of the 
terms “psychological” and “psychology.” There is a mem- 
orandum of understanding signed between the two groups. 
My concern is that if we go ahead and include in this 
legislation the protection of the two additional terms and 
there is never an agreement reached over the next 18 
months with the non-doctoral practitioners, we may be 
cutting off something that may be useful to them. We 
clearly had evidence that there are a number of non-doc- 
toral psychologists practising, in northern Ontario, for in- 
stance, where they never see a PhD or claim to seldom see 
a PhD. We cut off some terminology that under this new 
act they would be able to use, for instance hanging out on 
their shingle that they are providing psychological ser- 
vices. To be perfectly frank, I am worried that might lose 
some of the impetus to come to some agreement about 
who will be future members of the college of psychology. 
Do you want to comment on that? 


Dr Blouin: My understanding is that there is a com- 
mittee struck to address the issue of bringing in or some- 
how allowing that group to come into legislation as well. I 
think our recommendations would not cause any greater 
restriction on those people as they are providing services 
now, because I think the current legislation does protect 
those terms. We are certainly not of the opinion that their 
activities should in any way be curtailed, but I think it is 
very important, in general, that the public be aware of the 
distinction between a fully licensed psychologist and any- 
one else, whether it is the non-PhD provider of services in 
psychology or anyone else who can offer himself as pro- 
viding psychological services. That is a very great problem 
for the public. 

Under this legislation, anyone can say “services in psy- 
chology,” not just those people who do not have a doctoral 
degree and are not registered as licensed psychologists. 
That we see as a big problem for the public. That is the 
very fundamental issue. We would be very much in favour 
of having those who are providing services incorporated in 
some way and given the scope of practice for which they 
are trained and accountable for as well. I think that would 
be a far better situation. In the meantime, it opens a door to 
anyone besides those people. 


Ms Haeck: I think you are probably well aware, Dr 
Blouin, that we have received quite a number of presenta- 
tions, be it from the master’s-level psychologists, your 
own group, as well as the unregulated group. Can you 
comment at this time on the whole perspective as has been 
opening up to the public? “Access to a variety of services 
and making the public aware” is one of the comments that 
you have made about what a psychologist does. Because 
of the array of people who in fact do counselling, what 
kind of consumer education would you foresee having to 
take place to make it clear what all of the differences are 
going to be? Because there is really a vast array, as our 
representations can well attest. 
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Dr Blouin: We would be in agreement with the gen- 
eral principle of opening up the services. I think as psy- 
chologists we all run into the confusion of someone you 
meet not being clear as to what it means when you say 
“psychologist.” My understanding is that under this legis- 
lation we could be in the position where, outside of the 
health care setting, people who are not licensed to practise 
could call themselves psychologists. 

Within the health care system you have to be licensed 
to call yourself a psychologist. Then you have a whole 
other group of people who are unregulated who do provide 
psychological services. Then you have a whole other 
group of people who have no training in psychology who 
may provide some sorts of services and ask for fees for 
those services. I think under this legislation the amount of 
public education required to clarify that would be enor- 
mous. It is a very difficult distinction for the public to 
make under the proposed legislation. 
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Mrs McLeod: I am not sure whether to direct the 
question to the presenters or to ask counsel for some com- 
ment, but it is in relation to the issue you have just touched 
on again, title protection outside of a health care setting. It 
was my understanding that certainly the intent of the legis- 
lation was that a controlled act would be a controlled act 
wherever it was carried out, whether in a health care set- 
ting or not, and that controlled act and title protection nec- 
essarily go hand in hand, so that title protection would also 
extend outside the formal health care setting. Do you have 
a concern that this may not in fact be the case? 


Dr Blouin: Yes. I am not that well versed on the nu- 
ances of the way all of the forms of the act read, but my 
understanding was that the term “psychologist” was re- 
stricted to health care and that people who are providing 
activities that are totally unrelated to health care and may 
not have the qualifications could still present themselves as 
psychologists and if they are not doing the acts and they 
are not providing health care, they could still call them- 
selves psychologists. Now, if this was, for example, a 
newspaper column, the public perception could easily be 
distorted into thinking that person is a psychologist repre- 
sentative of psychology. When they go to the health care 
system, there is great confusion. That is what I would be 
concerned about. If there are provisions to correct that, 
then my concern is not justified, but that is how I have 
understood it. 


Mr Hope: Mine deals around the title protection 
issue. You have been referring to the ones with the PhD 
and the MA levels, and then you are saying there is an- 
other segment of society out there that is using these titles. 
Do you have any statistics at all of how many people 
without MAs are out there using this? 


Dr Colletta: There are none as yet. Under the new 
legislation as it is written, if it were passed, following on 
points made in the presentation, individuals who would be 
providing services that would not fall under the narrow defi- 
nition of health care that is in the proposed legislation could 
present themselves as being psychologists and, at the very 
least, could present themselves as providing psychological 


services or psychological consultation, which the present 
legislation does not allow to happen. As the law stands now, 
the only people who can use the terms “psychologist,” 
“psychological” or any derivative of the word “psychology” 
are licensed psychologists. There are none now. It is a ques- 
tion of if the legislation goes through as it is written. It 
really does open the door to individuals being able to pro- 
vide services that would not be well controlled. 


The Chair: There were questions for the parliamen- 
tary assistant to clarify. 


Mr Wessenger: I would like to have ministry staff 
clarify this point. 

Ms Bohnen: I would like to clarify first what the cur- 
rent state of the law is under the Psychologists Registration 
Act. Section 11 of that act restricts to registered psycholo- 
gists the use of the title “psychologist” or titles, designations, 
descriptions incorporating the words “psychological,” 
“psychologist” or “psychology.” It is not restricted to any 
particular kind of service. However, there is an exception 
from that general title protection, first for legally qualified 
medical practitioners, second for a person in the course of 
his employment by the government of Canada, govern- 
ment of Ontario or a university. So we already have many 
exceptions. Many psychologists are employed in academic 
and government situations. Many people providing psy- 
chological services are employed in those settings and 
there is no restriction on their use of the title. 


In the proposed legislation there are two kinds of pro- 
tection. First of all, the use of the title “psychologist” and 
any variation, translation, etc, of it is indeed restricted to 
individuals providing or offering to provide health care to 
individuals. But it does not say “health care settings”; it 
says “health care.” 


I think the presenters are quite right in saying this leg- 
islation would not prevent a newspaper columnist from 
describing himself or herself as a psychologist even if not 
registered in Ontario as a psychologist. Quite frankly, it 
has not been the government’s intention to try to stop 
cocktail party uses, academic uses, media uses of these 
titles, but really to restrict how these titles are used where 
they can truly mislead people, which is at the front line 
where health care services are being delivered. 

Of course, supplementing the specific title protection is 
the additional holding-out clause which in not very many 
words, and far fewer words than it seems some groups 
would like, does prohibit individuals who are not members 
from holding themselves out as persons qualified to prac- 
tise as psychologists. I hope that clarified it a little bit. 


Dr Blouin: Just in responding to that, that is one of 
the issues. If people can write a newspaper column and 
call themselves psychologists, it is going to be very diffi- 
cult to make members of the public aware when they go 
into the health care system as to what a psychologist is. 


The Chair: Thank you very much for your presentation. 


OTTAWA ACADEMY OF PSYCHOLOGY 


The Chair: I] call the Ottawa Academy of Psychology. 
You have 20 minutes for your presentation. 
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Dr Bush: Thank you, Madam Chair. I am Clarissa 
Bush. I am the past president of the Ottawa Academy of 
Psychology and I work at present in a chronic health care 
facility in Ottawa. My colleague is Wendy Richardson, 
president elect, also working in a general hospital in the 
Ottawa area. I am presenting on behalf of the Ottawa 
Academy of Psychology. 

The Ottawa Academy of Psychology is concerned that 
introduction of Bill 63 may reduce the public’s ability to 
obtain good health care. I would like to invite you to 
glimpse with me a scene that could take place if the Psy- 
chology Act is passed as it is now written. 

The year is 1993 and the Regulated Health Professions 
Act is in place. Due to very serious professional miscon- 
duct in 1992, my licence was permanently withdrawn at 
‘the beginning of the year. I have lost my hospital job and 
am faced with the prospect of trying to earn a living an- 
‘other way. After careful reading of the Psychology Act, I 
place the following advertisement under the new heading 
“Psychological Services” in the yellow pages, “Clarissa 
Bush, doctorate in clinical psychology, expert in neu- 
‘ropsychology: Assessment and treatment of all types of 
‘cognitive and memory problems; psychological support 
and therapy to care givers and families; remediation and 
rehabilitation.” 

Over the next year, the college of psychology received 
several complaints from members of the public who, 
aware that their third-party health insurance covers treat- 
‘ment by psychologists, used my services and were then 
unable to obtain reimbursement. The complainants receive 
a letter from the college informing them that I am no 
longer licensed in Ontario but pointing out that as I am not 
contravening the law in any way, there is, unfortunately, 
nothing the college can do to restrain my activities. This is 
because, in contrast to the situation which has prevailed 
since 1960, the terms “psychology” and “psychological” 
are no longer restricted to registered psychologists. 

It is now 1994. Business is a little slow, but I have 
heard that the educational field is quite rewarding and, 
recalling that some of the courses I took as a graduate 
Student dealt with child psychology, I decide to branch out. 
Under the yellow pages headings “Educational Consul- 
tants” and “Psychologists,” I insert the following adver- 
‘tisement, “Clarissa Bush, PhD: Educational psychologist; 
individual evaluation and remediation.” 

Although my limited experience may put some of my 
early educational clients at a disadvantage, I am sure that 
through reading textbooks and a process of trial and error I 
will soon learn what is needed. As Bill 63 provides only 
for the restriction of the title “psychologist” to individuals 
providing health care, I am fairly sure that by labelling 
myself as a psychologist only in the area of education I can 
enlarge the scope of my business without getting into diffi- 
culties with the college. 

The Ottawa Academy of Psychology, whose goals are 
to improve contact among local psychologists and to in- 
crease the public’s understanding of the profession, is in 
strong support of the intentions and almost all of the pro- 
visions of the Psychology Act. However, we submit that 
the effect of section 15 regarding restricted titles will be 








the opposite of what was intended, leading to confusion 
and extra distress and suffering on the part of a section of 
the public which is already rather vulnerable. 
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One of the purposes of changing the way in which 
health professionals are regulated is to provide more infor- 
mation to the public to allow them to make an informed 
choice about their own care and to protect them better by 
improving the way in which the regulatory process oper- 
ates. As a group of people whose main objective is to help 
others, we wholeheartedly endorse those goals. However, 
we submit that the goals are not in fact furthered by the 
proposed Psychology Act as it now stands. Many people 
will be unable to draw distinctions between shades of 
meaning, ie, psychologist versus psychological, such as 
those employed by the act. People seeking our services 
are, by definition, in emotional distress and will therefore 
be even less able to do so. 

Another point which causes concern is that the term 
“health care” is left unelaborated in the act, presumably to 
be defined by the courts. Historically, courts have tended 
towards narrow rather than broad definitions and this 
might mean that psychologists providing educational, cor- 
rection, management consulting and other non-health ser- 
vices would be essentially unregulated. 

In summary, in order to provide more accurate infor- 
mation to the public and to guarantee that professionals 
providing psychological services are properly regulated, 
the Ottawa Academy of Psychology recommends the re- 
striction of the terms “psychology” and “psychological” to 
registered psychologists and broadening of the act to in- 
clude all psychologists practising in Ontario. 

Perhaps I can apologize for the redundancy after the 
last presentation. 

Mr J. Wilson: You do not need at all to apologize for 
the redundancy, because I am going to ask you the question J 
asked the last group. Just to expand on it a bit and play 
devil’s advocate, would it not be the case that, say, the 
non-doctoral psychologists, the MAs, perform psychological 
services now? 

Dr Bush: They do, under the supervision of psycholo- 
gists, and perhaps I could point out that, except for the 
people who were grandfathered in when the Psychologists 
Registration Act came into force, there are no non-doctoral 
psychologists in Ontario. 

Mr J. Wilson: I think the committee understands that 
when I use that terminology. 

Dr Bush: Yes, they provide those services, but they do 
so under supervision and they are not allowed to advertise 
themselves as providing those services. 

Mrs McLeod: I would also follow up and use what 
you have referred to as redundancies as a chance to seek 
some further clarification on those central issues. I am 
going to ask ministry staff, if I may, about the two examples 
that have been used of advertisements, just to follow up on 
your explanation given to the last presenter. As I under- 
stand it, the first ad would in fact be allowed under the 
proposed act because it does not use the term “psychologist,” 
but the second ad, describing yourself as an “educational 
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psychologist,” would not be allowed because it represents 
a holding out as a psychologist and therefore someone able 
to do those controlled acts, even though it is in a non-health 
care centre. Have I understood your explanation correctly? 

Ms Bohnen: Yes. | think it is important to point out 
that the scope of practice of psychology as it appears in this 
legislation, again, is not restricted to services provided in 
health care settings. The kinds of diagnostic activities, let’s 
say, that psychologists perform with children are often pro- 
vided in an educational setting. The use of the title “educa- 
tional psychologist” would not mean there was not health 
care psychology and therefore a title entitled to be re- 
stricted to registered members of the profession, as you 
have said. 

If I could just chime in with this, I think part of the 
difficulty in grappling with title protection with a profession 
like psychology is that, as you know, many non-psycholo- 
gists are providing the same or very similar services to 
what psychologists are providing. What the review tried to 
grapple with is suggesting title protection that, while it 
protects the public, is appropriate to a system in which the 
service is not monopolized by any particular group. You 
do not want to make it harder for the public to locate and 
assess the services provided by people who are not mem- 
bers of the regulated profession. That is not public protec- 
tion either, so I think that is why this is so hard. 


Dr Bush: I would like to respond to that, if I may. 
Certainly we recognize that there are masses of people out 
there, far more than there are psychologists, providing ex- 
cellent services that the public needs, and it is very far 
from our intention to restrict anybody’s access to services that 
they need, but our position is that if the act is adopted as it 
is now written, it would make it much harder for people to 
distinguish between psychologists and other people—and 
they might be choosing to look for somebody other than a 
psychologist—but it makes it less clear rather than more 
clear. 


The Chair: Thank you very much for your presentation. 


CANADIAN SOCIETY OF HOSPITAL 
PHARMACISTS, ONTARIO BRANCH 
The Chair: I call the Canadian Society of Hospital 
Pharmacists, Ontario branch. You have 20 minutes for 
your presentation. 


Mr Babcock: I am Kelly Babcock, and with me is 
Cheryl Bishop. We are president and president-elect of the 
Ontario branch of the Canadian Society of Hospital Phar- 
macists. We represent nearly 1,000 pharmacists practising 
in Ontario’s health care institutions today. I would like to 
thank you for the opportunity to provide input for the pro- 
posed Regulated Health Professions Act and its related 
legislation. In general, we are very supportive of the pro- 
posed changes to the regulation of health professions in 
Ontario. However, we do have two areas of concern. 

First we would like to discuss the issues that deal with 
Bill 61, the Pharmacy Act, and the Drug and Pharmacies 
Regulation Act. I feel the best way to illustrate this view- 
point is with the following case scenario. 

When you receive a prescription from your physician 
for an antibiotic to treat an infection you have, you get it 





filled at your community pharmacy. Your prescription will 
be interpreted and dispensed by a licensed pharmacist. 
Thus you are protected by the competency standards set 
out by the Ontario College of Pharmacists and can feel 
confident that you will receive the quality of services you 
expect from your pharmacist. 

Unfortunately, you are not guaranteed this protection 
when you are in a hospital. You could be in an intensive 
care unit receiving lifesaving medication and not receive 
any input from a licensed pharmacist. This is because the 
practice of pharmacy in Ontario’s hospitals is not currently 
regulated through health professions legislation. There is 
an exemption clause, a loophole, if you wish, in the Health 
Disciplines Act and in the proposed Drug and Pharmacies 
Regulation Act that excludes hospitals from the provisions 
of these acts. In brief, the act states, “This act does not 
apply to (a) drugs compounded, dispensed or supplied in 
and by a hospital...for persons under health care provided 
by such hospital.” 

We are a little bit concerned about that, because other 
provinces do not have this type of legislation and it has 
been in Ontario’s legislation since 1953 and has been the 
subject of much debate. We believe the situation is not in 
the best interests of the public, since it can and does result 
in pharmacy services being provided to our province’s 
hospitalized patients by people who are not registered 
pharmacists—that is, people who are graduates of a phar- 
macy program but not licensed in Ontario—possibly by 
registered nurses or by pharmacy technicians. We estimate 
that there are approximately 10% of people representing 
themselves as pharmacists in Ontario’s hospitals today 
who are not licensed with the Ontario College of Pharma- 
cists and therefore are not really allowed to call themselves 
pharmacists. In fact, there are about 30 hospitals that do 
not have even the services of a single licensed pharmacist, 
even on a part-time or a consultative basis. 

We see this situation as inconsistent with the legal 
requirement that every patient in the community must be 
serviced by a licensed pharmacist. Thus, it can lead to 
potentially lower standards of pharmacy service in hospi- 
tal settings compared to that in our community, and we 
feel that the hospitalized patients are entitled to better 
protection than this. 

We have stated our position a few times in various 
documents and through the various legislative review pro- 
cesses, and basically we believe that the supply of drugs— 
that is, the distribution of them only—to hospital inpatients 
and bona fide outpatients should continue to be exempt 
from the act. Second, the pharmacy services in hospitals 
should be directed by a pharmacist licensed in Ontario and 
accountable to the Ontario College of Pharmacists. Third, 
those hospitals unable to secure the services of a pharma- 
cist would be dealt with on a case-by-case basis by regula- 
tion granting temporary exemption from the act. This is 
how it is done in many other provinces. 

1510 

The Ontario College of Pharmacists supports our view. 
They have recently stated that they agree with the present 
exemption and that drug supply in hospitals be retained — 
but that the pharmacy service itself must be directed by a 
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pharmacist who is licensed in Ontario and accountable to 
the college for his or her professional activities. 

The Ontario Pharmacists’ Association also agrees with 
this. They feel it is quite unusual that the public at large has to 
be serviced by a properly qualified pharmacist but those 

patients in a hospital do not receive such a privilege. 

_ The Ontario Hospital Association has had a differing 
view until very recently. We met with them a couple of 
‘months ago and we discussed this issue at great length. In 
teality, they have come to the conclusion that there may be 
_a better way of dealing with this issue than the current 
exemption clause. 

Basically, if our position is stated, we feel the follow- 
ing objectives will be met: first of all, to protect the hospi- 
alized patient from unqualified persons acting as 
pharmacists or claiming to be qualified to provide a phar- 
‘macy service; second, to protect the hospitalized patient from 
poor pharmacy practices; third, to allow the provision of safe 
and effective drug distribution practices when a legally 
qualified pharmacist is not present, for whatever reason, 
_and fourth, to permit the continued application of innovative 
_and cost-saving pharmacy practices in a hospital setting. 

_ We have developed a proposed wording of the Phar- 
‘macy Act and it is available to you, I think, in the second 
section. It is on a separate document. This was our initial 
attempt at rewording the document with potential words. 
We would definitely want to be involved with the Ministry 
of Health and the Ontario Hospital Association and the 
various pharmacy organizations in developing exact word- 
‘ing, but we have pointed out the fact that we think it is 
relatively simple to provide all parties with what they want 
and still have licensed pharmacists in hospital while pro- 
viding for those hospitals which cannot hire pharmacists 
the opportunity to distribute drugs. Therefore we feel that 
if the concept is adopted, the interests of the public, espe- 
cially the hospitalized patient, will be protected. 

The second thing we would like to comment on is in 
Bill 43, and our only major concern is with section 30: 

“No person shall use the title ‘doctor’...in the course of 
providing or offering to provide...health care to individuals.” 
There are a number of exceptions listed in the subsequent 
‘section: chiropractors, optometrists, physicians and surgeons, 
psychologists and dentists. However, many pharmacy 
practitioners in Canada today hold doctorate degrees, either a 
‘PhD degree or a PharmD degree. The holders of these 
‘degrees are frequently employed in senior clinical positions 
in Ontario hospitals and provide excellent leadership in the 
profession as teachers, researchers and practitioners in the 
field of drug consultative services. 

_ The Ontario branch believes strongly that members of 
the Ontario College of Pharmacists holding these degrees 
‘Should have their credentials acknowledged by permitting 
the use of the title “doctor.” 

Therefore, in summary, we have two areas of concern: 
first of all, the exemption clause, we want hospital phar- 
macy practice to be regulated so that we ensure that the 
public, mainly the hospitalized patient, has its interests 
protected; second, that members of the Ontario College of 
Pharmacists with doctorate degrees be allowed to use the 
term “doctor” in their practices. 





Are there any questions? 


Ms Haeck: Thank you very much for this presenta- 
tion. It does add an interesting perspective to an area I 
have not heard very much about so far. I have a small 
hospital in my own riding and I know it does not have a 
hospital pharmacist who is exclusively there, say, on an 
eight-hour shift. In fact, he is a volunteer. I would say he is 
not totally a volunteer. I would assume there is some re- 
muneration. But this gentleman does run his own phar- 
macy and does put in a few hours every week to deal with 
the pharmacological needs of the patients in that hospital. 
What he is doing would then contravene this, in your opin- 
ion, Or your suggestion? 

Mr Babcock: No. What we are stating is that we realize 
that there are not going to be too many hospitals that have 
a 24-hour pharmacy service. In fact, I think there is only 
one in Ontario. Drugs still have to be distributed outside 
normal, if you want to say, pharmacy hours. 

What we are proposing is that the distribution as such— 
the count, pour, lick and stick, as it is well referred to in 
the old pharmacy colleges—of getting pills from the big 
bottle into the little bottle and out where they belong 
should be allowed to happen without the pharmacist being 
there. However, we feel that a pharmacist should be re- 
sponsible for ensuring quality assurance mechanisms to 
ensure that, first, the procedure for doing that by whoever 
is doing it is done properly and that proper audits are there 
and, second, if the pharmacist is available that, of course, 
the pharmacist be supervising. We just realize that it would 
be impossible to have that in all hospitals 24 hours a day. 


Mr Beer: Through the parliamentary assistant, I 
would just like to get for the record, with respect to the 
review’s decision not to include hospital pharmacists, was 
it simply because of the existing situation it was felt that 
was the best way to handle it, or were there some other 
considerations brought to bear? 


Mr Wessenger: I will ask ministry staff if she could 
comment on that item. 


Ms Bohnen: Quite frankly, I cannot remember 
whether the review specifically considered any change to 
the existing and long-standing exception for hospital phar- 
macies. I could get that information for you. 


Mr Beer: I know we will have a chance to speak to 
Alan Schwartz and can ask him at that time. 


Mr J. Wilson: Is there a body of evidence now that 
indicates harm is being done because hospital pharmacies 
are currently exempt? 


Mr Babcock: There are existing situations—for exam- 
ple, at a large teaching hospital where there are plenty of 
pharmacists—where the actual director himself is not a 
licensed pharmacist and does not seem to think they have 
to become pharmacists. The Ontario College of Pharma- 
cists has sort of stayed away from hospitals due to this 
loophole. 

I know the law states that if you want to be called a 
pharmacist, you have to be licensed with the Ontario Col- 
lege of Pharmacists. However, we also know that there are 
pharmacists practising today—pardon me, people who 
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have graduated from pharmacy who are practising today— 
in hospitals, big and small, who definitely do not have a 
licence and are calling themselves pharmacists, and that 
the college is not, I guess, enforcing the rule, if you want 
to call it that. So there definitely is the potential for it to 
happen, and it does happen. 

Mr Johnson: Following the same questioning, in 
rural Ontario and in the north it is often a cost-saving 
measure for smaller hospitals and medical centres to dis- 
pense with a pharmacy technician as opposed to a pharma- 
cist. What would happen if pharmacists did not want to go 
to some isolated community to do this? If what you sug- 
gest were to become law, that would exacerbate the situa- 
tion and would indeed increase the cost, would you not 
think, for these communities? 


Mr Babcock: We are not stating that what you have 
described initially is impossible to do. Currently there are 
lots of hospitals that are having the distribution of drugs— 
and I must reiterate that this does not mean the interpreta- 
tion of the prescription but the actual distribution of drugs 
from A to B—happening quite frequently without a phar- 
macist being there. We do not have any problem with that, 
provided a pharmacist sets up the guidelines for how it is 
handled and does various audits to make sure the drug is 
appropriately dispensed. 

There are numerous situations. I happen to have a hos- 
pital in Perth where we have a registered nurse providing 
the distribution services to the hospital. I provide, through 
my department, a pharmacist who on a consultant basis goes 
out once a week, first of all, to ensure that the policies and 
procedures are up to snuff and that everything is going 
quite nicely in the hospital, and, second, to provide some type 
of drug utilization monitoring. For example, you talk about 
costs. The pharmacist can come in there and see if the 
drugs are being used appropriately in the hospital and then 
hopefully make suggestions and recommendations that will 
actually provide patients with the most cost-effective therapy. 

So we do not want to stop the distribution of drugs as 
such. We want to make sure, if there is any interpretation 
present, that it is done by a licensed pharmacist so that in 
case there are any problems, the Ontario College of Phar- 
macists can at least do something about them. 


Mr Owens: Are you concerned, with the advent of 
pharmaceutical companies coming into hospitals and ad- 
mixing IVs and packaging unit-dose prescriptions, that 
your jobs are being deskilled and that this legislation will, 
if passed without your amendments, aid and abet that 
deskilling of your profession? 


Mr J. Wilson: Say yes; it’s good NDP terminology. 
1520 


Mr Babcock: I would think a pharmacist’s job is cer- 
tainly misinterpreted. I think everybody feels that dispens- 
ing is the function of the pharmacist. We quite strongly 
believe that is not going to last long; if we just dispense 
pills we are not going to live long. 

We do believe, however, that there is a long need for 
ensuring that the rational drug therapy is provided to the 
patient, and that is where we feel pharmacists themselves 
have the strongest input. Those are the things that we want 


to make sure are regulated by the Ontario College of Phar- 
macists. Currently that is not the case. That is what we are 
concerned about, not so much the distribution. 


The Chair: Thank you for your presentation. 


JANISE JOHNSON 


The Chair: I call Janise Johnson. You have 10 min- 
utes for your presentation. 


Ms Johnson: I am Janise Johnson. I am a general 
staff nurse at the Children’s Hospital of Eastern Ontario 
and I work in the neonatal intensive care unit. I have been 
there for 14 or 15 years. I would like to thank you for the 
opportunity to make this presentation to this committee. 

My submission to the Regulated Health Professions 
Act comes as a patients’ advocate. I have nursed the public 
for over 30 years and have some grave concerns about the 
deterioration of the delivery of health care in this province. 
Bill 43 must be amended. 

The care we give the public can either be fragmented 
like a wilted flower, with every health care professional 
plucking at the petals delivering his specialty, or we could 
attempt to keep the individual person or family whole as a 
beautiful, healthy blossom. This must be achieved to ob- 
tain the optimum in health care delivery. 

The majority of people who require access to the health 
care system are uninformed, new immigrants, aged and 
weak, or in a trauma or crisis situation. The education of 
the public to this complex system of health care should be 
undertaken by the nurse. The nurse is well informed and 
sees the patient as a whole individual with numerous prob- 
lems. Communication between the nurse and patient must 
continue to remain open. 

On a patient’s admission to the hospital, a physician 
will do the preliminary examination and the diagnosis. 
This will create a whirlwind of activity around the patient, 
with medical consultations, laboratory and X-ray workups, 
possible ultrasound visualizations, etc. Continuity of care is 
often lacking. The patient and family may be overwhelmed 
by all the diagnostic procedures. They need the nurse to 
teach, explain and orchestrate the various examinations 
and treatments within their physical and emotional state. 

I work in a neonatal intensive care unit. We have from 
20 to 25 babies who are critically ill. The staffing for the 
unit from 4:30 pm to 7:30 am is one physician and 13 
nurses. We work as a team, explaining to families the con- 
dition and treatment of their infants. If the nurse’s voice 
were muffled, a large void would exist. 

The nurse must remain the patient’s advocate. This is 
the only medical professional who is with the patient 24 
hours a day, 365 days a year. 

In the last few weeks, the government has wisely 
amended the “prescribed” person. This must also include 
all nurses. The nurse keeps a constant vigil over patients in 
emergency departments, medical and surgical wards, lab- 
our and delivery, operating and recovery rooms, intensive 
care units and psychiatry. Nurses must not have their 
hands tied by having to obtain an order before they initiate 
treatments. We have been educated to respond to a crisis. 

In a neonatal intensive care unit, if we have an infant 
who has a cardiac arrest, the nurse immediately starts CPR 
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and then telephones the physician. If we delay in our re- 
Suscitation, we may have a brain-damaged child. All 
‘nurses must have the prescribed power to establish treat- 
ment that they have been taught to do. This will save lives. 
I am also concerned about the dispensing of medications. 
‘Under Bill 43, only pharmacists may dispense medications. 
This is going to be extremely costly to OHIP. Pharmacists 
will have to remain in the hospital on a 24-hour basis. 
At the present time, if a patient comes into emergency 
in the middle of the night presenting with a headache and a 
temperature and the physician’s diagnosis is possible men- 
ingitis, the nursing supervisor goes to the night pharmacy 
cabinet to obtain the prescribed antibiotic. The supervisor 
will deliver the medication to the nursing unit and the bedside 
‘nurse will start treatment as soon as possible. Prompt ad- 
ministration of many drugs can save hundreds of lives. 


Another concern I have is the management of labour and 
delivery. This must become a controlled nursing act. Labour 
‘is a long process. First babies are often born after 24 hours 
of labour. The nurse is always in the case room monitoring 
foetal heart rates and assessing the progress of labour. The 
physician is notified only if there is a problem with the 
infant or the mother and when the mother is ready to de- 
liver. Nurses must be licensed to do vaginal examinations, 
monitor external and internal foetal probes and control 
epidural anaesthetics. With these skills, a nurse assists the 
physician and the family in the delivery of a healthy infant. 

Midwives should have nursing background. During 
‘pregnancy a disease process may surface, for example, 
gestational diabetes. If the midwife had a broad educa- 
tional background prior to specializing in midwifery, she 
would be able to recognize the medical problem and en- 
courage the mother to seek a physician’s care. 

__ All nurses must be accountable to the patient, the college 
of nurses and the employer. Accountability must not be 
Testricted to the professionals giving hands-on care only. 

The nurse administrator is responsible for staffing our 

health care institutions and must do this within budget 
guidelines. 
The present treatment of illness has become so aggres- 
‘Sive that often time is not available to give any more than 
the essential care. This is frustrating to the patients and the 
nurses and is often one of the main reasons for nurses 
leaving the profession. 

The staff ratio between nurses and patients on a heavy 
medical floor on a day shift can be one nurse to six pa- 
tients; on nights, one to 10, and sometimes even one to 20. 
In homes for the aged it is one nurse to 75 patients. The 
ratio of staffing in intensive care units is much better, but 
these patients are more acutely ill and require more nurs- 
ing care. At times even these ratios become unsafe. The 
bedside nurse should not have to lower her professional 
standard and be liable for inadequate staffing. 

Physicians, dentists and midwives can perform many of 
the 13 controlled or hazardous acts independently. Nurses 
can perform none independently. Instead, they must have 
an order of another member of the Regulated Health Pro- 
fessions Act or a prescribed person, who might be another 
nurse selected by the college of nurses. Nurses must be 








able to perform those acts within their scope of practice as 
legitimate practitioners without fear of possible litigation. 

The nurse could become the primary health profes- 
sional to introduce the patient to the health care system. 
Studies have shown that nurses can provide 60% of the 
services now provided by general practitioners under the 
current legislation. Nurses in North America perform 
many controlled acts independently, efficiently and cost- 
effectively. Also at a lower cost to OHIP, the nurse would 
have time to speak to the patients and then refer them to 
the appropriate numerous health care providers. 

As well as outpost nurses in the north, outpatient depart- 
ments in hospitals work on this type of system. Why could it 
not be developed in every community in Ontario? Unfortu- 
nately, the Regulated Health Professions Act as it now stands 
will not provide this autonomous practice for nurses. 

Concerning the effects the Regulated Health Professions 
Act will have on the profession, we could be found guilty 
if we contravene Bill 43 and fined $25,000 or jailed for six 
months, or both. 

Nurses have always been accountable to the patient, 
the profession and the employer. If a nurse is fired for any 
reason, the college of nurses must be informed. The nurse 
stands to lose her job, profession and dignity. Many of the 
professions that are seeking self-regulation are going to be 
placed in this unenviable position. 

Nurses are renowned for putting their patients’ needs 
before their own, but now nurses are aware that they must 
also protect their own livelihood. All professions will be in 
triple jeopardy. This may reduce the number of students 
who enter the health care industry in the future. 

I am pleased to bring my concerns to this committee. I 
trust the government will study this and all the submitted 
briefs and that you will formulate and amend the Regu- 
lated Health Professions Act to best serve all the citizens of 
Ontario in the delivery of health care. 

1530 

Mr Beer: With respect to the question around labour 
and delivery, we have had a number of submissions from 
midwives and groups that favour the legislation as it 
stands. Do you think then that in order to be able to prac- 
tise midwifery, one must be a nurse? 

Ms Johnson: Yes, I do. I work in an intensive care 
neonatal unit and see the results of some tremendous deliv- 
eries. These can be full-term infants and asphyxia and birth 
trauma can occur in the last stages of delivery. If a midwife 
has a broad educational background, I think she or he 
would be more likely to give better care than somebody 
who has done a specialty prior to a broad background. 

Mr Hope: Dealing with the question of dispensing 
medication, in the presentation given before you today— 

Ms Johnson: Yes, it was very interesting. 

Mr Hope: —does that rest your mind at all? 

Ms Johnson: I think the pharmacists have a legitimate 
concern, and nurses, because if we contravene anything 
that is going to occur in Bill 43, we are actually putting our 
licence in jeopardy if we are dispensing the drugs. All sorts 
of responsibilities have been thrown at us and we wonder 
if legally we have the responsibility to do this or whether 
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we could be fined. This is going on in every hospital in 
Ontario probably, that nurses are dispensing drugs, and | 
think the pharmacists have a genuine concern, as we do. 

Mr Wessenger: I would like to have staff do some 
clarification on this item. 

Ms Bohnen: IJ think it is important to note that dis- 
pensing drugs is a controlled act that is authorized to phy- 
sicians as well as to pharmacists, and that controlled act, 
like all the others, can be delegated by physicians and by 
pharmacists, based on what you just heard from the hospi- 
tal pharmacies, as well as what you have heard from 
nurses. It sounds as if hospitals more or less work in the 
sensible way in which they will continue to work, in which 
pharmacists are responsible for establishing and monitor- 
ing the processes by which drugs are actually dispensed 
and, when pharmacists are not there, nurses or other appro- 
priate health professionals dispense the drugs to patients, 
pursuant to a delegation. 


The Chair: Thank you very much for your presentation. 


COMMUNITY HEALTH NURSES’ 
INTEREST GROUP 
The Chair: I call Eleanor Soulodre. Welcome. Please 
introduce yourself to the committee. 


Ms Soulodre: My name is Eleanor Soulodre. I am a 
public health nurse. Although it does not state so in your 
agenda, I am here today to represent the Community 
Health Nurses’ Interest Group. With me is Beth Townsend. 
She is the acting senior nursing officer in the Ottawa- 
Carleton health department and she is also the president of 
the Community Health Nurses’ Interest Group. Also with 
me is Helen McGuire, a public health nurse in the high- 
risk prenatal program in the Smiths Falls area. 

The Community Health Nurses’ Interest Group is made 
up of approximately 1,800 nurses across the province. It is an 
interest group within the Registered Nurses’ Association of 
Ontario, which presented to this committee on August 13. 
The CHNIG is in full support of the RNAO’s position 
regarding the Regulated Health Professions Act. However, 
we do have an additional concern that is of the utmost 
importance to community health nursing. 

Let me begin by saying that the CHNIG is in complete 
agreement with the basic underlying principles of the Reg- 
ulated Health Professions Act. Our main concern focuses 
around the fact that health promotion has not been included 
in the scope of practice statement within the Nursing Act. 
“Health promotion” is a term that is not always clearly 
understood and is often thought to be synonymous with 
prevention of illness. 

Although the two are closely linked, they are not the 
same. Let me see if I can clarify that for you. Health 
promotion is approach behaviour while prevention is 
avoidance behaviour. Health promotion seeks to expand 
positive potential for health, while prevention seeks to 
thwart the occurrence of illness. Even in dictionary defini- 
tions, there is a distinguishable difference between “pre- 
vention” and “promotion.” “Prevention” is to keep from 
occurring while “promotion” is to help or encourage to 
exist or flourish. Prevention has been included in the nursing 
scope of practice statement, and that is a very positive thing 


and very appropriate. However, the CHNIG feels strongly 
that health promotion must be included as well. 

In the document Striking a New Balance: A Blueprint 
for the Regulation of Ontario’s Health Professions, the rec- 
ommendations and intent of the Health Professions Legis- 
lation Review are clearly explained. Within this document, 
the scope of practice statement is described as outlining 
each profession’s area of permitted practice. By excluding 
health promotion from nursing’s scope of practice state- 
ment, it is implied that health promotion is not one of the 
expected roles of the nurse. However, the Ministry of 
Health has mandated health units to provide health promo- 
tion services in the mandatory health programs and ser- 
vices guidelines. Public health nurses make up the largest 
group of professionals in health units, and therefore the 
health promotion role falls largely to them. 

The Ontario government has clearly recognized that the 
Band-Aid approach to health care is no longer sufficient. 
We just cannot afford it. The Premier’s Council on Health 
Strategy has identified a change of focus to health promo- 
tion as a crucial strategy in the provision of cost-effective 
health care. We must promote healthy lifestyles in order to 
have a healthier population that will not continue to drain 
our health care budget. 

If nurses are to effectively co-ordinate with other pro- 
fessionals in the delivery of health promotion services, 
then it must be clearly stated that health promotion is in 
fact a role of the nurse. Consumers also have the right to 
be made aware of the area of practice of each professional 
so that they may make informed choices. 

There is no question of the importance of health pro- 
motion in the future of our health care system. The govern- 
ment has identified this and has directed many nurses to 
focus their practice on health promotion. The CHNIG does 
not feel that health promotion is something that only 
nurses should do. Nurses are, however, qualified to pro- 
vide the service to the public and are presently doing so. If 
health promotion is not clearly communicated as being 
part of nursing’s scope of practice, nursing services will 
not be utilized to their full potential. It is our hope that this 
committee will give serious consideration to the inclusion 
of two words, “health promotion,” in the scope of practice 
statement within the Nursing Act. That concludes my pre- 
sentation, Madam Chair, and J am now prepared to answer 
any questions. 


The Chair: Thank you very much for an interesting 
presentation. 


Mr J. Wilson: I certainly agree that it is interesting. I 
think it is the first time the concerns of community health 
nurses have been brought to the committee’s attention, es- 
pecially wanting to include the terminology “health pro- 
motion.” Perhaps, first, you could give the committee a 
feel for some of the programs and some of the activities 
you take or promote in the area of health promotion. Sec- 
ond, what sort of practical example would be of the effect 
of not including “health promotion” in the general scope of 
practice statement? 


Ms Soulodre: To answer your first question, nurses 
are providing health promotion services to all age groups 
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n the community. Some examples of this would include 
yrenatal classes, where nurses are promoting health in 
yregnant women and therefore also in their unborn child. 
n the process they are also preparing parents to adequately 
care for their new child and to encourage healthy relation- 
ships within the family. 

Another example would be occupational health nurses 
vroviding stress management sessions in the workplace or 
school nurses teaching a variety of subjects, including such 
hings as self-esteem, assertiveness, nutrition and that sort 
of thing. Another example might be mental health nurses 
who are helping to develop support groups in the commu- 
nity. Those are just some of the examples of the health 
»romotion services that nurses are offering. 


1540 
Mr J. Wilson: Do you feel there would be a practical 


-ffect of not including the terminology in the scope of 
yractice? 


Ms Soulodre: My understanding is that the purpose of 
he scope of practice statement is to accurately describe the 
scope of practice of the nurse. I think if you do not include 
his you are not accurately describing the scope of practice 
of the nurse. When you are trying to communicate to the 
yublic, the consumer and other professionals what the role 
yf each of the professions is, if you do not include health 
yromotion within the nursing scope of practice, you are 
10t communicating that. As a result, I think nursing ser- 
vices may not be utilized to their full potential. 


Mr Beer: Do you know whether the concept of health 
»romotion was recommended as part of the scope of practice 
of nurses in the initial proposals made by your association? 


__ Ms Soulodre: That is a good question. My under- 
itanding was that originally the Registered Nurses’ Associ- 
ition of Ontario did request that health promotion be 
ncluded. Correct me if I am wrong. My understanding 
vas that the feeling of the of the HPLR was that a lot of 
he professions were involved in promoting health, and 
ather than including it in everyone’s scope of practice, it 
vould not include it in anyone’s scope of practice. I am 
otally in agreement with the fact that many health profes- 
sionals are providing health promotion services. I think in 
lot of the cases it is sort of a peripheral thing. They have 
i main focus and a peripheral thing is that they provide 
tealth promotion services. 

That is the case with some nurses as well. Their main 
ocus lies elsewhere. Health promotion is a peripheral 
hing. But with many nurses their main focus is health 
yromotion. I do not think that is the case for a lot of the 
1ealth professionals, so I feel strongly that it needs to be 
ncluded in nursing’s scope of practice statement. 

Mr Hope: Just to elaborate on that and dealing with 
he Band-Aid approach towards the health care system, if I 
1m understanding it properly you are saying that if we do 
1ot put the other mechanism in there as a preventive issue, 
ind as the public health nurse is the one who delivers it to 
sur school systems and to our seniors, then we are really 
lot fixing the problem of helping people. We should be 
iromoting healthier lifestyles in order to achieve long-term 
are, the multi-year plan and other plans that are out there. 



















Is that what you are trying to strive at? That is what I am 
really trying to understand. 


Ms Soulodre: Yes, that is exactly what we are trying 
to say. It is very important that we promote health, and I 
think that has been identified many times. The fact is that 
we are doing it now. We are providing many health promo- 
tion services now, so it seems only fitting that it would be 
included in the scope of practice statement. 


Mr Hope: It should be expanded upon. 


Ms Soulodre: Yes, it is definitely something to be ex- 
panded upon in the future. 


Mr Owens: Just to play the devil’s advocate for a 
moment, in terms of the types of activities you perform, 
such as going into schools and examining kids and things 
like that, do you think the diagnosis clause is not more 
problematic for you than having health promotion not in- 
cluded in the scope of practice? 


Ms Soulodre: I think there are a number of concerns 
that we as community health nurses have with the RHPA. 
We are a subgroup of the Registered Nurses’ Association 
of Ontario and we are in full support of its submission to 
you. I believe they spoke to you on August 13 and that was 
one of the things they brought up. Rather than reiterating 
that, we thought we would bring forward what our concern 
was. I have a slightly different focus from the Registered 
Nurses’ Association of Ontario. Yes, I am in agreement 
that diagnosis is problematic. 


The Chair: Just to clarify, what we just heard you say 
is that you are in support of the RNAO brief and this is in 
addition to that. Is that correct? 


Ms Soulodre: That is correct. 


The Chair: I just wanted to be clear. Thank you very 
much for your presentation today. We appreciate your 
coming before the committee. 


CECILIA BRANCH 


The Chair: I call Cecilia Branch. Welcome. You have 
10 minutes for your presentation. 


Ms Branch: My name is Cecilia Branch and I would 
like to give you a brief statement. From the age of 16 until 
my retirement in 1987 I was a member of the Canadian 
national track and field team for the 100-metre hurdles. 
Between 1976 and 1980 I attended the University of Nevada, 
Las Vegas, on an athletic scholarship. I was selected to the 
Canadian Olympic team in 1980 and I was Canadian 
champion in 1985. 

Since my 1987 retirement from active competition I 
have worked as a trainer, more or less a strength and con- 
ditioning consultant, with many athletes and teams, including 
the Ottawa Rough Riders. That is why they are winning. I am 
also completing. my master’s in sports psychology at the 
University of Ottawa. 

My chiropractor, Dr Ken Dick of Ottawa, has ex- 
plained to me that the suggested new law to regulate the 
practice of chiropratic does not include the right to diag- 
nose extremity joint problems. I do not understand this at 
all because it is my experience that chiropractors are 
highly skilled and very effective in this area, more so than 
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any professionals I have consulted during a very long career 
in athletics. 

I pulled a hamstring in my left leg in 1979. In case you 
do not know what a hamstring is—some people do not—it 
is the upper back of your leg muscle. During the next few 
years I received a lot of medical advice on what caused the 
problem. However, no one got to the bottom of it and I had 
continuing problems that were very frustrating and af- 
fected my career. 

Then in 1986 I consulted Dr Ken Dick for an injury to 
my right leg. I also told him about the chronic problem 
with my left hamstring. He gave me a much more detailed 
examination and diagnosis than I had ever been given be- 
fore. He explained how my hamstring problem is related to 
disturbed mechanics in my knee and pelvis and muscle 
imbalances in my leg. With a combination of manipula- 
tion, massage, interferential and other physical modalities, 
he completely cured my problem for the first time in seven 
years. It has been right ever since. Dr Dick has looked 
after my leg injuries, such as an ankle problem, which is 
Achilles’ tendonitis, since that time and I have referred a 
number of other athletes to him and other chiropractors 
with good results. 


I have found chiropractic diagnosis of extremity joint - 


problems to be very thorough and of great help in my 
athletics career. I cannot imagine why a new law would 
prevent a chiropractor from providing this service. 


Mr Beer: We have had a number of people relate per- 
sonal experiences to us and one of the questions I have had 
is, when you have done this with your chiropractor and 
found this has worked well with you, have you discussed 
that with your own physician or with other medical doctors 
who have tried to deal with it, in terms of saying: “Look, I 
continued to have trouble. I went to the chiropractor, who 
found a way to resolve it. How come you didn’t seem to be 
able to find the answer?” Do you have any sense in what 
you have gone through as to why that did not happen? 


Ms Branch: Basically what happens is you go to 
many doctors to try to find out what your problem is and, 
being an athlete, you are very impatient and you want to 
get down to the crux of the problem and you want to get 
healed within four to six weeks or less. Therefore, if they 
cannot properly diagnose you—and I have been misdiag- 
nosed by physicians, which is quite frustrating, and I have 
had such incredible success with my chiropractor, Dr Ken 
Dick, that I do not really like to go back to the physician 
and tell him that he was full of beans and did not properly 
diagnose me. No, you more or less move on to find the 
answer, because we do not have a lot of time to wait to 
heal. We want to get down to the real crux of the problem 
and get ready and on the track again. I never went back. I 
was misdiagnosed by a physician in sports medicine three 
times and strike three, to me, is you are out. 


Mr Beer: That is why you are in sports. 
Ms Branch: That is right. 
The Chair: Thank you for your presentation. 
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G. LAWRENCE NELMS 


The Chair: I call Mr Larry Nelms. Welcome. You 
have 10 minutes for your presentation. 


Mr Nelms: Thank you very much. I am a business- 
man working in Ottawa, obviously in the optical business, 
as you can see by the letterhead. 

Thank you for affording me the opportunity to express. 
my thoughts on the proposed Regulated Health Professions 
Act. I do not envy the task of the standing committee in 
rationalizing the needs and wants of all the vested interest 
groups which will appear before you. It is daunting, to say 
the least. Let me put into perspective the area of opticianry 
which I believe will shape the future of our industry. 

It appears that this future hinges on precise definitions, 
which are presently lacking in the proposed act but are 
recommended by the Board of Ophthalmic Dispensers. 
The present board is recommending that “to dispense” will 
mean: (a) interpreting a prescription for, (b) evaluating or 
advising a person in respect of, or (c) preparing, providing, 
verifying, adapting, fitting or duplicating a device for sub- 
normal vision, a contact lens or eyeglasses. This definition 
encompasses all the duties and responsibilities which pres- 
ently govern the action of opticians in the province today. 

You have heard other representations from the Vision 
Council of Canada, which has suggested that a more liberal 
interpretation of the definition of “dispensing” be used, 
namely that the optician be responsible for the final verifi- 
cation and delivery of eyeglasses to persons over the age 
of 10 years. The optician would be responsible for all steps 
necessary in the delivery of contact lenses and eye wear to 
children under the age of 10. | 

Both groups purport to serve the public interest. 
through a legislated act of Parliament. In reality though, 
the public is unaware of the protection afforded it now by 
the Board of Ophthalmic Dispensers because the board has. 
failed to inform the public of its existence and of the pow- 
ers it has over the industry to protect the public interest. 

Its role to the public is passive rather than interactive 
and any use of its powers to maintain conformity with the 
present act is initiated by the use of the board inspectors or 
through action commenced by written complaint, usually 
lodged by a fellow optician. Thus, the powers of the board. 
are well known within the industry, but the public is obliv- 
ious to its function. It is only through this indirect proce- 
dure that the public interest is protected. 

Consumer complaints today are directed towards the 
supplier of service, the optician, and when they are unre- 
solved, the prescribing physician, the ophthamologist, be- 
comes the arbiter. I know of no cases where a complaint 
was referred to the board for resolution. In this manner, the 
overall industry is seen as being entrusted with the protec-. 
tion of the public interest. 

The position of the Vision Council of Canada appears 
to be based on economic practicality in which it recommends. 
limited use of an optician to perform statutory duties. The 
membership of the VCC is drawn from the larger optical 
chains, which typically employ more than one optician per 
outlet. By reducing the numbers of qualified staff necessary 
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to operate a dispensary, the economic benefits are substan- 
tial. Our own firm has several such locations and whereas I 
presently employ five licensed opticians under current cir- 
cumstances, I could easily reduce that number to two and 
increase my net profit by between 10% and 20%. The 
VCC is proposing a minimalist scenario allowing opticians 
to remain within the Regulated Health Professions Act, 
thereby ensuring some form of regulation to restrict practice. 


would be impotent to regulate the in situ operations of 
opticians under the VCC’s proposed definition. Thus, there 
are really only two alternatives your committee can adjudi- 
cate: either a college with all the necessary powers to firmly 
regulate the practice of opticians or else a completely de- 
regulated delivery of eye care services in the province 
where the marketplace determines the protection level of 
the public interest. Half measures, ultimately, will not work. 

The businessmen and businesswomen who constitute 
the opticianry side of the delivery of eyecare in our province 
are seeking a clear, unequivocal set of rules under which 
they can run their businesses. Whether your recommenda- 
tion favours regulation or deregulation, we expect our gov- 
ernment to make a decision so that we can get on with the 
rest of our lives. In the event that you follow the recom- 
mendations set out in the Board of Ophthalmic Dispensers’ 
submission, I would suggest that provision be made to 
include a continual public awareness campaign so that the 
general public of the province know there is an authorita- 
tive industry watchdog there to address their concerns. I 
would also suggest that the annual renewal of an optician’s 
licence to practise be predicated on achieving standards of 
continuing education. 

If instead you prefer the recommendations of the VCC, 
I suggest you carry its position to its logical conclusion 
and institute a qualified—that is, contact lenses and chil- 
dren excluded—deregulation of our industry with the mar- 
ketplace being the great equalizer. I am in favour of the 
former because I know the value of a well-educated and 
fully trained optician working in my business. The quality of 
my product would suffer at the hands of individuals who 
have not undergone formal education. My labour costs 
would go down, but my laboratory costs would certainly 
tise if I were to remain conscientious and truly satisfy my 
customers’ needs. 
_ Your decision will affect the thousands of lives of those 
who work in our profession and impact an industry which 
trades in the hundreds of millions of dollars annually. To 
think that all of this is hinged on a definition. I welcome 
your comments. 
Mr J. Wilson: On page 3, you state that the new college 
would not be able to effectively regulate the operations of 
opticians under the VCC’s proposed definition. I am going 
to give you an opportunity just to explain that a little fur- 
ther, if you would. It seems to me, just as a layperson, that 
the liability under the VCC’s proposal still rests with the 
optician, the ultimate liability of whether the glasses are 
fully constructed and the customer is satisfied and the pre- 
scription has been properly interpreted. It seem to me the 
college still has control over opticians. 











The new college governing the practice of opticians. 


Mr Nelms: The college would have control over opti- 
cians, but I am looking at current circumstances whereby 
the regulation of opticians is governed by the Board of 
Ophthalmic Dispensers today, and in the province there is 
very little power, relatively speaking, that the board has 
over the day-to-day actions of opticians in Ottawa. The 
board inspectors come through here on an annual basis and 
it is usually once. Everybody in town knows the inspectors 
are here. Everybody sharpens up. That is not necessarily 
the way to govern an industry. I think the only alternative 
to what I term a half measure, where there is only a licence 
in the store, is to open it up completely. As a businessman, 
I can deal either way. 

Mr J. Wilson: I am missing the point, though. You are 
saying under the current situation the policing now is fairly 
ineffective. 


Mr Nelms: That is correct. 


Mr J. Wilson: So I do not see how this would make it 
any less effective if it is fairly ineffective now. 


Mr Nelms: Precisely so. In other words, are we trying 
to tighten up the industry through new legislation or main- 
tain a status quo? 


Mr J. Wilson: We would be trying to tighten up this 
particular industry if we had some evidence of cases of 
harm. Perhaps you would want to comment on that. We 
did have the board present some cases. 

Mr Nelms: I think that Brent MacInnis appeared ear- 
lier before the committee, and I cannot cite any instances 
of harm. 


Mr J. Wilson: I do not like tightening up just for the 
sake of tightening up. 


Mr Nelms: Well, tightening up for the purpose of reg- 
ulation so that, in reality, an unlicensed or an unregistered 
individual could not practise opticianry. At the moment it 
is very difficult for the board to police and patrol that. There 
is a fellow here in town who has been running a business 
for the last 14 years and he does not have a licence. We do 
not know how he gets away with it. 


1600 
Mr J. Wilson: Somebody should complain to the board. 


Mr Nelms: Complaints have been lodged. To date, 
there has been no conclusive result simply because the 
board does not have the teeth to go after it. So either we 
have a regulated industry with teeth in the legislation, or 
we do not. What I am suggesting is that people in the 
industry can go either way. We are flexible, but what we 
expect are the rules. If the rules are wide open, let’s go 
with it. If they are not, fine. 

Mr J. Wilson: I appreciate your candour there. 
Thanks. 

The Chair: I think you have articulated the different 
economic interests extremely well, and we appreciate your 
candour. Does the legislation as presented represent the 
status quo, tightening up or loosening up, from your point 
of view? 

Mr Nelms: | think it is slightly less than the status quo 
because there is not an adequate definition of dispensing. 
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The Chair: If there is additional information that you 
think would be helpful, please feel free to communicate 
with us in writing, but we do appreciate your coming be- 
fore the committee today. 


JOHN COX 


The Chair: John Cox, welcome to the committee. 
You have 10 minutes for your presentation. 


Dr Cox: I am a dentist. I am a prosthodontist, a spe- 
cialty of dentistry which is involved with basically crowns, 
bridges, dentures, implants; that aspect of dentistry. As a 
practising prosthodontist, I have a number of concerns re- 
garding the proposed legislation as outlined in Bill 50, 
which would seem to expand the role of the denturists to 
allow them to provide removable partial dentures directly 
to the public. I am very concerned that the denturists are 
being placed in an untenable position whereby they will be 
allowed to construct removable partial dentures but not 
allowed to alter tooth structure in the mouth for the con- 
struction of that partial denture. In the construction of vir- 
tually all cast removable partial dentures, I feel, and I think 
the literature supports it, that preparation and alteration of 
the teeth is required. Also the denturist is ill-equipped to 
diagnose adequately the condition of the patient’s oral cav- 
ity prior to denture construction. 

Examples of that would include limited medical 
knowledge to screen for oral pathology such as cancer and 
limited equipment for assessment of oral cavity; what 
comes to mind is diagnostic equipment such as X-rays. 
They are not in a position to be able, with the current 
legislation, to assess periodontal disease adequately; that 
is, if you read the legislation as it is proposed, they are not 
allowed to probe for periodontal pockets or adequately 
assess the periodontal health of the supporting tissues. If 
dentists were not to do that, they would be in a position 
where there would be grounds for malpractice, not ade- 
quately having assessed the teeth. They are not in a posi- 
tion to assess adequately the occlusion or bite and, again, 
they are not able to alter tooth structure prior to partial 
denture construction. 

I feel great concern in this area and that this can only 
lead to missed oral pathology or disease; missed decay in 
construction of partial dentures on teeth with decay pres- 
ent, since they do not have the diagnostic equipment to 
look for it; partial dentures constructed on teeth with gum 
disease through inadequate assessment; poor occlusion or 
bite and this in turn can lead to temporomandibular joint 
problems and, again, dentures constructed with no alter- 
ation of tooth structure, which from our standpoint is not a 
correct treatment. 

The denturists have been arguing that price and quality 
of service are the real issues at stake. It would seem to me, 
given the limitations imposed on the denturists, that it is hard 
to imagine the quality provided would be better than that 
offered in a private dental office with full diagnostic equip- 
ment. While price is an important issue, at the present time 
there is no comprehensive data to suggest that present fees 
charged by denturists for a procedure that at the present 
time is unlicensed will be maintained. I feel the real issue 
in question is the appropriateness of the treatment which is 


being offered by the denturist, who is able to offer only one 
service at the present time. 

Perhaps an example of this might serve to illustrate my 
concern. Perhaps we can bring it a little closer to home if 
we imagine one of ourselves leaving this meeting and trip- 
ping and knocking out two front teeth. What is the proce- 
dure which is set in process? In the dental office the first 
consideration would centre around the possibilities of 
reimplanting the teeth. If they were retrieved clean and 
intact within perhaps 40 minutes of the injury, then they 
would be in a position that the teeth could be reimplanted 
and as such reused. This option would not be available to 
the denturist or perhaps not suggested. However, assume 
that the teeth were not retrievable and that we were in a 
position where we required some form of replacement. 
Both the denturist and the dentist would likely construct 
interim or temporary dentures, since these simple acrylic 
dentures can be quickly and inexpensively constructed, to. 
replace missing teeth. Both offices could provide this ser- 
vice probably within a day in order to re-establish aesthet- 
ics and function. | 

Once healing had taken place, the denturist would be in 
a position to provide only one option. In terms of a final 
replacement for the missing teeth, this option would be a 
cast removable partial denture. This is really the item 
which is at question today. However, as outlined, there are 
very serious limitations imposed on the provision of this 
service, or to put it another way, the denturist is being 
asked to provide this service with one hand tied behind his 
back in terms of assessment and alteration of the teeth. 

An equally important issue relates to the ability of the 
denturist to outline the options available for treatment. For 
the patient to make an informed decision, it is very impor- 
tant that he not only has the possible options presented but 
also the pros and cons of the different options. We feel that 
in this position the denturist may be somewhat limited in 
terms of his ability to discuss and present the options which 
are possible. There indeed is an ethical concern related to 
whether the denturist will refer a patient to a dentist, even 
if he can provide information on the different options. 

Getting back to our example of the two missing front 
teeth, this has become, in our office anyway, a very complex 
diagnostic problem in light of the wide variety of options 
which are possible in the dental office. If the teeth adjacent 
to the space have no gum problems and have adequate 
bone support, then a conventional fixed bridge could be 
considered. This option might be more feasible in an older 
individual, where there are restorations or fillings on the 
adjacent teeth, since this option requires reduction of tooth 
structure for the teeth which will serve as abutments. In 
these days we see many younger individuals with fewer 
cavities in their mouths who would be reluctant to have 
adjacent teeth reduced to accommodate a fixed bridge. If 
there was sufficient space between the teeth, both upper 
and lower, and lack of grinding habits, then these days we 
could consider a very conservative option, that being a 
so-called Maryland or etched bonded bridge. This requires 
very limited reduction of the teeth but does still require 
some preparation to accommodate this appliance. How- 
ever, this bridge has to be used very selectively and does 
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not work in all situations. Again, the diagnostic problem is 
there and we run into it every day. 

Another option in this situation these days involves the 
use of osseointegrated titanium implants to replace missing 
tooth structure. Again, this requires a very careful assess- 
ment involving close interaction between both the oral sur- 
geon who will be involved and the dentist who will be 
providing the final replacement. Again, we have a great 
deal of scientific data to suggest that this treatment option, 
which has now been followed for approximately 26 years 
in Sweden, is a viable option and yet another diagnostic 
consideration. 

Another possible option of course is a removable par- 
tial denture,-as discussed. Again, it gets us back to our 
chief concern, I think, in terms of today’s issue. This op- 
tion, which is also available in the denturist’s office, has 
wider scope for success if there is adequate preparation of 
the teeth. It does not necessarily have to involve extensive 
preparation, but it is very common to see a patient come 
with an old, broken-down filling which should be replaced 
prior to construction of a partial denture. If there are large 
fillings, then sometimes a crown is indicated, and there are 
a variety of different partial dentures, right down to preci- 
sion partial dentures, that require construction of crowns 
prior to construction of the partial denture. At the very 
least, small recesses or rests should be provided on the 
surfaces of the teeth, since these rests control all. of the 
forces which are transmitted to the patient’s teeth by the 
dartial denture. 










The point of my example is only to illustrate that if we 
were in the position described, I feel it is mandatory that 
the options possible be outlined for a patient to make an 
informed decision as to which option he would like to see 
take place in his mouth. The extension of the role of the 
denturist into the direct construction of partial dentures 
once again fragments dental service. It makes it very much 
more unlikely that the patient is going to be in a position to 
make an informed decision and, I think, makes it virtually 
impossible to receive a high quality partial denture, given 
the limitations that are imposed. Partial denture service 
should remain a prescribed service in the same manner that 
a hearing aid or a vision device is a prescribed service. 

Thank you very much for the opportunity of presenting 
the brief. I would be happy to try to answer any questions 
that might be related to my presentation. I brought along 
slides to illustrate this, but unfortunately in our discussions 
with the people at the other end we did not quite get a 
projector. 


The Chair: Just for your information, the committee 
did receive slides and copies of X-rays or photographs 
showing some of the things that you talked about, so not to 
worry that we did not get a chance to look at your slides. 
We appreciate hearing from you and if there is additional 
information that you feel would be helpful, please feel free 
to communicate with us in writing. 

The standing committee on social development stands 
adjourned until 10 o’clock tomorrow morning, in committee 
room 2, legislative building. 


The committee adjourned at 1612. 
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LEGISLATIVE ASSEMBLY OF ONTARIO 


® 
STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


Tuesday August 27 1991 


The committee met at 1001 in committee room 2. 


REGULATED HEALTH PROFESSIONS ACT, 1991, 
AND COMPANION LEGISLATION 
LOI DE 1991 SUR LES PROFESSIONS 
DE LA SANTE REGLEMENTEES 
ET LES PROJETS DE LOI QUI LACCOMPAGNENT 


Resuming consideration of Bill 43, the Regulated 
Health Professions Act, 1991, and its companion legisla- 
tion, Bills 44-64. 

Reprise de |’étude du projet de loi 43, Loi sur les pro- 
fessions de la santé réglementées et les projets de loi, 44 
a 64, qui l’"accompagnent. 


ONTARIO SOCIETY OF 
OCCUPATIONAL THERAPISTS 
The Chair: Good morning. I would like to welcome 
everyone and call first the Ontario Society of Occupational 
Therapists. 
__ Mrs Cameron: My name is Debbie Cameron and I 
am the president of the Ontario Society of Occupational 


of the Ontario society, and Christie Brenchley, our execu- 
tive director. 

_ I would like to begin today by expressing our apprecia- 
ion for the opportunity to appear before you. I hope that 
dy the end of this presentation you will have gained a 
detter understanding of occupational therapy, our society 
and its position on the proposed Regulated Health Profes- 
sions Act. 

The Ontario Society of Occupational Therapists, or 
OSOT, as I will refer to it, is a professional association of 
dccupational therapists eligible to practise in the province 
of Ontario. Incorporated under letters patent in 1921, 
OSOT was the first professional organization of occupa- 
‘ional therapists in Canada. Today the society works on 
dehalf of Ontario’s 2,300 therapists to address and pro- 
mote issues relating to education, government affairs, pro- 
‘essional issues and public relations. 

Occupational therapy as a profession developed in 

canada after the First World War. Working with veterans, 
herapists demonstrated the positive and important contri- 
yutions that the application of purposeful and meaningful 
ictivity made in the rehabilitation of individuals with 
dhysical and emotional dysfunction. 
Occupational therapy addresses problems in functional 
yr adaptive behaviour in persons whose occupational per- 
‘ormance—self-care, productivity and leisure skills—is 
mpaired or likely to be impaired by illness or injury, emo- 
ional disorder, developmental disorder, social disadvan- 
age or the aging process. The purpose of intervention is to 
yrevent disability and to promote, maintain or restore oc- 
‘upational performance, health and wellbeing. 
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Because problems in functional or adaptive behaviour 
can occur with anyone, OTs work with a diversity of client 
populations. This brings the therapists in contact with a 
broad cross-section of Ontario’s population bridging all 
age groups, social sectors and cultural diversities. The oc- 
cupational therapist may be involved in providing direct 
treatment, mediator training, consultation or research. 

Ontario’s OTs work in a wide variety of employment 
settings: hospitals, schools, nursing homes, home health 
agencies, developmental centres, rehabilitation centres, 
community mental health facilities, sheltered workshops, 
private practice and the workplace. 

With a philosophical commitment to interdisciplinary 
teamwork, most OTs work as integral members of treat- 
ment teams with physicians, nurses, physiotherapists, 
community workers, etc. Trends towards community- 
based and accessible health services have placed increas- 
ing demands on occupational therapists whose expertise 
lies in facilitating the personal independence and functional 
performance required for successful community living. 

In summary, if you, a family member or a friend 
knows a child with a physical disability, a teenager with a 
head injury or perhaps a spinal cord injury, a young adult 
who is mentally ill, a middle-aged acquaintance with mul- 
tiple sclerosis or an older person with Alzheimer’s, then 
likely an occupational therapist has been involved at some 
point in their rehabilitation process. 

The Ontario Society of Occupational Therapists regis- 
ters its clear support of the Regulated Health Professions 
Act. Believe it or not, we have been working on legislation 
for longer than this government has. For nearly 25 years, 
Occupational therapists in Ontario have sought legislated 
regulation in an effort to ensure the quality of OT services 
provided to Ontario residents. We believed so strongly in 
this concept of regulation that we instituted a voluntary 
regulatory body, the Ontario College of Occupational 
Therapists, in 1984. 

RHPA will enhance the public protection while provid- 
ing a framework for a more equitable system which re- 
spects the autonomy of individual professions. The quality 
assurance requirements are innovative and will prove chal- 
lenging and exciting in their implementation. 

Clearly, we are supportive of the RHPA. Of course, we 
would not be here today if we did not feel that some minor 
modifications needed to be made. Our purpose here today 
is to point out our concerns. 

With respect to Bill 43, the omnibus act, we have two 
concerns. Our most serious concern is with the controlled 
act, paragraph 26(2)1 of the RHPA. This one I am sure you 
are all very familiar with. It reads, in part, “Communicat- 
ing to the individual or his or her personal representative a 
conclusion identifying a disease, disorder or dysfunction.” 
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As occupational therapists, we would concur that the 
identification of disease is an act which we are not quali- 
fied to perform. However, the identification and communi- 
cation of disorders and dysfunctions is something that OTs 
perform on a regular basis. In fact, our scope-of-practice 
statement outlines our obligation to assess function and 
therefore to identify dysfunction. 

We are very concerned that this controlled act will 
limit current occupational therapy practice. We routinely 
formulate and communicate conclusions about the causes 
of symptoms within our scope of practice. 

For example, when a client suffers an injury to his 
spinal cord, perhaps as the result of a diving accident, the 
physician would make a diagnosis identifying the level in 
the spinal cord where the injury occurred and the extent of 
damage. Following this, the occupational therapist would 
be involved in assessing what the client could still do for 
himself on a functional level. Due to the amount of swell- 
ing around the injury or the time elapsed since the acci- 
dent, the client’s diagnostic level and his functional level 
might differ. However, to the client and his family, accu- 
rate assessment of his remaining skills would be vital. We 
feel that it is equally vital that clients are able to obtain the 
results of these assessments from the professional who car- 
ried them out. As the act is currently written, the results of 
this assessment could not be shared directly with the client 
or his family. This “communicating” would have to be 
undertaken by a physician. 

We understand that this act is not intended to limit 
current practice, but wording such as “communicating,” 
“disorder” and “dysfunction” are sufficiently vague as to 
arouse serious concerns among therapists. The controlled 
act paragraph 26(2)1 as it is currently written could inter- 
fere with professionals working as a team by placing those 
professions allotted this controlled act in the role of gate- 
keeper of information to clients and families. The eco- 
nomic implications of this to the public purse must also be 
considered. 
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Our proposed amendment to solve this problem would 
be to add a subsection to section 26 which would state that 
people regulated under the provisions of this act will not 
be deemed to be in contravention of paragraph 26(2)1 
when performing assessments that are within the scope of 
their practice, including the formulation of assessment 
conclusions and the communication of such to clients. 

Our second concern with Bill 43 is with subsection 
30(1), which restricts use of the title “doctor.” We under- 
stand the intention of this section is to reduce public confu- 
sion. However, we feel that this title restriction has several 
other implications that should be considered. 

People are entitled to know the qualifications of the 
therapist who is treating them and should be able to easily 
identify and seek out a therapist with higher educational 
qualifications if that is their desire. The OSOT feels that 
individuals who have earned their PhD have the right to 
use the title “doctor.” To restrict the use of this title goes 
against standard practice in other provinces and countries. 

The fact that RHPA has legislated that certain health 
care professionals can use the title “doctor” and not others 
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is discriminatory, inconsistent and lacks justification. The 
title should apply to all those who have earned it, regard- 
less of discipline. Given the current lack of researchers and 
educators, the health care system should be doing all that it 
can to encourage individuals to obtain higher education. 
These individuals are the ones with the skills to ensure 
through research that the service provided to the public is 
of the highest possible quality. 

Our recommendation would be to allow the use of the 
title “doctor” only with the use of the professional designa- 
tion. In other words, an occupational therapist with a PhD 
would be known as a doctor of occupational therapy. 

With respect to the Occupational Therapy Act, or Bill 
58, we also have two concerns. Subsection 14(1) of the 
Occupational Therapy Act, entitled “Restricted Titles,” 
concerns us. The subsection currently reads, “No person 
other than a member shall use the title ‘occupational thera- 
pist,’ a variation or abbreviation or an equivalent in an- 
other language in the course of providing or offering to 
provide, in Ontario, health care to individuals.” | 

We are uncomfortable with the phrase that limits title 
protection to the area of health care. In our profession 
particularly, many members work in areas that might be 
considered to be outside the health care field. For example, 
therapists work in school boards, industrial settings and 
insurance companies. In these settings the title “occupa- 
tional therapist” would not be protected. Therefore, a 
member of the public may be misled about the qualifica- 
tions of an individual practising outside health care. Only 
when dealing with an occupational therapist in the field of 
health care could a client be assured of obtaining service 
from a regulated professional. 

We would suggest that simply dropping the last phrase, 
“in the course of providing or offering to provide, in On- 
tario, health care to individuals,” would solve the problem 
and offer the public the maximum protection possible. 

Our second concern with Bill 58 is in subsection 14(2), 
which deals with representation of qualifications. Cur- 
rently this section states, “No person other than a member 
shall hold himself or herself out as a person who is quali- 
fied to practise in Ontario as an occupational therapist or in 
a specialty of occupational therapy.” 

The wording in this subsection is not strong enough 
and places no limitation on unqualified individuals who 
wish to mislead the public with the use of various descrip-| 
tors or descriptive phrases. For example, an unqualified’ 
person could be claiming to be providing occupational ser- 
vices within a hospital or community clinic. Clients could 
be misled by the use of such a descriptor into believing) 
they were receiving service from an occupational therapist. 

The Ontario Society of Occupational Therapists feels 
that the public would be better served by a stronger clause 
which would add to the above section the phrase, “or use 
any name, title or description implying or calculated to 
lead people to infer that the person is qualified or recog- 
nized by law as a member.” | 

In conclusion, the Ontario Society of Occupational) 
Therapists is very supportive of the Regulated Health Pro-| 
fessions Act. However, we feel that the legislation could be} 
strengthened by introducing the minor amendments outlined 
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above. As is clear to us from discussions with many other 
groups and must be clear to you from previous presenta- 
tions you have already heard, we are not alone in these 
concerns. 

We appreciate this opportunity to present our views 
and look forward to continuing to work with all concerned 
individuals in the future. We welcome the opportunity to 
answer questions at this time. 


The Chair: Thank you for a very thoughtful presentation. 


Mr Owens: When a patient comes to see you, he pre- 
sumably comes to you with a chart, and with a diagnosis 
listed on the chart. 


Mrs Cameron: Not necessarily. It depends on the set- 
ting in which you are working. 


_ Mr Owens: Right. If you are working in a hospital 
setting, for instance. 


Mrs Cameron: Likely there would be a medical 
chart, yes, with the diagnosis listed. 


Mr Owens: I guess I am struggling with what type of 
Jiagnosing you would in fact be doing. When you talk 
about the oedema on a patient’s hand, is that not just a 
symptom of an existing diagnosis where you would simply 
de performing an assessment rather than diagnosing why 
the oedema is there? 


Mrs Cameron: Yes. That is the problem that we 
struggled with in trying to address this whole question. I 
guess in looking at it, though, we feel that when it is 
»xpanded to say “disorder and dysfunction,” although we 
vould not diagnose with a medical diagnosis, we often 
night label a dysfunction. It is not always clear to us in all 
cases that a dysfunction could be directly attributable to a 
liagnosis that has already been made by a doctor. 

For example, if you were looking at a learning disabled 
yopulation, where they may be having troubles in school, 
rou may be called in to assess a child. He may not have 
yeen given a medical diagnosis, so you may come up with 
| label of a type of dysfunction without its having been 
dentified clearly with a medical diagnosis. This is the area 
vhere we have trouble with this phrasing. In looking at it 
ind in talking with the ministry people, their intention is 
ot to limit that kind of thing that we do, but we just are 
ot comfortable that the language at this point is clear 
‘nough to allow us to continue to do what we normally do. 


Mr Beer: Thank you for your presentation. In the 
ame area, around the communication, if the word “dys- 
unction” were removed from that, how far would that go 
n making you feel warmer and more comfortable? 

Mrs Cameron: That was certainly one of the possible 
iptions that we looked at suggesting as we went through it. 
think part of our discomfort was that none of those terms 
Te presently defined in the legislation, so we were unsure 
f the intent in putting “dysfunction” in there and won- 
ered if there were some areas of practice, psychiatry, etc, 
here there may be a differing definition to the one that 
ve might use. 

Mr Beer: I will ask a question through the parliamen- 
ary assistant then. In the example on page 6, at the bottom 
f the page, where it says, “For example, when a client 

























Suffers an injury to his spinal cord,” and then the physician 
makes a diagnosis—in terms of what was described and 
what follows, I would have thought that would be per- 
fectly legitimate for the occupational therapist to do and 
that it could not be construed as being in any way commu- 
nicating a diagnosis or leading to a conclusion, or however 
the wording goes. 

Mr Wessenger: Yes, I would agree with that. In our 
interpretation we do not see that in any way conveying a 
diagnosis. 

Mrs Cameron: I would like just to add to that. Our 
reason for using that particular example is that in that area 
of spinal cord injury, the medical diagnosis might be that 
the client has suffered an injury at a particular level in the 
spinal cord. When we would look at it functionally, we 
might find that due to an incomplete lesion or other factors 
in the healing process, the client actually functions at a 
much higher functional level than what might be indicated 
by a strict medical diagnosis. Therefore, the functional 
level and the diagnostic level would actually differ. I think 
that was our reason for using that particular example. 


Mr Beer: So the concern is, are you communicating 
an effective dysfunction of some sort? 


Mr J. Wilson: You mentioned in your brief the use of 
the title “doctor.” I am certainly supportive of PhDs being 
able to use “doctor,” but in a case of, for instance, occupa- 
tional therapy, my understanding is that it is a four-year 
bachelor of science in OT, that there is no such thing as a 
doctor in occupational therapy. Is there a doctorate? 
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Dr Polatajko: There are degree programs in the 
United States and in South Africa that offer PhDs specific- 
ally in occupational therapy. However, most of us who 
have PhDs have a PhD in a field that adds to what we 
practise in. For example, I practise in paediatric psychiatry. 
My PhD is in special education. My PhD deals with learn- 
ing disabilities, which are the kinds of kids I deal with. 
Consequently, I feel I am more able to deal with a learn- 
ing-disabled child as a PhD than I would be as a BScOT. 


Mr J. Wilson: I am glad I asked the question. I[hadno . 
idea the States was offering it. 


Dr Polatajko: I think also one thing that needs to be 
noted is that having PhDs in our profession, and indeed in 
a lot of the rehab professions, is a fairly new thing, just as 
accountability is a fairly new thing. As we get more PhDs, 
it will become a better thing; accountability will become 
better. When I got my PhD in 1982, I was the fourth in 
Canada. Right now there are about 25 of us, and right now 
there are another 20 or 30 who are in the process of obtain- 
ing their PhDs. Many of those are in Ontario because On- 
tario holds most of the therapists in the country. 

Ms Haeck: Do you have a breakdown of where the ma- 
jority of your OTs are working? Are they strictly in a hospital 
setting or are they in rehabilitative education? 

Mrs Brenchley: The Ontario Society of Occupa- 
tional Therapists represents approximately 1,250 to 2,300 
OTs in Ontario. Of our membership, approximately half 
work in institutional facilities, and with growing demands 
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for community-based and accessible services, we are cer- 
tainly seeing an increasing number of therapists working 
in community-based settings, school systems, industry, etc. 
The Chair: Thank you very much for your presenta- 
tion. We appreciate your appearing before the committee 
this morning. If you have additional information over the 
course of our deliberations that you think might be helpful 
or of interest to committee members, I hope you will feel 
free to communicate with us in writing through our clerk. 


ONTARIO COLLEGE 
OF OCCUPATIONAL THERAPISTS 

The Chair: I would like to call next the Ontario Col- 
lege of Occupational Therapists. 

Ms Polgar: Thank you. I am Jan Polgar. I am the 
chairperson of the council of the Ontario College of Occu- 
pational Therapists. With me are Liz Verlaan, the registrar 
of the college of occupational therapists, and Alice 
Kusznir, the vice-chairman of the council of the Ontario 
College of Occupational Therapists. 

I would like to direct your attention to page 4 of our 
document. The Ontario College of Occupational Thera- 
pists, or OCOT, welcomes the opportunity to present our 
views on the Regulated Health Professions Act to the 
standing committee on social development. While we 
know that most of our concerns have already been raised, 
we trust that our words will add strength to those views 
that have been previously presented. 

As Debbie Cameron mentioned, OCOT was estab- 
lished as a bylaw of the Ontario Society of Occupational 
Therapists in 1984. The purpose of OCOT is twofold: first, 
it provides a means of regulation of those occupational 
therapists who choose to become members; and second, it 
has acted on behalf of OSOT and all 2,300 practising oc- 
cupational therapists in Ontario on matters that are related 
to self-regulation of our profession since we have come 
into being. The college’s formation and our development 
are definitive examples of the commitment of occupational 
therapists to the protection of the public through a self-reg- 
ulatory model. 

OCOT has formed a number of committees. These in- 
clude a registration committee and complaints, discipline 
and appeals committees in order to achieve self-regulation. 
We have a proportion of lay members on each of our com- 
mittees. In addition, we have investigated the issues of 
standards of practice, continuing competence and quality 
assurance in anticipation of their requirement through the 
legislation. 

OCOT is very enthusiastic about the proposed legisla- 
tion. We strongly support the purposes of increased public 
accountability, protection and consumer choice. We find 
that the requirement for the development of a quality as- 
surance program is very exciting. We feel that quality as- 
surance should be something the professional understands 
as being important to the development of practice and not 
as an interference with daily work. We are challenged by 
the impact which this requirement will have on our re- 
search and subsequently the level of care which we pro- 
vide to our patients. 
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While we believe that RHPA is important and we defi- 
nitely support its passage in the Legislature, we have con- 
cerns about three sections of the act which we feel will 
have an adverse effect on public protection and public in- 
terest. These sections are paragraph 26(2)1 of Bill 43 and 
subsections 14(1) and 14(2) of Bill 58, the Occupational 
Therapy Act. I address first paragraph 26(2)1, Bill 43, 
about which I know you have heard a lot. 

While neither diagnosis nor assessment is defined in 
the act, we feel that paragraph 26(2)1 implicitly refers to 
diagnosis. This controlled act does not appear in the Occu- 
pational Therapy Act, and it limits those professionals who 
are able to in part communicate “a conclusion which iden- 
tifies a disease, disorder or dysfunction as the cause of 
symptoms.” 

We believe the public interest will not be served by this 
section as it is currently written because: 

1. Occupational therapists will not be able to commu- 
nicate the results of their assessment if these results iden- 
tify the cause of symptoms. So if we identify a dysfunction 
and relate that dysfunction to the symptoms that the person 
is having, we will not be able to make that comment. 

2. The patient’s physician will be required to communi- 
cate those assessment results, which will cause delay in the 
system, potential misunderstanding—because our idea of 
the patient is different from a physician’s idea of the pa-. 
tient—and also anxiety on the part of patients as they wait. 
for the results. | 

3. Patient education that relates to how their symptoms 
or how their disease or disorder causes their symptoms 
will be restricted. 

4. The college’s complaints and disciplines process 
may be encumbered as patients make complaints against 
actions which are contrary to the letter of the law but not 
the intent of the controlled act. 

5. Health care costs will rise as patients must see an- 
other practitioner in order to hear assessment results. 

Daily, occupational therapists perform tasks as part of 
their practice which may be interpreted as being in contra- 
vention of this section. A common example is in the evalu- 
ation of perceptual function in a patient who has sustained 
a cerebral vascular accident. Right-left discrimination is a| 
perceptual dysfunction which is identified by occupational 
therapists through testing and observation of task perfor- 
mance. Upon identification of this dysfunction, the occu- 
pational therapist communicates to the patient how it| 
causes problems relating to dressing or other daily activi- 
ties. We see that this type of communication will be limited. | 

Another significant component of our practice is pa- 
tient education. The occupational therapist may discuss, 
for example, how the disease of multiple sclerosis causes 
the symptoms of fatigue. This education is vital to the 
patient’s ability to cope with and compensate for her medical. 
condition. Again, we see that this type of education may | 
be limited by the language of this particular controlled 
act. 





We understand how this controlled act came to be and! 
that it is an attempt, essentially, to operationally define the| 
thought process that is involved in determining a diagno- 
sis. We understand how difficult it is to capture a person’s| 
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thought process in words. However, we find that the lan- 
iguage of this section does not adequately do so and results 
lin the restriction of information that the patient may learn 
from professionals not granted this controlled act. 

| We do not want to make a medical diagnosis. How- 
lever, we do want to communicate the results of our assess- 
ments and to provide useful patient education, both 
activities which we see may be restricted by this section. 
We recommend the addition of a subsection to section 
26 which essentially would indicate that people would not 
be in contravention of paragraph 26(2)1 when they are in 
the process of communicating the results of their assess- 
ment to their patients. We believe this amendment would 
be satisfactory, since it both provides protection to the pub- 


fied to make a medical diagnosis and does not limit the 
responsibility of individuals, regulated health care profes- 
sionals, to communicate results of their assessments. 
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_ In subsection 14(1) of Bill 58, the title “occupational 
therapy” is restricted in terms of the provision of or offer- 
‘ing to provide health care only. We believe that the use of 
the words “health care” results in inadequate protection to 
the public. As you have already heard, occupational ther- 
apy is a broad type of profession and we do work in 
situations which may not be considered to be health care 
or provide activities that may not be considered to be 
ealth care. 

For example, we do vocational testing in industry, in 
schools, where we may be assisting an individual to deter- 
mine a job choice. In this instance the title “occupational 
therapist” would not be protected, nor would there be reg- 
lation of an occupational therapist in that area. So we feel 
that consumers are not assured that the person providing 
heir services has appropriate qualifications. 

| We recommend that the section be amended to read, 
“No person other than a member shall use the title ‘occu- 
dational therapist,’ a variation, abbreviation or an equiva- 
/ent in another language.” 

| Finally, subsection 14(2) of the bill, we believe, does 
ot provide sufficient protection to the public from unqual- 
‘fied individuals who hold themselves out to be occupa- 
ional therapists. This section does not limit specifically 
ihe use of names, descriptions or titles which would indicate 
that the person is qualified to be a member of the Ontario 
College of Occupational Therapists. We believe that mini- 
nally this section should contain some statements that make 
't more specific and we recommend the following wording: 
“No person other than a member may take or use any 
name, title, description, variation or abbreviation in an- 
other language implying or calculated to lead people to 
nfer that the person is qualified or recognized by law as 
1 member of the College of Occupational Therapists of 
Jntario.” 

This rewording is consistent with the recommendation 
yf the Health Professions Legislation Review. We agree 
with their recommendation and recognize it as one which 
will provide greater public protection. 

' In summary, OCOT is firmly behind both the intent 
ind the goals of the proposed legislation. However, we feel 
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that certain sections of it limit the potential of the act to 
meet its objectives. We commend the government of On- 
tario for the open consultation which we have been in- 
volved in for the last nine years and we anticipate that this 
consultation will continue as the legislation evolves and 
grows. We appreciate the opportunity to express our views 
to this committee and we are confident that the committee 
will improve on the legislation as drafted to address the 
problems we have raised. 


Mr Beer: When you suggest an addition to paragraph 
26(2)1, how do you distinguish between an assessment 
and a diagnosis when you say that you want to be able to 
do an assessment? Could you give us an example of what 
that would mean and how we would relate what you intend 
to do if we were to put that in with not doing a diagnosis? 


Ms Polgar: One of the areas I see could potentially 
cause a lot of problem is the area I have mentioned, which 
is looking at perceptual disorders. We do that with a wide 
variety of clients who have a neurological problem. For 
certain children, again with learning disabilities, we do a 
series of standardized tests and we may identify the child 
as being apraxic or dyspraxic through our assessment. 


Mr Beer: Let me just stop you there. When you say 
you would determine through your assessment that the 
child was dyspraxic, for example, when you make that deter- 
mination, what is the difference between saying, “My assess- 
ment led me to that conclusion,” or, “I made a diagnosis”? 


Ms Verlaan: I think if I could just add to that and 
complement what Debbie Cameron was talking about ear- 
lier, we really see it as a continuum, because you have 
symptoms and then you have disorder and dysfunction and 
then you have disease. If you see that continuum, there is a 
cause between the symptoms and the dysfunction, so you 
get a combination of symptoms and you can analyse a 
dysfunction. As soon as you use your own intellectual ca- 
pacity to place some kind of judgement on those symp- 
toms, you have made an assessment. 

A step further is the diagnosis, which tends to be more 
in relation to disease. I know in psychiatry they evaluate 
disorder and dysfunction and call it by those terms, but 
generally medical diagnoses are diseases. What we are re- 
ally saying is that an occupational therapist or any number 
of these other paraprofessionals place some kind of judge- 
ment On symptoms and we want to make sure that those 
judgements are accurate. Is that reasonable? 


Mr Beer: Yes, thank you. 


Mr Owens: My question is through the parliamentary 
assistant to ministry staff. How did the review look at the 
OTs with respect to their function as it appears as part of a 
diagnostic team approach? Perhaps not so much in the 
health care setting, but clearly in the school setting it ap- 
pears you have more of a free hand, if I am hearing you 
correctly, with respect to your assessments and your con- 
clusions. How did the review look at these folks in terms 
of looking at the ideology of a disorder or dysfunction and 
how these people would function within this legislation? 


Mr Wessenger: I will have staff answer that question. 
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Ms Bohnen: The review thought that occupational 
therapists are qualified to and employed to assess function 
and lack of function and that they do not diagnose in the 
sense that I think the committee has heard elaborated 
upon, especially yesterday in the Ontario Medical Associa- 
tion presentation. If you take a look at the scope of practice 
of occupational therapy in the bill, which is identical to 
what the review recommended, it speaks in terms of the 
assessment of function and adaptive behaviour. The review 
thought there was a gulf or a divide between that and the 
kind of diagnosis that it was necessary to restrict to groups 
like physicians. 

Mr Owens: So was it merely a question of semantics? 
If you are looking at function, if it is not functional then it 
is dysfunctional and that is why we have this problem or 
perceived problem? 


Ms Bohnen: [I think that this profession’s issue is yes, 
one of their lack of comfort that on the existing language 
of the controlled act they will not be able to continue what 
they do even though the review and the government say: 
“Yes, you will be able to continue what you do. What you 
do is appropriate. You are qualified to do it.” Their diagno- 
sis issue is lack of comfort with what the legislation cur- 
rently says. I do not mean to demean it by saying it is a 
semantic issue, but it is. 


Mr Cordiano: My question has been answered, but I 
just wanted to clarify it further. In trying to give some 
more comfort to this group, we would simply say that 
what they do is not really a diagnosis of sorts, it is more of 
an assessment, if you will. 


Ms Bohnen: I think that is exactly what the govern- 
ment has said, that what you do is provide an assessment. 
It is clearly set out in the scope of practice statement. No 
profession, no government representative, has ever said: 
“Occupational therapists have a tendency to overstep 
themselves. We don’t want them doing such-and-such.” 
Everybody agrees they are qualified to perform assess- 
ments and that is what the legislation permits them to con- 
tinue to do. 
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Mr Cordiano: Legally you would be looking at as- 
sessments in their realm or their scope of practice rather 
than crossing the line into what you might consider a diag- 
nosis. It is a legal question basically. 


Ms Bohnen: They do not wish to cross the line and to 
provide medical diagnoses, and the legislation would 
clearly discourage them from doing that. 


The Chair: Thank you for your presentation before the 
committee today. We appreciate your coming forward and I 
know that you are aware that you can communicate with the 
committee in writing at any time during our deliberations. 


CANADIAN ASSOCIATION 
OF OCCUPATIONAL THERAPISTS 


The Chair: I will call next the Canadian Association 
of Occupational Therapists. 


Mrs McGarry: My name is Jacqueline McGarry 
and I am the president of the Canadian Association of 
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Occupational Therapists. With me is Anne Strickland, who 
is our executive director. 

I am not going to read through our brief. You have 
received a brief from us which outlines our concerns about 
the proposed legislation. I would like very much to thank 
you for this opportunity. We recognize very well that 
health care is a provincial matter and we appreciate your 
willingness to allow us to raise our concerns regarding this 
proposed legislation. 

Our view will of course be from a national perspective. | 
We have close communications with all the occupational 
therapy associations within all of the provinces. We meet 
as a group and we are very familiar with both their legisla- 
tion and their practice. We support the Ontario society and 
the Ontario college position, and you will see in our brief 
that our recommendations are very similar to theirs. 

One of the things I could alert you to is that we repre- 
sent more than 5,000 members across the country, all of 
whom, with the exception of Ontario, are regulated in 
some way. It is significant because almost 46%, in fact | 
probably this year more than 46%, of our members live | 
and work in Ontario, so that half our membership is not | 
regulated even though every other province is. : 

I should like to draw your attention to a data sheet at 
the back of the brief. You were asking about the division of 
our members and we have last year’s data sheet for you | 
there. Unfortunately, it does not break down Ontario per 
se, but it breaks down our membership throughout the 
country. 

We are in essence supportive of this legislation but, | 
from a national perspective, are concerned with the way in | 
which the proposed legislation might impinge upon our) 
client-centred practice. As a national body, there are many 
roles that we undertake, one of which is to set standards | 
for the education of occupational therapists. Each of the 12. 
programs, five of which are in Ontario, subscribe to the 
standards that we set and are accredited by us. | 

I should also alert you to the fact that the Canadian 
Council of Health Facilities Accreditation has used many 
of our standards as its standards, so that hospital depart- | 
ments accredited by the Canadian association are in a good | 
position to be accredited by the Canadian Council of 
Health Facilities Accreditation. 

Within our programs, we try not to define the method 
by which they teach the students nor the content of the | 
curriculum. But there is a basic curriculum, and in that the 
issue of how we practise is taught. The way we teach our 
students is primarily all within this book, which the Chair- | 
man has a copy of. It is more than 10 years of work. It is | 
the guidelines for the client-centred practice of occupa- 
tional therapy in Canada. It is because all programs and all 
occupational therapists in Canada work from this that we 
are concerned with some of the aspects of the proposed 
legislation. 

One of our concerns is with the fact that there is no 
definition that I can see that clearly says what you mean by | 
diagnosis. For me, diagnosis is usually a medical diagno- | 
sis. I would like it clearly spelled out that we are looking at | 
a medical diagnosis. Occupational therapists often contrib- | 
ute to that diagnosis by contributing and collaborating with | 
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the doctor in terms of the results of their assessments. What 
we mean by assessment is very clearly defined and outlined 
within this book, if that was your question, Mr Beer. 

We use many ways of assessing, some of them stan- 
dardized, some of them personal skills, some of them a 
review of the family, all sorts of ways that we do assess- 
ment. Our concern is not that we want to get caught up in 
words, but that it really is not clearly defined. We would 
ask you to review some of the suggestions made by the 
Ontario college in looking at that. . 

One of the things we look for is that our members be 

able to move across the country easily. Our fear is that the 
proposed legislation will inhibit therapists from other 
provinces from practising, according to this, within On- 
tario, primarily because of confusion around the area of 
assessment and diagnosis. 
_ You will see from your brief that we have quoted to 
you the province of Alberta’s wording, and also the prov- 
ince of Manitoba’s. Again, they are not defining that word 
“diagnosis,” as much as we contribute to diagnosis. I can 
recall an occupational therapist alerting a doctor to the fact 
that a child had muscular dystrophy—because her func- 
tional assessment demonstrated that. He had gone off look- 
ing at mental retardation and delayed development. It was 
the functional assessment contributed by the occupational 
therapist that alerted him to the issue of muscular dystro- 
phy. So we contribute to medical diagnosis, but we have 
no scope of practice that says that we should do that. 

Because of the client-centred focus of our practice, 
where the therapeutic relationship is essential to how we 
practise, we cannot practise without discussing working 
with the client. We set our goals with the client. We are 
looking for motivation from the client to reach these goals. 
It is that communication area of diagnostic results and 
assessment results that we are concerned will inhibit our 
practice. 

It is not that we are not trusting. It is that we know 
people get hooked up with wording. We would ask you to 
look very carefully at that. Because without the collabora- 
tion of the client, without being able to discuss the 
strengths and weaknesses, without being able to discuss 
the actual programming with the client, our practice is 
severely limited. I am sure Mrs Caplan will allow you to 
review the guidelines we have given, which will outline that 
very clearly. I would like to turn over to Mrs Strickland. 


Mrs Strickland: I will just carry on, if I may, on the 
other issues we have identified, as have our counterparts. 
On the restriction of the title “doctor,” we are coming at it 
from a national perspective, thinking in terms of visiting 
professors who might be coming to teach occupational 
therapy from either out of country or from another prov- 
ince and of their ability to use the title “doctor.” We feel 
the restriction on the title “doctor” really does not reduce 
the danger to clients of non-physicians who imply that 
they may have the qualifications. 


1050 
I would just like to share with you very briefly a recent 


example that a member in Ontario brought to our attention. 
{t involved a chiropractor who had signed an assistive 
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devices program form as if he were a medical physician 
and discussed on the phone with that same member the 
client’s epilepsy, again as if he were a physician. It was 
only after the fact that the member did find out that the 
person was indeed a chiropractor rather than a physician, 
and it was a little disconcerting to her. 

CAOT believes that this provision of the act is restric- 
tive and unfair to those who have studied and earned the 
right to call themselves doctor. In Manitoba, Alberta and 
Quebec there is absolutely no restriction on the title “doc- 
tor.” CAOT believes that those who have earned it should 
be allowed to use it. However, we are concerned with the 
common practice of using the word “doctor.” We suggest 
that people who have earned the title use it with their 
professional designation, that is, doctor of occupational 
therapy, and that they be required to do so. The only ex- 
ception we would suggest would be the physicians, the 
medical doctors, because it is common practice in Canada 
to call a physician doctor without anything else to it. 

In terms of restrictive titles, subsection 14(1), as with 
the other two presentations, we are concerned about the 
qualifier in the course of providing or offering to provide 
health care in Ontario. From our statistics and from the 
Statistics in OSOT, you understand that we do practise in 
other areas outside of the health care field. We really feel 
very strongly that the public should be protected for occu- 
pational therapists who act in all areas of practice. 


Mrs McGarry: You will notice on the data sheet that 
more than 10% I think it is—and that is growing every 
year—practise outside of the institution. 


Mrs Strickland: Alberta, Quebec, Nova Scotia and 
New Brunswick do not limit the practice of occupational 
therapy to health care at all. In terms of presentations of 
qualifications, the concern is that the wording is not strong 
enough to protect the public from those who do not actu- 
ally state that they are not occupational therapists, but who 
do imply that they are. This can occur in settings when an 
activity or a modality is used as diversion, and/or where 
there is a shortage of professional staff. Both of these situ- 
ations occur in Ontario. They occur throughout the coun- 
try. They occur mainly in chronic care institutions and in 
nursing homes. That is where this tends to happen. 

The province of Manitoba has a holding-out clause 
similar to the one recommended by OSOT and OCOT. 
Quebec amended its extensive use of title in March 1989 
to include the words “leads to the belief that he is an 
occupational therapist.” The Quebec experience is still not 
strong enough, they feel. The interprofessional council is 
discussing with the provincial government the possibility 
of changing the act once again to make this part of its act 
stronger. We agree with the recommendations of OCOT 
and OSOT on this particular item. 


Mrs McGarry: One of the reasons we are asking that 
to be made stronger is that we believe it will need to be 
reopened if we look at the experience of our other prov- 
inces who have that in their legislation. 

Mrs Strickland: In summary, the CAOT is the na- 
tional professional organization of 5,000 occupational 
therapists, 46% of whom work and live in Ontario. Ten 
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per cent of our members work in settings outside of the 
health care system. We believe that all therapists in On- 
tario should be regulated under this act. Our concerns are 
for portability of credentials from one province to another. 
It must not be easier for an occupational therapist in Can- 
ada to go south of the border and practise in the United 
States than it is to move from one province to another, and 
we hope that will be maintained. We must keep educated 
and qualified therapists in Ontario. This is a particular con- 
cern right now because there is a shortage of therapists in 
North America and they tend to be quite mobile and move 
around. 

We have made recommendations or we have supported 
the recommendations made by OSOT and OCOT. We 
strongly believe that these changes will result in clarity of the 
interpretation of the act for the protection of the consumer. 

In closing, I would like to thank you for giving us this 
opportunity to submit this brief. We realize we are the third 
in the stream of occupational therapists coming forth to 
address these concerns and I really want to thank you for 
listening to us and giving us this opportunity. We would be 
glad to answer any questions. 


Mr J. Wilson: Thank you for your presentation. As a 
national organization, I think it is very useful to hear your 
perspective. I was particularly curious about your state- 
ment that you thought perhaps the proposed wording of 
the scope of practice statement might inhibit OTs from 
being able to practise in other provinces and from having 
the freedom to move within Canada. First, I ask you to ex- 
pand on those comments. Second, would not the various 
provincial colleges of OT simply look at academic credentials? 


Mrs McGarry: At the present time the entry level to 
practise in Canada is with an undergraduate degree from 
an accredited university, with a fieldwork placement of 
1,200 hours, and with successful passing of the national 
COT examination. That becomes your entry to practise 
and gives you eligibility for membership in the national 
association. Many of the provinces’ regulatory bodies use 
those criteria. They do not itemize them and they do not 
put them into their legislation, as membership is essential. 
But they use the criteria. In that way we are looking at 
ensuring the consistency of practice across Canada. One of 
our concerns is that Canadian consumers in Prince Edward 
Island should have the same access to the same qualified 
therapists as those in Ontario, BC and Alberta. In that 
sense, it is a standard, it is a guideline. 


Mr J. Wilson: And you feel that our proposed scope 
of practice is too much of a variation on what other prov- 
inces are doing? 


Mrs McGarry: I was referring there to the issue of 
the possible dispute between diagnosis and assessment, 
what it is, what it means, etc. What the association would 
not want to happen is for a therapist who had been practis- 
ing in Alberta or British Columbia to come to Ontario and, 
because of the legislation, not be able to communicate 
with a client, not be able to follow through the kind of 
practice. That is our concern: that we want to maintain the 
portability across all provinces. That is where our concern 
comes from—not that you may have misworded it. 
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Mr Beer: I want to follow up on this question of 
health care only in section 14, where there are the three) 
clauses. This would be a question to the parliamentary | 
assistant. The way it is worded in providing health care to 
individuals, it does not refer to a specific area or to a} 
facility. But is subsection 14(2) intended to catch those} 
who are working as occupational therapists in other| 
places? Or did the review very deliberately want to confine 
it to what the review determined to be health care so that in | 
fact those working in the workplace or perhaps in schools | 
would not be covered? I would just like to be clearer on that. 


Mr Wessenger: Before referring this to counsel for 
more elaboration, I think it is clear that the concept is | 
health care, not specific health care institutions. But more | 
elaboration can be given on that by counsel. I will ask her 
to do so. | 
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Ms Bohnen: In the review recommendations which 
set out the proposed title protection and holding-out pro- 
visions, the issue of health care, non-health care, was not | 
addressed at all. If you take a look at what is in Striking a} 
New Balance, you will not see any reference to health care | 
in either the holding-out or the title protection provisions. 
It was just not there. When legislative counsel came to| 
redraft the review recommendations into the legislation | 
that you see, there appeared to be kind of a vacuum, noth- 
ing to anchor the provisions. 

Since this was intended to be legislation regulating 
health professionals, and since all of these professions had, | 
with very few exceptions, agreed to scopes of practice 
which reflected their activities, whether they be in tradi- | 
tional health care settings or schools, factories and so on, it 
seemed quite reasonable to anchor the use of the specific 
title to the provision of health care. But as you correctly | 
point out, the holding-out provision does not refer specific- | 
ally to “in the course of providing or offering to provide | 
health care.” | 

I suppose when one looked at instances of how the | 
occasions in which a non-occupational therapist might | 
hold himself or herself out as a person qualified to prac- } 
tice, etc, practically speaking, it seems unlikely there 
would be much percentage in making a misrepresentation 
of this kind in some sphere of activity entirely unrelated to 
health care or the kinds of services OTs provide. | 


The Chair: Thank you very much for your presenta- | 
tion. We appreciate your appearing before the committee | 
today. I think you have heard me tell the others that if there 
is additional information, you can feel free at any time to | 
communicate with us in writing. We appreciate your ap- | 
pearance this morning. 


RESPIRATORY THERAPY SOCIETY OF ONTARIO 


The Chair: I would like to call next the Respiratory 
Therapy Society of Ontario. 

Miss MacDonald: Thank you, Madam Chairman, and 
good moming to the group. I am Margaret MacDonald. I am | 
chairman of the legislation committee for the Respiratory | 
Therapy Society of Ontario, With me are Gisella Quintien, 
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who is the president of the Respiratory Therapy Society 
of Ontario, and Ian Reid, who is the vice-president. 

Historically, the profession of respiratory therapy has 
been known as inhalation therapy in the 1960s and respira- 
tory technology in the 1970s. In the early years of our 
profession, many services were primarily technical in na- 
ture. With development, the profession has increasingly 
provided therapeutic and diagnostic services, hence the 
progression to its current title of respiratory therapy. 

The registered respiratory therapist is a graduate of an 
accredited educational program who has successfully 
passed the registration examination in respiratory therapy 
of the Canadian Society of Respiratory Therapists. 

The fundamental objective of the Respiratory Therapy 
Society of Ontario is to promote the best possible care for 
patients suffering diverse cardiorespiratory disorders. The 
society is very concerned with how the public is served by 
the profession. We are also the only body representing 
registered respiratory therapists as well as other un- 
credentialled providers of respiratory therapy in Ontario. 
Hence, we have reviewed Bill 43 and the profession-spe- 
cific acts, especially Bill 64, An Act respecting the regula- 
tion of the Profession of Respiratory Therapy, in great 
detail. We are therefore requesting amendments and/or ad- 
ditions to the following sections of Bill 64: section 3, 
scope of practice; section 4, authorized acts; and section 
15, restricted titles. 

If you would like to refer to page 4 in our brief, it deals 
with scope of practice. A clearer scope of practice defini- 
tion will enhance the public’s understanding of our role in 
health care. Our scope statement in Bill 64 suggests a lim- 
ited scope or role, concluding as it does with the phrase “to 
maintain or restore ventilation.” We deal with patients who 
have compromised respiratory function and do much in 
our everyday role, be it diagnostic or clinical, to improve 
their status, thus avoiding the end stage where they actu- 
ally require assisted ventilation. 

__ In any description of our role or scope it is impossible 
to separate the functions of the cardiac and respiratory 
systems. Therefore, the change we are recommending— 
“to maintain, restore and/or promote optimal cardiorespira- 
tory function”—is much more accurate of our role. 

It also expresses our activities in health promotion, 
which are considerable. An example is the Lungmobile, a 
public awareness and education program which will be 
launched in September. The partners in this venture are the 
Respiratory Therapy Society of Ontario, the Ontario Lung 
Association, the Ontario Thoracic Society and the Ontario 
chapter of the College of Family Physicians of Canada. 

_ Respiratory care provided by registered respiratory 
therapists is ultimately performed under the direction, 
order or auspices of a physician. Our authorized acts stipu- 
late that they are performed upon an order of a member of 
the College of Physicians and Surgeons of Ontario. There- 
fore, the inclusion of the phrase “on the order of a member 
of the College of Physicians and Surgeons of Ontario” 
within our scope of practice definition is redundant. It also 
does not appear in any of the other group’s scope state- 
ment. Hence, we are recommending its removal. 








The next section is authorized acts. Additional speci- 
fied authorized acts clarify Our participation in the execu- 
tion of procedures carrying significant risk of harm to the 
public. These additions also avoid the potential for limita- 
tion or restriction of our scope of practice. 

We did understand at one time that certain acts might 
be specified in regulations and would not appear as author- 
ized acts. However, when reviewing other professions’ 
acts and also the proposed amendments put forth by the 
minister on July 31, to avoid limitation, as well as to pro- 
tect the public, we request these three additional acts. I 
refer you to page 5 of our brief. 

The first authorized act we would like to have included 
deals with suctioning, “oral, nasal, pharyngeal, and/or tra- 
cheal suctioning, with or without an artificial airway in 
place.” This is a routine procedure performed by a regis- 
tered respiratory therapist that does pose significant poten- 
tial for risk of harm. In particular, we are concerned when 
tracheal suctioning is being done if there is an artificial 
airway, such as a tracheostomy, in place or any suctioning 
at all in a neonatal practice where certain additional care 
must be given due to the risk in dealing with these small 
patients. 

The next one is an additional act described as follows, 
“performing a prescribed procedure below the dermis on 
the order of a member of the College of Physicians and 
Surgeons of Ontario.” Registered respiratory therapists fre- 
quently perform the following procedures: arterial blood 
gas sampling, venipuncture, intravenous line insertion and 
the manipulation of pulmonary artery lines to relieve 
wedging or prevent life-threatening arrhythmias, which is 
currently a delegated medical act. These procedures pose a 
significant potential for risk of harm, thus necessitating 
inclusion of this amendment. 

The third additional act we are requesting is that of 
allergy challenge testing, “allergy challenge testing of a 
kind in which a positive result of the test is a significant 
allergic response on the order of a member of the College 
of Physicians and Surgeons of Ontario.” Registered respi- 
ratory therapists working in health care facilities where 
their role includes diagnostic services are being called 
upon with increasing frequency to perform allergy chal- 
lenge testing. This allergy challenge testing is included in 
the controlled acts in Bill 43. Again, potential risk of harm 
associated with this procedure is great. 

The next section we are requesting amendment to is 
the restricted titles. I refer you to page 8 of our brief. 
Clarification of who we are, by identifying the primary 
respiratory care givers as registered respiratory therapists, 
we feel is paramount to public protection. This issue of 
title has been a primary concern for registered respiratory 
therapists in Ontario since the HPLR began. To ensure 
proper identification of an acceptably trained respiratory 
therapist, and therefore also ensure public safety, an accu- 
rate title is key. 

Just prior to when the blueprint for regulation of 
Ontario’s health professions was distributed in January 
1989, we were informed that the blueprint would not in- 
clude the term “registered” in any profession’s restricted 
title. Although we were not comfortable with this, it 
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appeared that the door was closed on that issue. However, 
at a briefing immediately preceding the first reading of the 
Health Professions Regulation Act, 1990, and the profes- 
sion-specific acts, we were informed that nursing had been 
given “registered” as part of its title. Clearly consideration 
should be given to other professions to include “registered” 
as well. 

In providing health care, Ontario health care facilities 
primarily employ registered respiratory therapists. How- 
ever, some duties are performed by on-the-job trained per- 
sonnel who function under a variety of titles, such as 
respiratory therapists, respiratory aides, respiratory therapy 
assistants, non-registered respiratory therapists and respi- 
ratory technicians. Therefore, a second level of respiratory 
care practitioner does exist. Although our Canadian 
schools have no recognized training program for this, the 
United States does. 
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Again, a registered respiratory therapist is a graduate of 
an accredited educational program who has successfully 
passed the Canadian Society for Respiratory Therapists 
registration examination. The term “registered” denotes 
that a specific level of prescribed education has been 
achieved. Just as the titles “registered nurse” and “regis- 
tered nursing assistant” provide identity and delineate a 
level of education, so does the title “registered respiratory 
therapist.” 

We have no desire to see any unregistered care pro- 
vider put out of a job. Rather we want the specifically 
educated and skilled practitioner easily distinguished by 
the public at the bedside by the title “registered respiratory 
therapist.” We see our previously proposed limited licence 
to practise covering non-registered care givers as they pro- 
vide a clearly defined list of specific duties in a given 
health care facility. 

Both medical laboratory technologists and medical ra- 
diation technologists are referred to as RTs. The use of 
“registered” and the initials RRT provide clarification for 
the public in identification of various health care profes- 
sionals. We feel it imperative for the protection and the 
awareness of the public that the restricted title be changed 
to read “registered respiratory therapist.” 

I thank you for the opportunity to present these data 
before you this morning and I welcome any questions. 


The Chair: Thank you very much for your presenta- 
tion. I have a request from the parliamentary assistant to 
clarify. 

Mr Wessenger: Yes, we have a request to clarify with 
respect to the title matter by ministry staff. 


Ms Bohnen: Under the bill only members of your col- 
lege will be permitted to use either the title “respiratory 
therapist” or the title “registered respiratory therapist,” be- 
cause that is a variation of “respiratory therapist.” There is 
nothing to stop your college from determining that. All 
members of the college should always use the modifier 
“registered respiratory therapist” and the abbreviation so 
that public awareness of what “registered respiratory thera- 
pist” means increases. It will not be possible for unregis- 
tered people, non-members, to use the title “respiratory 





therapist” in Ontario, so if your college is concerned about 
a group of practitioners currently using that title, then a 
means will have to be provided, and is provided within the 
structure of the legislation, to create a class of membership 
for the less than fully qualified therapists. 


Mr Owens: On the subject of the authorized acts that 
you propose in your presentation, are you currently per- 
forming these acts? 


Miss MacDonald: Yes. 


Mr Owens: So this in fact, if passed the way it is 
written, would be a restriction of your current practice? 


Miss MacDonald: Yes. 


Mr Owens: Do you know of any reason why these 
issues or these acts were left out? Was it simply oversight 
or is there any rationale? 


Miss MacDonald: We had significant discussion on a 
number of these items with the HPLR group. Myself per- 
sonally, I have been involved in it on behalf of the RTSO 
over the nine years of the history of this project. We were 
very surprised when it came out, in particular that proce- 
dure beyond the dermis was not covered, because some of | 
those things are specifically currently validated medical | 
acts. Again, we felt that the road was blocked, that the 
discussion had to end there and that our next avenue where 
I should bring this forth for consideration would be at this | 
particular venue here, with the standing committee and the | 
public hearings. | 


The Chair: I have a request coming from the parlia- 
mentary assistant to clarify. 


Mr Wessenger: Yes, I would like to have ministry 
staff clarify this matter. 


Ms Bohnen: The review’s intention and the | 
government’s belief is that the controlled acts currently 
specifically authorized to this profession reflect current 
practice and that those additional invasive procedures 
which has been mentioned, like arterial puncture and so 
forth, are currently and will continue to be done under 
medical direction as delegated controlled acts in this legisla- | 
tive structure. There is no intention to limit the sphere of 
activity or the hazardous procedures that respiratory thera- 
pists are now engaged in. 

The issue, I think, is the more narrow one of which | 
legal device is most appropriate given the setting, the na- 
ture of the activity and so on. They have proposed that it 
be permitted to members of their profession in essence | 
through regulations under the act, which would specify the | 
prescribed procedures they may do. The government’s in- 
tention was that this be viewed as delegated authorized 
acts from a physician. 


Mr Beer: You mentioned that you have been working 
on this for some nine years. I think members of the com- 
mittee are reaching the point where they feel a medal | 
should be struck for anyone who has managed to stay with | 
this throughout that whole period. | 

I just want to go back to your scope of practice and | 
your point about the “education of the public in order | 
to”—yesterday in Ottawa we also had a group that was 
talking about health promotion—but where that sort of | 
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sense of education is involved. I take it that you want this 
here in order to underline that particular function. There is 
nothing that would preclude you from doing it, but this 
would give it a greater place, so to speak, in your scope. 
Miss MacDonald: And it is something we do. The 
example I gave verbally of the lungmobile is something 
that is outside the institutional setting, but it is also some- 
thing we do every day in counselling our patients and 
preparing them to go home. There is an education compo- 
nent to a great deal of our everyday practice. We thought 
to leave it out was not fully illustrative of what we did, that 
we have that as not only our day-to-day practice, but the 
things we do outside that help to increase the awareness of 
the public. 
Ms Haeck: On page 7 of your brief you raise an inter- 
esting point under rationale: “Registered respiratory thera- 
pists working in health care facilities where their role 
includes diagnostic services” in relation to allergy chal- 
lenge testing. Could you explain the diagnostic services 
you would perform in an allergy testing situation? 
| Miss MacDonald: Yes. Challenge testing that we par- 
ticipate in is actually determining whether the patient has a 
reactive airways disease, so we are actually challenging 
them by having them inhale a substance that is known to 
cause a response in certain individuals. Based on their re- 
sponse to this test, it helps the physician determine 
whether they have, for instance, a reactive airways disease. 

Ms Haeck: Okay. This is one test I have not had. I 
thought I had had them all. Let me just get some expansion 
from you on this. Basically it has already been determined 
oy the doctor, or there has been some suspicion on the part 
of the medical practitioner, that there is a problem in this 
area and he or she then prescribes the test, an inhalation, 
de it essence of peanut butter or whatever. You provide a 
nist of this substance into the air passage and you provide 
arecord of what transpires. 

Miss Quintieri: Yes. 

Miss MacDonald: Yes, a certain degree of response is 
sonsidered indicative of a particular problem. To be more 
specific, one of the primary challenge drugs per se is hista- 
nine. It is known to help produce— 

Ms Haeck: I have popped a few of the antihistamines. 


Miss MacDonald: Yes. It can produce dramatic re- 
sponse in someone who is asthmatic, for instance. It is a 
cnown substance and if a response occurs to a specific 
legree it is indicative of asthma, for example, asthma 
yeing one type of restricted airways disease. 

Ms Haeck: We have been bouncing around the ball of 
liagnosis and assessment for the last three and half weeks. 
\s I have described it, it is trying to nail the jelly to the 
vall. How would you see that this is diagnosis as opposed 
0 assessment? 

Miss MacDonald: It helps the physician to diagnose. 
Ne do not diagnose. We are purely reporting the results of 
he tests we do. We are not preforming any diagnosis. 

Ms Haeck: Okay. That is what I needed. 


Mr Reid: We are providing diagnostic information to 
he physician to make a judgement call. 
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Ms Haeck: You are providing a portion of what they 
described yesterday in their presentation as one of the tests 
in that whole differential diagnostic process. 


Miss MacDonald: That is right. Our practice is pri- 
marily clinical and/or diagnostic. Things like exercise 
stress testing, this allergy challenge testing and pulmonary 
function testing are diagnostic. We do a fair bit of diagnos- 
tic work, but we prepare the results for the physician to 
then look at and make the diagnosis. 


The Chair: Thank you very much. We appreciate 
your appearing before the committee this morning. As I 
have told other presenters, if over the course of our hear- 
ings and deliberations there is additional information you 
think would be helpful to the committee, please submit that 
to us in writing by the clerk. Thank you for appearing today. 


MARY McLELLAND 


The Chair: I call next Mary McLelland. Please come 
forward. Welcome to the committee. 


Mrs McLelland: Good morning. My name is Mary 
McLelland. I am the very proud mother of a five-year-old 
boy who was born with the physical challenge of cerebral 
palsy. His name is Sean Michael. Anyone who would sug- 
gest that I cannot continue to hear directly from my speech 
therapist about my son’s speech diagnosis and follow-up 
therapy plans obviously has never walked in my shoes. 

I am outraged. I am the one who has to live with a 
child who cannot crawl, sit, stand or walk by himself. I am 
the one who has to carry him and his manual wheelchair 
up two flights of stairs to reach his speech therapist. I am 
the one who does this most willingly and with the greatest 
pleasure, because this particular therapist is there for Sean 
and the achievement of his fullest potential. Why would I 
question the credibility of my speech therapist when she 
was recommended to me by my son’s paediatrician? He 
obviously respects her work, and so do I. 

Why would I go to his paediatrician when I do not 
even know if he has had time to read the initial assessment 
findings or the quarterly follow-up reports? How can I 
expect him to answer my questions as to the clarification 
of the therapy program, or tell him that the intense content 
will be too stressful for Sean and will accomplish nothing 
but frustration? His specialty is to diagnose and treat criti- 
cally ill children. Sean is not sick. He is physically chal- 
lenged and that his paediatrician has told me and has given 
me the correct terminology for his lack of gross and fine 
motor skills. 

Our speech therapist’s specialty is the development and 
implementation of the appropriate speech and language 
program for my son. We must work together as a team or 
there will be no progress. Sean must first trust me to make 
the right choice for him and then trust the therapist to 
allow her to work nose to nose with him, literally. I in turn 
must trust her personality, her educational background and 
her methods. She must trust me to know that I will rein- 
force what she has taught Sean at each session. 

This essential aspect of our team trust can be clearly 
illustrated through the following example. Sean’s type of 
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cerebral palsy will never allow him to lose his startle re- 
flex; however, he will learn to control it. Most children 
lose it at four months of age. Needless to say, anything or 
anyone that comes up to him from behind without warning 
or anything very noisy will cause his whole body to exten- 
sor, and he will then proceed to cry uncontrollably until the 
situation is explained to his satisfaction. 

Sean started speech therapy at two and a half years of 
age. Due to the fact that our therapist is so excitable, out- 
going and very keen about her work, the first three hourly 
sessions were lost to a crying, frightened little boy. I there- 
fore suggested to her that she not come into the room for 
the start of the next session, but rather put a toy on the 
floor in the middle of the room that we could play with that 
would allow Sean to use what little vocabulary he had. She 
stayed out in the hall for 10 minutes and was finally able to 
hear Sean say his few words. She then crawled into the 
room and sat in one corner while we continued to play with 
the toy. All the while, Sean was keeping an eye on her. 

The next session, Sean allowed her to sit next to him 
while she whispered her instructions to me. During the 
following session Sean was lifted by the therapist on to her 
knee. She had won his trust. I could now relax and to- 
gether as a team we were ready to move ahead. Our speech 
therapist was secure within herself to believe in the fact 
that a mother knows her child best. As a mother, I need 
therapists who are willing to acknowledge me as some- 
thing other than just his mother or, “She’s only the parent,” 
but rather, “She’s an important part of the team.” 

As a result of three years of weekly sessions, Sean is 
now able to say hundreds of single words and a few three- 
word sentences. I will never be able to thank our speech 
therapist enough for all the man-hours, all the encourage- 
ment and all the energy, and most especially for all the 
late-night phone calls she received from a stressed-out 
mother who felt she was failing her son because she was 
burnt out. No physician could ever give this kind of con- 
sistent support to someone who seemed to be at the time a 
drowning mother. 

Sean will start kindergarten this fall and so we must 
leave the direct services for the school system. We are 
actively looking for extra help, as the school system can- 
not possibly offer the number of hands-on hours we have 
become accustomed to. Therefore, please do not add to my 
stressful life by allowing untrained individuals to tempt me 
with their shingle. Only qualified speech and language pa- 
thologists can be permitted to use the title “speech thera- 
pist” wherever they choose to work. 

Specially trained speech therapists deserve our respect 
for the many years of required education and the number 
of clinical hours they have accumulated. They should not 
be shrugged off or disregarded by anyone who one day 
wakes up with a bright-eyed notion to play speech thera- 
pist. This is real life we are talking about, not some temporary 
whim. If you pursue this line of wasted parent-physician time 
and the OHIP cost of doctor visits by also involving the 
physiotherapists and occupational therapists, then you will 
see me here for a second and third time. 

Do me and other voters who have physically chal- 
lenged children a favour: Leave the system the way it is. 
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Do not change the direct services we already have with our 
speech therapists, and please protect us by enacting legis- 
lation that will restrict just anybody from calling himself 
or herself a speech therapist. They must be educationally 
qualified. In conclusion, please note that we do not need 
go-betweens, we do not need need more appointment 
bookings and we do not need to be part of a power strug- 
gle; however, we do need upfront, honest and detailed as- 
sessments by someone we can trust and who we know is 
there for the betterment of our children’s future. Sean’s 
speech therapist has become his trusted worker and friend. 
She is my lifeline. Do not pull the plug. Thank you. 

The Chair: Thank you very much for a very thought- 
ful presentation before the committee. We have a request 
from the parliamentary assistant, Mr Wessenger. 


Mr Wessenger: I would like to assure you that there 
is nothing in the legislation which would restrict the right 
of your speech pathologist to discuss the treatments she is 
giving to your son or the assessment of his condition. In 
fact, in the legislation the assessment of speech and lan- 
guage functions is given specifically to speech pathologists 
and that assessment includes the right to communicate that 
assessment and discuss the treatment with you. I can as- 
sure you there is nothing in the legislation that would 
change that relationship. 


Mr J. Wilson: Mrs McLelland, although I would sug- 
gest you keep a copy of this Hansard and if you run into 
any problem mail it back to the parliamentary assistant, 
none the less I am curious to know how you first thought 
to go to a speech-language pathologist or a speech thera- 
pist and how at the present time, under current conditions, 
you would know whether that was a qualified person or 
not. 

Mrs McLelland: She was recommended by the 
paediatrician. 

Mr J. Wilson: Oh, she was recommended. Okay. 

Mr Beer: This is along the same line, because it re- | 
lates to the title. In your own experience, since you have | 
been working with the speech therapist, have you come 
across other people who were pretending to be speech-lan- | 
guage pathologists or other parents you were in touch with 
who have challenged children? 
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Mrs McLelland: Who pretended? 


Mr Beer: Yes. Is that something that you as parents | 
sense is Out there and is confusing to you in making— | 

Mrs McLelland: I have to say, in all honesty, I am a | 
very protective person. I have an excellent paediatrician, 
and any specialist who has been given to my son and | 
myself—as I say, if I joke, we have horseshoes around our | 
necks—has just been absolutely ideal. I have spoken to. 
other parents who have unfortunately had trained speech 
therapists who are not there for their children. As in every 
profession, you have the good and the bad. But myself, as | 
I said, I am very protective, so I have not met anyone who 
has pretended to be. | 


The Chair: Thank you for your presentation today. | 
We appreciate your coming before the standing committee | 
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this morning. I know that because of your interest you will 
probably monitor the results of the committee. You should 
feel free at any time to communicate with us in writing or 
‘be very comfortable to contact personally any of the com- 
mittee members or your own member of the provincial 
‘Parliament if you want to discuss the matter further. 


Mrs McLelland: Thanks for your time. 


ONTARIO TEACHERS’ FEDERATION 


The Chair: I call now the Ontario Teachers’ Federa- 
tion. I ask that you come forward. You have 20 minutes for 
your presentation. Please begin by introducing yourselves 
to the committee and we ask you to leave a few minutes 
for questions from committee members. I know you are 
very experienced at appearing before legislative commit- 
tees, but I try to give everyone the same information so 
that we are clear on it. Please begin your presentation now. 


Mr Poste: I am Ron Poste, the president of the On- 
tario Teachers’ Federation. I am pleased to have assisting 
‘me this morning Margaret Wilson, our secretary-treasurer, 
and Ruth Baumann, one of our executive staff members. 
‘Contrary to your remarks, I am not used to presenting to 
committees like this. I became the new boy on the block 
last week. 


The Chair: Congratulations. Nobody here bites. We 
are actually in a very good mood this morning. I notice 
everybody is smiling. 

Mr Poste: We certainly do appreciate the committee’s 
altering its schedule to hear from us at this time. We had a 
conflict and were unable to present when we should have 
done so. We are pleased to be able to appear before you 
and present concerns of the Ontario Teachers’ Federation 
about Bill 43. 

The federation represents over 126,000 teachers in the 
publicly funded elementary and secondary schools of the 
province. We have also discussed our brief with a sub- 
group of our members, the Ontario School Counsellors’ 
Association. They hoped to be represented this morming, 
but a funeral took their representative off on a more impor- 
tant task. We have discussed our brief with them and they 
concur with the points we are going to present. 

We recognize that it is intent of this legislation to pro- 
tect our citizens from harm and misrepresentation, but it 
‘creates restrictions within the educational environment 
which cause us concerns. We would like to outline these to 
the committee at this time. 

Our concerns are not solely within the Ontario 
Teachers’ Federation. When the first draft of this bill was 
introduced, we discussed our concerns with the Ministry 
of Education. The concerns were also felt by that group, 
and appended to our submission is a letter from Robert 
Mitton, the Deputy Minister of Education, to the Deputy 
Minister of Health, expressing some of the concerns of the 
Ministry of Education that were initially brought up with 
the legislation. 

I think our concern can be summarized in the para- 
graph that begins at the bottom of page 1. There is consid- 
erable overlap between health care, social services and 
education in our society. The legislation presently before 
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the committee, with its emphasis defining and distinguish- 
ing the functions of various health care providers, must be 
reconciled with the increasing thrust for better integration 
of services and for better interdisciplinary co-operation. 

We have serious concerns regarding the very general 
definition of diagnosis as it is contained in paragraph 
26(2)1 of the bill. It is my understanding that the members 
of the committee do have the legislation, and our concern, 
if you wanted to focus on that, is on page 8, in that particu- 
lar part. The communication of a conclusion identifying 
why a student is behaving in a certain way seems to be 
incorporated in that definition, and that, we believe, is 
going to detract from the quality of service that we have 
been providing within education. 

Guidance counsellors, special ed teachers, phys ed 
teachers, vice-principals, principals, teachers trained in 
children’s educational and psychological needs, often 
called psychometrists, do make judgements about the per- 
formance of students. The education legislation itself does 
require that assessment be done before a pupil can be iden- 
tified as exceptional. We are required as teachers to “assess 
students’ particular social and emotional needs and make 
recommendations for referrals to or consultation with other 
staff or community agencies.” It is very difficult, as we see 
it, to distinguish between what is a mental health issue and 
what might be considered to be an educational issue. 

We are also called upon to counsel students and fami- 
lies. The teacher or guidance counsellor quite often will 
refer students to a specific agency or service provider for 
more in-depth consultation. We have a concern that diag- 
nosis as it is defined in the legislation now will prevent or 
stop some of the activities that have been going on. 

Within the province, small communities do not have 
full reference to the wide range of services. People in- 
volved in education in these small communities quite often 
are called upon, as trained professionals, to do some of this 
consultation and referral. We have a concern that the legis- 
lation will jeopardize that service for small communities. 

Related to that in small communities but not directly 
within education, and perhaps you have already heard of it, 
is our concern that much of the advice given by pastoral 
counsellors might also be terminated by this legislation. 

Schools now, with the integration of exceptional stu- 
dents into them, quite often could be termed health care 
settings under this legislation. Our question is basically, 
what restrictions will apply to these services, particularly 
in the area of speech and language assessment, if they are 
provided within the school? Will this become a health care 
setting under this legislation? The program is there. The 
traditional involvement of schools is changing to provide 
much more in the area of health care, and we do not see 
the interface between what is now happening and what is 
anticipated under this bill. 

If you track it through from the educational point of 
view, and again I would refer you to the appendices of our 
presentation, policy memorandum 81 focuses specifically 
on the provision of health support services in school set- 
tings. This was the start of bringing some facets of health 
care into the educational environment. Further clarification 
was given in 1989 in a memorandum indicating that it was 
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acceptable within the school setting to perform clean cath- 
eterization and also shallow surface suctioning by trained 
personnel, but not necessarily personnel who had been 
trained to the extent that was traditionally expected. We 
now have teacher assistants who are trained and able to 
undertake these particular procedures with students. 

As we tread the proposed bill, this would prohibit the 
continuation of that and require that the more fully trained 
health service professionals, nursing assistants, VON, 
health unit staff, would take over that function. We really 
wonder if that is the intent of this particular bill. 

One of the major concerns we have is an interdiscipli- 
nary approach to the provision of service for students. The 
Ontario Teachers’ Federation applauds many of the moves 
of this past year to try to integrate the provision of services 
between or among intergovernment agencies. In the report 
of the Advisory Committee on Children’s Services, Chil- 
dren First, this seemed to be one of the major concerns 
addressed. It states: “Services are too fragmented, over- 
specialized and overburdened...The provincial govern- 
ment should promote models of service integration and 
collaboration that simplify access to service and rationalize 
the roles of our limited resource of trained specialized ser- 
vice providers.” 

We believe we have some of these in the schools. Our 
concern is that this focus, which would tend to perhaps 
even more fragment, would remove a service that our chil- 
dren now have. 

I think our major concerns, in summary, can be fo- 
cused on that definition of controlled act, and as we read it, 
how does it apply in the schools? If it does have the effect 
of fragmenting services rather than fostering more inte- 
grated approaches, then in our opinion our children will 
not be as well served in the future as they are now. 

The federation does ask the committee to consider sev- 
eral important things, and I guess I would emphasize the 
point made by the previous presenter. It is important in this 
province that legislation prohibit misrepresentation. It is 
important in our mind to confine the diagnosis to an area 
where there is expertise, and perhaps the law might want 
to focus on confining medical diagnoses but at the same 
time acknowledge the legitimate diagnostic role of pro- 
fessionals who have training in other areas. It is impor- 
tant, I think, that all professionals recognize the limit of 
that training and stay within it. If that happens, then I 
think our people are well protected. 

We would also advocate that the present prohibi- 
tions on the practice of medicine without a licence be 
maintained. 

That I think summarizes our presentation, and if there 
are specifics that committee members would like to ad- 
dress, we would be only too happy to expand on them. 


1140 


Mr Jackson: I appreciate receiving this detailed brief 
and as well the response from the then Deputy Minister of 
Health Barkin to Deputy Minister of Education Mitton’s 
letter. When I read the Barkin letter, I see clearly the sug- 
gestion that some of your concerns, in their opinion, have 
been met, but “it may be possible to resolve at least some 
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of the anxieties of unregulated practitioners through 
amendments to the wording of the controlled act.” 

You have laid out three items for our consideration 
on page 7. My question is, have you had any opportu- 
nity to dialogue with the Ministry of Health or Ministry of 
Education with respect to preferred options or potential 
amendments? 

Ms Baumann: No, we have not. At the time that we 
worked with the ministry on the letter that went from Dep- © 
uty Minister Mitton to Deputy Minister Barkin, the ap- 
proach that was being looked at was some kind of an 
exemption. As the months went on and the legislation 
changed and we took another look at it, we were not sure 
that in fact that remained as a sensible option, that you 
could just exempt a whole field as big and in its own way 
as ill defined as health probably, that is, education, so we 
began to try to look for something that might address the 
need of the protection of citizens while at the same time 
not overregulating. 


Mr Jackson: As I noticed in the dates of the letters, it 
is clear that the government tabled some amendments 
post-April 26, the date of the letter from the Deputy Minis- 
ter of Health. Have you read the amendments and do you 
see any comfort in them, and if not, have you had an 
opportunity to directly contact either of the ministries since 
the tabling of those amendments? 


Ms Baumann: We have spoken with the Ministry of 
Education. We do not have the letter from Dr Barkin to Mr 
Mitton. We know that such a letter did go. We know that 
the basket clause, as it is referred to in the letter from 
Mitton to Barkin, is no longer in the legislation, and we 
were quite pleased to see that go. But the general concern 
in terms of the provision, particularly of counselling and 
educational assessment services within the school, was one 
that, in my conversations with Deputy Minister Mitton’s 
executive assistant, I think we continue to share with them. | 


Mr Jackson: Madam Chair, if I may, just for purposes 
of the Hansard record, the letter I was quoting from was 
just tabled with the brief but was not part of the brief that 
we just received from the OTF. That is a memorandum 
from Linda Bohnen, counsel for this legislation, from the 
Ministry of Health. We have just received it now and per- 
haps we can share that as well with the deputants, and I 
should thank Ms Bohnen for having that here today for our 
consideration. 


Mr Beer: I also shall be referring to the letter from Dr 
Barkin and it would be a question to the parliamentary 
assistant. It is set out that “no person shall perform,” etc, 
“in the course of providing health care services,” and then 
in the different controlled acts there is another one, the 
holding-out clause. In the letter stress is put on the fact 
that, look, we are only talking about people providing © 
health care services, yet if one thinks of what happens 
within a school setting and certainly the discussion around 
children first and where that might go, mental health and 
SO On, One can see where that starts to get perhaps a bit of a 
murky line. 

In talking about the amendments at the end that Mr 
Jackson referred to, and the point made earlier that the 
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legislative drafters wanted to anchor that clause to 


something specific, what would be the difference in sub- 


section 26(1) if it did not contain the phrase “in the 
course of providing health care services” but was more 
generic? What is changed in that? 

Mr Wessenger: I will ask ministry staff to respond 
to that. 


Ms Bohnen: I think the issue of the language in the 
course of providing health care services has a very dif- 


ferent significance in relation to the controlled acts than 








it does in relation to the holding-out clause or the title 


protection clause. It is important, we believe, to confine 
the controlled acts to the delivery of health care services 
because we can all imagine, I think, many examples in 


which people’s bodies are invaded or things are done 
'which would otherwise inadvertently be prohibited or 


restricted to regulated health professionals. The govern- 
ment has no desire at all to regulate those activities under 
this legislation. 

I think that the concerns being raised by the OTF 


-and the Ministry of Education have to do, first of all, 


with not inadvertently precluding teachers and other ed- 
ucation professionals from performing assessment activ- 
ities, and that is the diagnosis-assessment issue you 


‘have heard many groups talk about. Then, when we get 


into another issue they raise, which is that many health 
services, or things that look like health services, are pro- 


vided by teachers’ aides, speech-language pathologists, 


occupation therapists, whoever, within the school sys- 
tem, that is another whole set of issues. 

The most pressing one being raised would be dealt 
with by the way in which attendant care services will be 
provided. I do not know if this group would be aware of 
the fact that all Health ministers who have participated 
in bringing this legislation forward have expressed and 
confirmed their intention to make exceptions for the 
provision of attendant care services such as the suction- 
ing, intermittent catheterization, and so forth that you 


Tefer to. 


Mr Beer: Can I just follow up then? One could look 


at what it is that teachers may do in the course of a 


regular day by looking at something under section 28. 
Right? I do not want to misinterpret what you are saying. 


Ms Bohnen: | think what I am saying is, the kind of 


possible amendment that Dr Barkin was referring to was 


the same possible amendment the minister was referring 
to when she came before this committee and said: “I 


know there are outstanding concerns about diagnosis-as- 


sessment. I hope the committee will guide me in making 
an amendment in that area.” It was the deputy minister’s 
view, and I think it is now the OTF’s view, that just 
creating a statutory exception for education profession- 
als would probably raise more difficult issues than it 
would really solve, and it was not the best way of ap- 
proaching the issue. 


The Chair: Thank you for appearing before the 
committee today. We appreciate you making such an 


excellent presentation. If in the course of the delibera- 
tions of the committee there is additional information 
you think would be helpful, I know you are aware that 
you can communicate with us through our clerk. Thank 
you for appearing today. 

Is Bill Burns here? Mr Burns’s appointment time is 
now, 11:50. If there are any questions of the parliamen- 
tary assistant, we could use a few minutes to do that and 
give Mr Burns a few minutes to arrive, if he is going to 
show up. Are there any questions of the parliamentary 
assistant or ministry staff? 


Mr Beer: One of the issues that has often come up 
has been that certain things will be done under regula- 
tion. When we are meeting with officials that week of 
September 16 and 17, I would like to have a better un- 
derstanding of why certain things would be best placed 
under regulation and others within the legislation itself. 
Some of the concerns that have been expressed are 
around a misunderstanding of, I suppose, the standing of 
regulations as part of the legislation. It would be helpful 
to us if we could see that issue a little more clearly, if I 
could just note that. 


Mr Wessenger: I was just going to add to that, per- 
haps we should include the aspect of delegated acts as 
well in that, so we could see it as a whole picture. 


Mr Beer: Yes. In effect, I guess it would be any- 
thing other than the specific legislation which needs to 
be drafted, drawn up, whatever, and it would have a 
direct impact on the groups we are going to be regulat- 
ing. 

The Chair: The request is noted and we will ask 
that that be included during the committee hearings on 
September 16 and 17. I should note—it was mentioned 
in a question to the clerk—it is my understanding that 
on the day Mr Schwartz makes his presentation, which 
is the morning of September 16, there will be a lot of 
people interested in attending the session that day. I am 
wondering whether there is a larger room available. 

Since it was brought to my attention I thought I 
would mention it to committee members. The clerk says 
that she will check and see if there is a larger room with 
more seating. It would be unfortunate if people had to 
stand or felt they were not welcome. Certainly we want 
to make everyone as welcome as possible to these hear- 
ings. The level of interest, I think, is very high. 

Mr Burns is still not here. The committee will stand 
in recess for five minutes and give Mr Burns a chance to 
arrive. 


The committee recessed at 1153. 
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The Chair: The standing committee on social de- 
velopment is now in session. It is 12 o’clock. Mr Burns 
has not shown up and therefore has forfeited his time 
before the committee. 

The committee recessed at 1200 
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AFTERNOON SITTING 


The committee resumed at 1400. 


ONTARIO ASSOCIATION 
OF REGISTERED NURSING ASSISTANTS 
The Chair: I would like to call the Ontario Associa- 
tion of Registered Nursing Assistants. 


Mrs Steffler: My name is Verna Steffler and I am the 
executive director of the Ontario Association of Registered 
Nursing Assistants. With me I have Audrey Shaw, who is 
the president of OARNA, Gail Bennett, who is the execu- 
tive assistant of OARNA, and Margaret McDavid, who is 
the secretary-treasurer of OARNA. 

OARNA is a voluntary professional association with 
about 5,000 members and we are deeply concerned about 
this legislation. Let me begin by saying that in general 
OARNA is very supportive of the Regulated Health Pro- 
fessions Act. We liked the open process that was used to 
develop it and there is no question a great deal of very hard 
work went into preparing this historic legislative package. 
Everyone who participated deserves congratulations, and 
for the most part we are very happy with the results. 

However, I have to tell you that OARNA is very much 
opposed to Bill 57, the act which keeps registered nursing 
assistants together with registered nurses under one col- 
lege. In our view, this bill is just like forcing a bad mar- 
riage, one that has not worked well in the past and will not 
work well in the future. 

We have tried to put our case to the government, but to 
be fair I do not really think the minister has had the time to 
review the implications of this bill, so we are counting on 
each and every one of you, in all three political parties, to 
help avoid an unjust and unworkable situation. 

As far as we are concerned, there is only one solution 
that makes sense: RNs and RNAs should each have their 
own college. That is what we hope you will recommend in 
the interests of fairness. We do not want to hold up the 
legislation, but we do need your help in correcting a bad 
situation. 

I thought perhaps it would help you to understand our 
position if I talked a bit about registered nursing assistants, 
because I know there could be some confusion about what 
we do, especially when you compare our role with the role 
of a registered nurse in our system. 

Actually the distinction is quite straightforward. RNAs 
provide basic nursing services. I am talking about practi- 
cal, hands-on nursing care in institutions and in the com- 
munity. By contrast, registered nurses deliver a much broader 
set of services, care that often involves more complexity and 
more technical expertise. This is appropriate. RNs train 
longer and have a wider scope of practice than RNAs. 

RNs and RNAs often work in the same places, but con- 
trary to popular opinion RNAs do not always report to an 
RN. Sometimes our supervisor is a doctor or another type of 
health professional, or an administrator. Sometimes the su- 
pervisor is another RNA. 

In most parts of North America, registered nursing assis- 
tants are called licensed practical nurses. They are considered 


to be a separate profession and are not regulated with or by 
registered nurses. In Canada, licensed practical nurses in 
Alberta, Saskatchewan, Manitoba, Quebec, New Bruns- 
wick and Prince Edward Island are self-regulating. In fact, 
Ontario is the only province that regulates our profession 
together with RNs in one regulatory body. 

Based on our experience, we believe that this is a terri- 
ble mistake. We have had lots of experience with clustered 
regulation and we know that it cannot work when the pro- 
fessions involved disagree about their respective roles in 
the health care system. That in a nutshell is our problem 
with being regulated in the College of Nurses of Ontario. 
This should not be taken as an attack on the college of 
nurses. We do believe that the college tries to maintain its 
public interest perspective. However, there is no getting 
away from the fact that sometimes it makes decisions that 
favour the RN over the RNA, even when the issue has 
nothing to do with public protection. 

RNAs are able to deliver essential services at a very 
competitive price. Our profession is one of the most im- 
portant keys to a more cost-effective health care system. 
However, in our view, being jointly regulated under one 
college has stood in our way and will continue to block the 
development of our profession as a cost-effective alterna- 


tive to the registered nurse. 
The truth is that our respective professions compete — 


with one another and under the current structure of the 


college it is an unfair competition. Let me explain. There | 
are about 105,000 RNs in Ontario and about 35,000 © 


RNAs. The representation on the college council reflects 
this distribution. The current CNO council has 32 mem- 
bers; eight are public representatives, 16 are RNs and eight 
are RNAs. The proposed law would change the composi- 
tion of council to increase the proportion of public mem- 
bers, but even so, RN council members will continue to 
outnumber RNA members two to one. 

From our perspective, this structure does not look like 
self-regulation for RNAs at all; it looks like the regulation 
of RNAs by RNs. We do not think that RNs should have 
this kind of power over our profession. 

Staffing patterns and the focus of work at the college 
also reflect the inequality between our two professions. 
RNA membership fees constitute about 25% of the CNO 
budget, but only about 13% of its total revenues are actu- 
ally spent on RNA affairs. Of the 19 professional staff 
working at the college, there are 16 RNs but only three 
RNAs. 


RNAs are a separate profession. We say that even 


though our profession learns some of the same things and — 


performs some of the same duties as the registered nurse. 
The truth is that the knowledge base and scopes of 
practice for many health professionals overlap to some 
degree. RNs, RNAs, orderlies, health aides, midwives and 
ambulance attendants learn some things in common and 
perform some of the same job functions, but that does not 
mean they all ought to be regulated under the college of 
nurses. Nowadays, registered nurses perform many 
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functions that used to be restricted to doctors only, but no 
one thinks that RNs ought to be regulated by the College 
of Physicians and Surgeons of Ontario. 

The issue of self-regulation hinges on the risk of harm 
to the public. This legislation has identified 13 types of 
health care activities that could result in harming the pub- 
lic if carried out by unqualified personnel. Called “author- 
ized acts” in the RHPA, these potentially harmful 
interventions have been allocated among various health 
professions on the basis of their education and competence 
to handle them. And so, while it is safe for an RN to 
perform all of the job functions of an RNA, the reverse is 
not the case. Similarly, a dentist is competent to perform 
all the functions of the dental hygienist, but not the other 
way around. 

On the same basis that dental hygienists are considered 
a separate professional group under this legislation, we 
hold that RNAs belong to a separate profession, one that is 
related to but distinct from registered nurses. 

Bill 57 does not recognize our separate status as a dis- 
tinct profession, but other nursing organizations do. The 
Registered Nurses’ Association of Ontario, for example, 
believes we are so distinct we should not be called nurses. 
Both RNAO and the Ontario Nurses’ Association, 
Ontario’s largest nursing union, have argued for greater 
distinctions between RNs and RNAs in the standards of 
practice. Both positions are consistent with the idea that 
RNAs are a separate profession. 

Unfortunately, Bill 57 perpetuates an injustice. It al- 
lows one profession to dominate another by pretending 
that we are all members of the same group while maintain- 
ing the need to have two different categories. 

We do not think this adds up to self-regulation for 
_RNAs, particularly in view of the fact that RNs and RNAs 
compete with one another in the marketplace for jobs. This 
-teality can and does influence the decisions made by the 
college of nurses. 
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The college of nurses makes critical decisions affecting 
our profession. They decide about our standards of prac- 
tice, our competence to perform authorized acts, and our 
access to training. Because RNs outnumber us on council, 
and because they have more education and more status 
than RNAs, whenever the interests of RNs and RNAs col- 
lide, RNAs are likely to lose. Let me give you an example. 
Over the years physicians have asked the college of nurses 
to allow RNAs to administer intramuscular injection. Until 
the publication of their 1990 Guidelines for Decision- 
Making, the college always refused. Now they say it de- 
pends on the client population. For young, healthy 
schoolchildren the answer was yes. For the frail elderly the 
answer continues to be no. We do not think this decision 
makes sense. RNAs can administer subcutaneous and in- 
tracutaneous injections; why not intramuscular ones too? 
The training required to give all three types of injections is 
virtually the same. 

We think this decision by the college was primarily 
driven by marketplace considerations, not the public inter- 
est. We do not think it has anything to do with protecting 
the public from harm. By making it impossible for RNAs 
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to give intramuscular injections, the college was protecting 
jobs for RNs and adding unnecessary costs to the health 
care system. 

Let us look at another example. Some years ago, 
OARNA was trying to promote the idea that foot care 
ought to be part of the RNA basic educational program. 
For two years we got nowhere at all in our discussions 
with the college. The CNO only changed its mind when an 
influential chiropodist from Britain and the Ministry of 
Health intervened on our behalf. 

A fundamental principle of self-regulation is the idea 
that one professional group must not dominate or dictate to 
another, but that is what will continue to happen unless 
RNAs have their own separate college. 

During the review conducted by Alan Schwartz, it was 
quite clear that, RNAs, as a professional group, qualified 
for separate self-regulation. We met each and every one of 
the government’s criteria. In fact, we were actually told at 
One point that the review committee was going to recom- 
mend a separate college for RNAs. We were very disap- 
pointed when it did not happen. 

My presentation here today has focused on the main 
reasons why Bill 57, An Act respecting the Regulation of 
the Nursing Profession, is unfair and unworkable. I want to 
emphasize that your decision about this is primarily a po- 
litical decision, not a bureaucratic or technical decision. 

I hope you will agree with us and that you will recom- 
mend that: 

1. The government withdraw Bill 57 and instruct the 
Minister of Health to draft two new bills providing for two 
separate colleges, one for RNs and one for RNAs, who 
should be called registered practical nurses. 

2. The government refer to the Regulated Health Pro- 
fessions Advisory Council for technical advice about an 
appropriate scope of practice for RNAs, and our compe- 
tence to perform authorized acts. 

3. Finally, that RNs and RNAs continue to be regulated 
under the Health Disciplines Act until such time as the 
new bills are passed and proclaimed. 

Please note that it is not our intention to hold up the 
passage of this important legislation. We believe that by 
adopting these recommendations the rest of the legislative 
package can and should go forward. 

Although this presentation has concentrated on the is- 
sues of greatest concern to us, OARNA does have a small 
number of other changes to suggest with respect to this 
legislation which are contained in our submission entitled 
Other Issues of Concern. 

One of the most important to us is our title. We want to 
see the word “registered” in front of the term “practical 
nurse” whenever it appears in the legislation. In several 
places in Bill 57, the word “registered” was omitted, prob- 
ably just by accident. 

Another issue we want to challenge is the 
government’s amendment to Bill 57 which strikes out “on 
the order of a qualified person” and replaces it with “on 
the order of a member of the College of Physicians and 
Surgeons of Ontario.” 

We think this amendment is contrary to the intent of 
the legislation. It would mean, for example, that a midwife 
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or a dentist could not give orders to a registered practical 
nurse for certain types of medication. We do not think this 
change makes any sense and urge you to retain the original 
wording of the section. 

I want to thank every one of you for listening to our 
presentation. If you have not already done so, I want to 
urge you all to read the brief called “A Question of Fair- 
ness” before coming to a final decision. It gives much 
more detail about our case for separate self-regulation for 
RNAs. 


Mr Owens: Thank you for the excellent presentation 
this afternoon. I gather your main concern with the legisla- 
tion, other than the number of points you raised towards 
the end, is the issue of not receiving your own college. I 
am wondering, in terms of fulfilling the intent of the legis- 
lation, which is to open up the medical profession to the 
public, how would the public benefit by you folks having 
your own college rather than being regulated under a sin- 
gular college as you are now? 

Mrs Steffler: There are a few answers to that one: 

A Question of Fairness points out the fact that our 
scope of practice is being held down or changed as the will 
so desires, which does not allow the profession to meet the 
needs of the public. With two separate colleges, I think the 
public would know who to approach about what. Each 


profession arose on its own, and each profession would 


have a working relationship with the other at arm’s length, 
instead of our profession being more or less being stymied 
by another profession. 

Mr Owens: In terms of how it works in the other 
provinces that are regulated or have their own separate 
colleges, how are the relationships between the different 
types of nurses, the RNs and the LPNs? 


Mrs Steffler: I will let Audrey respond to that. She is 
president of our national association. 


Ms Shaw: Just recently, three years ago, Saskatche- 
wan achieved self-regulation apart from the RN profes- 
sion, and a year before that Alberta did. There are three 
other provinces that have self-regulation and their own 
separate college, and what we have found with Saskatche- 
wan and Alberta—we monitored what happened after they 
separated and formed their own college—is that we no- 
ticed that the relationship between the two professions ac- 
tually improved, that they got along a lot better because 
they were on a level playing field. You have liaison meet- 
ings with them to discuss issues of mutual concern within 
the health care system. You speak and have mutual respect 
for each other and meet as equals, whereas being within 
the same college creates a conflict. 

You mentioned, when Verna answered the first ques- 
tion, that the mandate of a self-regulating college is to 
protect the public. If you have two professions that cannot 
agree and there is conflict then it will interfere with that 
mandate. It cannot help but interfere. We are all human 
beings. If you have a separate college for RNs and RNAs, 
then the focus can be on that mandate of protecting the 
public interest and you will not have the conflict of the two 
professions. 
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Mr J. Wilson: Thank you very much for a very good 
brief. I was just wondering what explanation you have 
been given, if you have been given one, from the review 
committee as to why it did not recommend a separate col- 
lege for RNAs, given that other provinces have moved in 
that direction. 


Ms Shaw: The reason given to us was that we did 
have representation at the College of Nurses of Ontario 
and that we had a voice there. We do have a voice there 
and we do have representation, period, but we do not have 
self-regulation. We are regulated by the RNs. Right now 
the college council is 16 RNs, 8 RNAs, 8 lay people, and 
the proposed new legislation would be 17 RNs, 9 RNAs 
and 11 lay people. To me that does not look like a self-reg- 
ulating system, especially for RNAs. 

Another reason given was that dental hygienists, who 
are a much smaller body than we are—we are the second- | 
largest profession—were given a separate self-regulating 
body, there being a conflict because they were hired by 
dentists and we were hired by institutions. I have yet to see 
an institution hire a person. It is the person within that 
institution who does the hiring. Historically, at most times 
within the nursing department, it has been the director of 
nursing who has the input, or the unit manager now be- 
cause it has been decentralized in a lot of hospitals. It is the 
patient care manager who has the input on who gets hired 
and that person just happens to be an RN. 
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Mr Wessenger: I would like to have the ministry staff 
give some explanation of the reasons. 


Ms Bohnen: I think, Mr Wilson, your question was 
why did the review not recommend a separate college. The | 
fundamental reason for the review’s recommendation, as 
we understand it, is that nursing is one profession. The 
review did not believe there was a distinct scope of prac- 
tice particular to the registered practical nurse as con- 
trasted to the registered nurse; rather, there was one 
profession with two levels of practitioner. 


The Chair: We have 30 seconds remaining and I have 
one additional question. 


Mr Beer: It follows along with respect to the scope of 
practice. Within 30 seconds, what would be the fundamen- 
tal difference there? You have referred to your scope of — 
practice. How would you define the RNA’s scope of prac- 
tice vis-a-vis that of the registered nurse? 


Mrs Steffler: I think we are trying to point out that © 
there is an overlap with everyone. Whatever the RNA 
does, the RN can do, but also if you take a look at what 
medicine does, you can also say the RN can do a great deal 
of the doctor’s scope of practice. I think what we find 
through this whole health professions review is that every- — 
one has a degree of overlap with everyone else. If we did 
not, we would not be under a Regulated Health Profes- 
sions Act, would we? 


The Chair: I would like to thank you very much 
for your presentation today. I know you are aware that 
if there is additional information you think would be 
helpful for members of the committee, you will 
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submit further information in writing through our clerk. 
We appreciate your coming before us today. 


CAROL KUSHNER 
The Chair: I would like to call next Carol Kushner. 


Ms Kushner: My name is Carol Kushner and I am a 
consultant to a number of health care organizations inter- 
ested in this legislation, but I am here today as a private 
citizen with a particular interest in quality assurance. 

As some of you may know, I participated with Cathy 
Fooks and Michael Rachlis in a research project in 1989 
that looked at Canada’s regulatory bodies and what they 

were doing in terms of the quality of professional practice. 
| Specifically, we looked at five professions: medicine, 
optometry, nursing, pharmacy and dentistry. We discov- 
ered that although each and every one of those organiza- 
tions did for-cause investigations of quality, that is, 
investigations that were triggered by complaints, only about 
half had any kind of proactive quality assurance program. 

There were quite a few reasons to explain why this was 
the case, why so many were uninvolved in doing routine 
audits, including reasons like lack of interest and lack of 
resources, but the main reason was that many of them 
lacked the legislative authority to do this kind of routine 
assessment. I am glad to say that, when it passes, the Reg- 
ulated Health Professions Act is going to clearly stipulate 
this mandate for colleges in Ontario. I think that is a major 
step forward. 

| That being said, I do have a couple of concerns about 
‘the smooth operation of quality assurance programming in 
Ontario even with this historic legislation. 

The colleges governed under Bill 43 are subject to 
identical terms and conditions, but they are not all equal. 
They differ quite a bit in terms of their size and in terms of 
their resources. I think it is fair to say that some of the very 
‘small colleges are going to have a very difficult time carry- 
‘ing out meaningful quality assurance programming on 
‘their own. The truth is, I would guess that only about a 
handful of the colleges established under this legislation 
will be able to develop good, stand-alone programs. 

It seems to me that if the government is serious about 
quality assurance programming, we need to recognize that at 
the moment the infrastructure to do that simply is not there 
for the vast majority of health professions. Take, for example, 
the problem associated with developing standards. 

As you probably know, quality in health care is not just 
a matter of making sure the care is well executed. I do not 
mean to underestimate the importance of that. It is terribly 
important. We do need to know that whatever is being 
done is done well. But high-quality care also depends on 
making sure the practitioner is making good decisions. 
|Usually there are choices to be made about alternative 
types of therapies and interventions so that quality of care 
also means doing the right thing, making the right choices. 

People vary an awful lot in the way they respond to 
treatment and we cannot always assume that just because 
we get better following a treatment, we got better because 
of what the health practitioner did to us or for us. It is just 
not that simple. Only scientific research can tell us which 
therapies work best and for which kinds of people. Unfor- 











tunately, most of the time this kind of scientific evidence 
simply does not exist. 

This was a surprise to me when I started to study 
health sciences research and it may be a surprise to some 
of you, but the fact is that most of the time health profes- 
sionals really and honestly do not know whether the inter- 
ventions they use every day work or not. This is true even 
of medicine which is clearly, I think you would agree, the most 
scientific of disciplines. Some 80% of therapies they use have 
never been subjected to systematic rigorous scientific evaluation. 

Only technology assessment can answer these kinds of 
questions, and for the moment most technology assess- 
ment focuses exclusively on medical practice, what physi- 
cians do. We do not know what the effect of nursing care is 
or other health professional interventions. So the first 
structural barrier I see to meaningful quality assurance is 
the lack of scientific evidence on which to base standards. 

The second structural barrier has to do with how much 
it Costs to run good quality assurance programs, and for 
this I want to refer members to experiences from the prov- 
ince of Quebec. Quebec is the only place in Canada where 
every profession is required to conduct professional in- 
spections. I think in the research I mentioned earlier each 
of the five professions we studied had some form of quality 
assurance program. 

In 1984, for example, physicians in Quebec spent 
about $1 million—actually over $1 million—on their pro- 
fessional inspection program. It represented more than 
one-third of the total expenditures of the Corporation pro- 
fessionelle des médecins du Québec. In the same year, 
Quebec nurses spent almost as much as doctors, some 
$875,000. However, the government of Quebec explicitly 
recognizes the financial inequality of professions by giving 
Out grants to support professional inspection programs. 
Sometimes these grants actually pay for most or even all 
of the costs associated with QA. A table is attached to my 
written submision that will give you some more informa- 
tion about what happens in Quebec. 

I think it is fair to say that without some kind of similar 
program here in Ontario, many colleges will fail to imple- 
ment good QA programming. They will not be able to live 
up to the requirements of this legislation. So the second 
structural barrier to quality assurance in Ontario is financial. 

Finally, I want to draw your attention to the enormous 
potential for cross-pollination among and between health 
professions. Quality assurance is a rapidly developing field 
and we could avoid a lot of wasteful duplication of effort 
by making it easier for colleges to find out who is doing 
what, what is working elsewhere, and helping them to 
adapt that information to their own circumstances. I do not 
think that means QA has to look alike in every college, but 
we do need some mechanism for facilitating information 
sharing. 

So the third structural barrier to quality assurance is the 
lack of a mechanism for information-sharing and co-ordi- 
nation. All three structural barriers, scientific, financial and 
informational, could be overcome by setting up a perma- 
nent secretariat with a mandate to help colleges establish 
QA programs. 
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Specifically I think this secretariat could give advice 
about research evidence for standards setting. It could de- 
velop a centralized data bank and other resources to make 
it easier for colleges to organize their own data collection 
activities. It could provide expert advice about analysis 
and alternative interventions. | 

It could also provide financial assistance to colleges 
too small or too underfinanced to go it alone, and it could 
become a vehicle for information sharing and co-ordination. 

Another point I want to make has to do with the term 
“quality assurance” itself. A lot of professions I have been 
talking with are very worried about this term. They think it 
gives rise to a lot of unrealistic expectations. They are not 
sure that anyone or any organization can assure quality and 
they would like the wording changed. They might be right, 
I am not sure, but what I can suggest, if there is a wording 
change in the offing, what it might be. 
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It seems to me that while it may not be possible for the 
college to assure quality, it is certainly possible for the 
college to assess and improve quality through its activities, 
and that might be the kind of wording change they are 
looking for. 

I think there are a couple of things missing from the 
provisions for quality assurance within the legislation. One 
has to do with annual reporting. All of the committees are 
required to give an annual report and there is no detail in 
the legislation about what ought to be in those reports. 
With respect to quality assurance, I think this is a failing. 
Number one, I think the proportion of members inspected 
or somehow touched by quality assurance programming 
needs to be reported in the annual report. In addition, I 
think the expenditures on quality assurance programming 
would give us an indication of who is doing what and to 
what extent. 

The weakest part of quality assurance is, when you 
find a problem, what the heck do you do about it? How do 
you change behaviour? We do not know very much about 
that. We try certain things, but we are not sure they have an 
effect. So having some kind of report on what we have 
done when quality problems were uncovered and how ef- 
fective it was would be very helpful in monitoring the 
development of quality assurance programming. 

Finally, if colleges are going to get involved in profes- 
sional inspection into the quality of practice with their 
members, then the colleges have an obligation to let mem- 
bers and the public know what criteria are going to be used 
to evaluate their performance. I believe both of these con- 
cerns ought to be addressed in the procedural code. 

There is lots more I could say about quality assurance 
but my time is up. , 

Mr Beer: Thank you very much for focusing on this 
particular issue. It has come up but you have really looked 
at it in some depth. Your proposal about a secretariat, is 
that something you would see being perhaps connected to 
the proposed advisory council or totally separate? 

Ms Kushner: No, in fact, I think it could make a 
great deal of sense to have it attached and reporting to the 
advisory council. It seems that way there could be advice 
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flowing up to the minister and flowing out to the colleges 
and structurally that would fit. 


Mr Beer: Does Quebec have that kind of structure? 


Ms Kushner: They have a slightly different organiza- 
tion in that they have a professional code that governs not 
just health professions but lawyers, accountants and the 
whole ball of wax. They have an Office des professions du 
Québec which is established within the terms of that pro- 
fessional code. The functioning of the office, although it 
does grant subsidies, has not been terribly helpful in facili- 
tating the kinds of things I was discussing here. They have 
been very arm’s length. 


The Chair: Thank you very much for an excellent 
presentation. The committee appreciates your coming 
today. You are aware that if there is additional information 
you think might be helpful to the committee, you can sub- 


mit it in writing to our clerk. Most of the members of the - 


committee know you are the co-author of the book Second 
Opinion, and that is just a little plug. 


Ms Kushner: Thank you. 


SPEECH AND STROKE CENTRE 


The Chair: I would like to call now the Speech and 
Stroke Centre. Welcome. 


Miss Arato: My name is Pat Arato. I am the executive — 


director of the Speech and Stroke Centre, North York. I 
have with me also Aura Kagan, who is a speech patholo- 
gist. I am not a speech-language pathologist but an admin- 
istrator of a program that employs speech-language 
pathologists. 

The Speech and Stroke Centre is a community agency 
which provides service to 100 members who suffer from 
aphasia. Aphasia is a language disorder that impairs the 
ability to communicate and is usually caused by a stroke. 
To help our members, we rely on speech-language pathol- 
ogists who train volunteers to carry out community pro- 
grams. I have attached further information about our centre 
as well as the brochure on aphasia, which I have here. 





Although we support the principle of Bill 44 to regu- | 


late the profession of speech-language pathology, we are 
concerned about three aspects of the legislation, the re- 
striction of speech-language pathologists from’ communi- 
cating their conclusions, the limiting of the act’s title 
restriction to only people engaged in providing health care 
services and the lack of protection of the title “speech 
therapist” and the use of the term “doctor” by speech-lan- 
guage pathologists with a PhD. 

Our first concern relates to the controlled act of com- 
municating a conclusion. In the proposed legislation, 
speech-language pathologists are not permitted to perform 
this controlled act. We believe this restriction would affect 
the level of service we can offer our members and would 
not be in the best interest of individuals with aphasia. Cur- 


rently all potential clients must be referred by a speech- | 
language pathologist based on a professional assessment. | 
This assessment is then forwarded to our speech-language | 
pathology department. During a subsequent screening in- | 
terview, further assessment is carried out to ensure that the | 
client will benefit from the program. This information is | 


} 
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shared with the aphasic individual and the family members 
so that a joint decision can be made together with a profes- 
sional team regarding future participation. 

If Bill 44 is passed as written, our procedures would 
have to change. We would no longer be able to have our 
speech-language pathologist discuss her conclusions with 
the patient. Instead, assessment results would have to be 
collated and then passed on to the doctor, who would then 
communicate the results to the patient. This means it 
would take much longer for the person to know if he was 
able to enter the centre or not, depending on how quickly 
he can get an appointment to see his doctor. Also, it would 
increase our administrative time as we would have to orga- 
nize our communication through the doctor. Our budget is 
very limited and if we spend more time in administration, 
that leaves us less time to train volunteers to run communi- 
cation programs. - 
| Physicians are usually not knowledgeable with respect 
to communication problems. It is outside their scope of 
practice and training. Not only would this bill result in 
delays of service provision, increased administrative time 
-and costs, but it would also mean the patient would not be 
given the best information by the person best trained to 
understand and explain the disorders. 

Our members would also be directly inconvenienced 
by this. Most of them come in wheelchairs as a result of 
paralysis that accompanies the stroke. Increasing their vis- 
its to doctors to get speech-language pathology assessment 
results would involve more transportation costs, since 
most of them use Wheel-Trans. It would also mean an 
increased cost to the already overburdened health care sys- 
tem based on extra unnecessary visits to physicians. 

However, our biggest concern about using a doctor to 
communicate speech-language pathology conclusions is 
that patients with aphasia will not understand what is being 
communicated to them. Research has shown that you have 
to use different strategies to communicate with aphasic 
individuals. They do not understand speech as they did 
before the stroke. It takes training and practice to learn 
‘how to communicate with them in a way they can under- 
stand what is being said to them. A speech-language pa- 
‘thologist has a background in this area while a doctor does 
not. I am concerned that our members might not be able to 
make informed decisions if the person discussing conclu- 
sions with them is not the one who did the assessment and 
is not someone who has received special training in how to 
communicate with aphasic individuals. 
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The second clause that concerns us is that this legisla- 
tion only covers acts done in the course of providing 
health care. The legislation does not apply to settings out- 
side health care. This seems to be allowing a form of false 
advertising where in one setting you can call yourself a 
speech-language pathologist but if you are in another set- 
ting, for example a school board, you are not regulated. 
We believe it would be confusing to consumers to control 
the use of certain titles in health care but then not control 
them in other settings. The service is the same independent 
of setting. 












































We wonder why the legislation does not protect the 
title “speech therapist.” Some of our speech-language pa- 
thologists were originally trained in South Africa where 
their official title and the title appearing on their degree 
was “speech therapist.” We also know that graduates of 
British schools use the title “speech therapist.” Indeed, 
many places in Ontario still use the old title. We think it is 
important that consumers know that speech therapists and 
speech-language pathologists are the same people and 
therefore both titles should be protected. 

Finally, I support the right of speech-language patholo- 
gists who have earned a PhD to call themselves “doctor,” 
both without and within a medical setting. The restriction 
of use of the term to only one setting may be confusing to 
our aphasic clients and their families. Thank you very 
much for your time. 


The Chair: Thank you very much. It was a very 
thoughtful presentation. It is good to see you again. 


Mr Beer: It is good to get a very practical example in 
terms of where you are working and how you see this 
affecting the work you do. As you know, we have heard 
from many on this particular issue and particularly from 
speech-language pathologists. Is there a distinction in your 
mind here, when you are dealing with a patient in your 
centre, between diagnosis and assessment? I guess that is 
what we are struggling with. I do not think anybody is 
looking at stopping you doing what you are doing. 


Miss Arato: Maybe I will pass it over to the speech 
pathologist. 


Ms Kagan: Yes, there is certainly a distinction be- 
tween assessment and diagnosis. What is of concern to us 
is that there is an unintentional aspect to this legislation in 
that the logical result of the assessment is to come to some 
diagnostic conclusion. To give you a practical example, if 
someone who has been on our waiting list comes in for a 
visit with an assessment of aphasia, and it appears to us 
from what we observe that things are not quite as they 
were on the original report and we redo an assessment, we 
would possibly then come to a conclusion that may differ 
in certain aspects from the original report we received. It 
might turn out that there is an apraxia, for example. 


Mr Beer: Sorry, can I just stop you there? That report 
you received would have come from a doctor. 


Ms Kagan: No, at the moment that report comes di- 
rectly from a speech-language pathologist. So in our minds 
when we look at this legislation, what we would then have 
to do is not communicate that to the client who has now 
come into our centre, but we would have to go back to the 
doctor because this is now a diagnosis that is going to have 
some impact on whether the person is suitable to enter our 
program. Possibly the client or the patient would then have 
to go back to the doctor to be informed of what that diag- 
nosis was. We would have to communicate with the doc- 
tor, the doctor then with the client and possibly then we 
would discuss what would happen. It just seems to be an 
unnecessary addition or layer, although as Pat pointed out 
Our major concern is in another area. If I have a minute, I 
would not mind just elaborating on that. 
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Our centre has been running—we are into our 12th 
year at the end of November. One thing we have learned, 
which I think is the most essential thing I have learned at 
our centre, is that speaking to people with aphasia, com- 
municating with aphasic individuals is not something that 
comes naturally, either to the lay public or to professionals. 
We certainly know that, because family members, who are 
the most motivated and who are with the problem the 
most, are not expert communicators with their aphasic 
family members. This is a prime concern to us, that doc- 
tors, frequently by their own admission, are not trained in 
the techniques of getting information into the head of 
someone who is aphasic, and even more important, mak- 
ing sure they have an opportunity to let you know how 
they feel. We train volunteers. This is what we do every 
day. We know it is nothing to do with intelligence. We 
have volunteers coming from many professional back- 
grounds, including allied medical professions, who do not 
know how to do this. That is a major concern for us. 


Mr Beer: If I could just follow up on that, because I 
want to be clear here on the way in which you are working 
with the doctor and then applying that to the new legisla- 
tion, at your centre would everyone who comes there at 
some point in the process have been referred by a physi- 
cian to the centre or to a speech language pathologist? 


Ms Kagan: I could not say whether every person 
would have been referred by a physician. I would say in 
the majority of cases. 


Mr Beer: The majority. 


Ms Kagan: But it is not required for our centre that 
they be referred by a physician. It is just the practice that 
most people will have been referred. 


Miss Arato: People can come from hospital, because 
they come straight from the hospital usually. 


Mr Beer: But where that has happened, a medical di- 
agnosis has been made by someone. After that having been 
done, then is what you are doing not in effect what I call 
the assessment? Even if you come to some different deter- 
mination in the normal course of your practice, if that 
differed from what the hospital or a doctor had said, you 
would go back and say: “Look, I don’t understand why 
you have said A, B and C. It seems to me we should be 
doing something else.” 


Ms Kagan: When you say go back and say we do not 
agree with what the doctor has said, it would be that we 
have not agreed with what the speech pathologist has said. 
The doctor will often refer to the speech pathologist but 
the fine diagnosis is often made by the speech pathologist. 
Just in terms of scope of practice and areas of expertise, 
aphasia is a very little understood disorder. Based on our 
experience, most family doctors really do not have much 
experience with this disorder. 

What you will have if the person has come through a 
hospital access route is that he will have been seen by a 
neurologist. There might have been a diagnosis of aphasia, 
there might not have been. There has presumably been a 
referral to a speech pathologist. But our information will 
come from a speech pathologist, and that will include 
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information from the doctor in terms of where the site of 
lesion is. 


Mr Hope: I was just re-reading the beginning of your 
brief. You train volunteers to carry out communication 
programs. Then you go on with title protection, looking at 
school boards. I guess, using the same formula as you use, 
that you have people you train to do a job. They are doing 


it, because you are not directly with each one of them. Yet — 
on the other hand you talk about school boards for title — 


protection. I really do not understand the difference be- 


tween what your volunteer workers do on the job with the — 
communication program and what somebody may be | 


doing who is in a school board setting. 


Ms Kagan: Are you talking about the actual issue of © 


protection of the title in the two different— 


Mr Hope: You have brought the protection of the title © 
to us, and at the same time I am looking at quality assur- 


ance, where you are having a speech-language pathologist 
training volunteers. There is a questionable quality assur- 
ance issue. Who is accountable? I would like to know that. 
The other part is that you talk about, on the school board 
level, using people who may be more inclined to know 


what is going on than your volunteers. I am having a hard ~ 


time balancing out those two. 
1450 
Ms Kagan: I do not know if this will answer your 


question or not, but our program is a very closely profes- — 


sionally supervised program so that, as I was explaining 
earlier, all members come in with a full assessment. They 





are assessed by speech pathologists. There is a lot of inter- 
viewing and pre- and post-assessment protocols that are — 
followed. Our training of volunteers is also quite a rigor- 


ous, intensive one, closely supervised and closely moni- 
tored. It is not just for an economic reason. We have a 
certain philosophy of care which, if we have time, we 
could go into. 

Speech pathologists form an integral part of their pro- 
gram. We are very aware of quality assurance issues, cer- 
tainly in terms of things like evaluating the progress of 
clients who come in. We follow up. We look at changes in 
communication status as well as social status resulting 


from work that is being done by volunteers. It certainly is a 


professionally supervised program. 


What I do not understand is that I think the title of — 





“speech therapist” should be protected in any situation © 
where you have a professional person working and where | 
there could be a potential misunderstanding about who is — 
qualified to do that work. Somebody who is not a profes- — 


sional speech language pathologist is not qualified to do 
what I do at the centre. This is not a job that can be done 
by a layperson. I do not know whether that answers what 
you have asked. 


Mr Hope: The only thing I bring forward is the con- — 


fusion to the consumer, the confusion to the people you are 
treating or helping with the communication program and 


the people who are doing the volunteer work. I am trying 


to get a grip, an understanding. You are using the confu- 
sion for the consumers with the title protection. Then you 
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are using volunteer workers. I am wondering if the confu- 
‘sion is also there with your patients. 


Ms Kagan: I am not sure whether or not this is the 
misunderstanding, but possibly what is happening here is 
that there are certain issues that are of direct concern to us 
at our centre, communicating diagnosis and one or two of 
| the other issues. This is an area, I suppose, of more general 
/concern. We are making our comments as someone who 
‘deals as a speech pathologist, of concern in a more general 
sense. But you are right, that does not apply specifically to 
our centre. 


Miss Arato: That should be protected, that we are 
qualified to do that. Our volunteers are not qualified speech 
pathologists. They are trained by speech pathologists. aed 
work within that setting. 


Ms Kagan: Actually, there is something interesting 
out of your comments, in that I can think of particular 
| instances where volunteers might have told someone else 
about what they were doing and called themselves speech 
therapists and had some pretty angry colleagues. 


The Chair: Thank you very much. We appreciate 
your appearing before the committee today. If there is ad- 
ditional information that you think might be helpful, you 
can always write to us via the clerk. 


CLARENDON FOUNDATION 


The Chair: I would like to call now the Clarendon 
Foundation and ask that you introduce yourself for the 
committee, just for the purposes of Hansard. 


Mr McInnes: My name is Ron MclInnes. I am a 
'member of the board of directors of the Clarendon Foun- 
dation and currently secretary of that organization. This 
‘committee has already heard from Vic Willi of the Centre 
for Independent Living in Toronto concerning independent 
living for people with physical disabilities and the impor- 
‘tance of self-directed attendant services. I believe it has 
also heard from a representative of at least one organiza- 
tion which provides attendant services to adults with phys- 
‘ical disabilities. Clarendon is another such organization 
and wishes to emphasize the importance of the concerns 
which have already been raised. 

Clarendon is a non-profit corporation which provides 
attendant services to physically disabled adults in two sup- 
port service living units, which are usually referred to as 
'SSLUs, in the city of Toronto. The services which Clar- 
endon provides are funded by the Ministry of Community 
.and Social Services. They are provided to men and women 
living in their own apartments or co-op units, although Clar- 
endon itself is not involved in the provision of housing. 

_ The services of Clarendon’s staff are provided on a 
24-hour-a-day basis pursuant to a service contract between 
‘Clarendon and the consumer. The purpose of Clarendon is 
‘to provide the physical assistance required by the con- 
‘sumer to enable him to live independently, to go to school 
or work or participate in voluntary activities; in summary, 
to be active participants in the community and society. 

I have attached the “Guiding Principles” and the “Mis- 
‘sion Statement” of Clarendon to the copy of the presenta- 
tion that has been distributed. 
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Clarendon was incorporated in 1974 and began operat- 
ing one of the first projects in Ontario in 1975. Over the 
past 16 years, Clarendon has had to be constantly vigilant 
of escaping what I call the spectre of the medical model in 
the delivery of attendant services or attendant care, as it 
used to be known. We do not want to become an institution 
in the community. 

In this context, we were very much concerned with one 
of the original recommendations of the Schwartz commit- 
tee. Shortly after the report of that committee, we engaged 
in discussions with representatives of the Ministry of 
Health and the Ministry of Community and Social Ser- 
vices, at which time it became very clear that those respon- 
sible for drafting that report were not aware of the impact 
of the recommendations on agencies which supply atten- 
dant services to disabled persons. 

The provision which caused that initial concern has 
been essentially carried through into Bill 43 in section 26. 
The controlled acts set out in paragraphs 5 and 6 of sub- 
section 26(2) would encompass many of the routine tasks 
performed by attendants for disabled persons under the 
direction of those disabled persons and required solely be- 
cause that person is unable to physically perform the act 
on his own. At Clarendon, we have never regarded such 
tasks as being health care services and our staff has been 
providing them regularly since 1975. However, since there 
is no definition of the term “health care services” in the 
bill, we must be concerned that our foundation and its 
employees may in the future be subject to the very serious 
penalties provided for in section 36 if these activities are 
not clearly and specifically exempted from the proposed 
legislation. 

We presently have a situation in this province where a 
number of SSLUs and outreach programs, which provide 
similar services to disabled persons in their homes, feel 
they must refuse to provide certain types of assistance to 
disabled persons because they, or in many cases their in- 
surers, feel the task is medical in nature and only to be 
performed by a health professional. Bowel evacuation and 
catheter procedures are the most obvious examples, but 
there are others. 

Without a specific exemption, Bill 43 will only rein- 
force this misconception and thereby limit the indepen- 
dence of disabled persons by taking away their right to 
determine the extent and timing of the services they re- 
quire and put severe restrictions on their lifestyles. It will 
also unnecessarily subordinate provision of these routine 
services to the control of a health professional. For organi- 
zations such as Clarendon, costs could very well become 
prohibitive, and the difficulties of scheduling services 
around the availability of a health professional would be 
insurmountable. 

We are dealing here simply with routine living func- 
tions for persons with disabilities. Some of these differ 
from what is routine for persons without disabilities; oth- 
ers do not. However, the only difference of substance in 
our submission is that the person with the disability re- 
quires assistance from another person who acts at his request 
and under his direction. It must be made clear that this bill 
will not interfere with that relationship. The control of 
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these services by the consumer is sufficient. External med- 
ical regulation would be both intrusive and inappropriate. 

A commitment has been made to create an appropriate 
exemption through regulation. While it may be necessary 
to spell out some details by regulation, persons with dis- 
abilities and the agencies providing attendant services feel 
strongly that their primary concern must be addressed in 
the legislation itself. 


1500 

Accordingly, the Clarendon Foundation would like to 
add its voice to those requesting that this committee rec- 
ommend an amendment to Bill 43 to include an exemption 
for acts which might otherwise fall within the definition of 
“controlled acts,” where they are performed in the course 
of providing physical assistance with routine activities of 
living to persons who are physically unable to perform 
them by themselves. The amendment should provide for 
an exemption to subsection 26(1), which would apply to 
acts otherwise falling within paragraph 5 or 6 of subsec- 
tion 26(2); would apply to the routine activities of living of 
the individual requiring the assistance, and would relate to 
physical assistance provided at the request and under the 
direction of the consumer. 


Thank you for your attention. 


Mr Hope: Your concerns have been echoed a number 
of times, and I am sure the government itself and the pre- 
vious government had no intention of making sure the 
disabled community would be a victim of the legislation 
dealing with attendant care. I know there were a number of 
conversations. Listening to you present your brief today, I 
understand you want it clear, without any interpretation for 
the hands of the interpreter. You want clear language put 
forward after the fights you have gone through all these 
years. You do not want to re-encounter that fight so you 
want clear, definite language about attendant care being 
exempted from the health regulations. 


Mr McInnes: That is true, yes. The concern about 
leaving it for any regulation is that it would mean the 
control and the obvious restriction, which is there on a 
plain reading of the act, would be in existence and we 
would not know what the exemption might state or when it 
might come into effect. I think the people and the agencies 
affected by this are very much concerned at this stage. This 
is a very strong wish, as I am sure you have heard, and I 
do not think it is a difficult task to make this a very clear 
exemption within the act. 


Mr Hope: Say, for instance, it was not part of the bill 
and went to regulations, do you feel there may be a battle 
for the disabled community that then would have to talk to 
the professions to make sure their concerns were in the 
regulations? 


Mr McInnes: I think at this point there have been a 
number of discussions with the concerned health profes- 
sions over this particular issue, and I think tomorrow you 
are going to be presented with some wording that has been 
worked out between those professionals and some of the 
agencies and individuals concerned. I do not think it is a 
difficult task, I do not think it was that difficult to arrive at 
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this wording and I do not think it would be that difficult to 
put it into the act. 


Mr Beer: It follows along there and presumably that 
wording would find its way into section 28, where the other 
exemptions to the controlled acts lie. Would you still see, 
with whatever wording came up, there would be a need for 
regulation as well, or some further interpretation? In your 
mind, is there a definition of the term “attendant services” 
that is sort of whole and complete within itself or would 
there still be a need for some more specifics with that? 


Mr McInnes: In my mind, I would say there would 
not be a need for it. Others may disagree, of course. I 
depends on the wording of the exemption. The wording as_ 
I see it and as I think it will be presented to you will not 
make use of the words “attendant services” and therefore it 
will not be necessary to define it. | 


The Chair: Thank you very much for your presenta- 
tion before the committee today. We appreciate your taking 
the time and I know you are aware that if there is addi- 
tional information you think would be helpful to the 
committee, you can communicate with us in writing at 
any time. 


CANADIAN HEARING SOCIETY 


The Chair: I call the Canadian Hearing Society. Wel- 
come to the committee. 


Mr Morrice: Thank you, Madam Chair. My name is" 
Denis Morrice. I am the executive director of the Canadian 
Hearing Society. With me is Joan Beattie, a senior man- 
ager for the Canadian Hearing Society. She is really here 
to keep me on track and probably to answer a lot of the 
questions I will not be able to answer. | 

My first comment is thanks for the opportunity to pres- | 
ent to the hearings, but I guess I want to say, where were 
you 15 years ago when we really needed it? So much has" 
happened in the past 15 years. A lot of changes and a 
tremendous number of improvements have happened. We 
really needed it a long time ago. Services to deaf and 
hard-of-hearing people in Canada—for all the MPPs here, 
just so you know—are a disgrace. We have been in a con- 
tinual state of transition in terms of hearing aids and test- 
ing for the past 15 years and I hope the legislation is able 
to look at the year 2020 in terms of what we really want 
for the future. | 

The Canadian Hearing Society provides services to 
deaf and hard-of-hearing people and we have provided the 
most comprehensive services in North America. We have 
doctors, audiologists, technicians and counsellors. I have 
always said we are the best consultants in the country, not. 
because we can suggest to people what they should do, but 
because we have really tried it and have made a lot mis- 
takes, so I think we can give a lot of input to people. 

Our mission statement for members is that we are there 
to meet the needs of deaf and hard-of-hearing people as | 
those needs are identified by deaf and hard-of-hearing peo- 
ple. I say that for the reason that the Canadian Hard of 
Hearing Association presented to you last week, I think, 
and because our mandate is to support the consumer 
groups. That is where our position would tend to lead us. 
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In 1986 Mr Alan Schwartz suggested we do more con- 
sultation with the various stakeholders, and to that end in 


| 1986 we met with every single official professional organi- 
zation and every consumer group, held open forums and 
| attended every North American conference on hearing 
loss. What we were trying to do was glean from that sug- 


gestions and comments that could be made for the upcom- 


| ing legislation, so I hope the comments I can make now 


will help. It is really based on all our communication and 
discussions with the various groups. 

I would first like to put it into a bit of a historical 
context and I think it is only fair that all of this be put in a 


historical context. That is why my opening statement about 


the 15 years is pretty relevant. It was not that many years 
ago that European manufacturers dumped their hearing 
aids in Canada. They were hearing aids that did not meet 
manufacturers’ specifications. That is simply because Can- 
ada did not have a standard for hearing aids. Also, manu- 
facturers gave free trips. It is like, “Sell a couple of more 


hearing aids and you get the next trip to Sweden.” With 
hearing aid dealers, any one of you could set up a business 


and start selling hearing aids. It was door-to-door sales- 
men, 30,000 flyers distributed in a community and then set 
up in a hotel room. It was really left to the reputable hear- 
ing aid dealers to carry on the service for those people. 
Audiology is a very young profession. It was not many 
years ago that there was not a single audiologist in Canada. 
The Canadian Hearing Society hired one of the first audi- 


ologists. But along came this new profession when it was 


‘very clear what doctors were doing, what hearing aids 


were doing and what the role of audiologists was and then 
_audiologists starting dispensing hearing aids, which caused 
_a great confusion in the professional communities. 


| 
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We then go on to doctors. Most GPs, in terms of their 
training—I am sure you have heard it before—receive lit- 


tle training on hearing loss. Most ear, nose and throat doc- 
_tors are nose and throat. That is where the surgery is. It is 
‘not on the ears. 


In terms of equipment, it was not many years ago—we 


are talking about really archaic equipment compared to 


today. We are talking about probe tube mikes, etc. The 


level of sophistication has expanded tremendously. We 


were talking about a body aid not many years ago. Now 
we are talking about canal aids in the ear, behind the ear, 
FM systems, infrared systems and programmable hearing 
aids. That level of technology has advanced tremendously. 

Along with that, during this transitional period, came 


the assistive devices program. ADP was the largest signifi- 
cant factor that created that level playing field—a little 


bumpy, but certainly a level playing field for everyone— 


_and sorted out a lot of what was going on or what was 


wrong with the system. On top of that there was this Min- 


ister of Health in the previous government who created an 


Advisory Committee on Hearing Aid Services, which once 
again went beyond ADP to say: “Someone has to look at 
this. Someone has to take a damned good look at it. It’s too 
complex.” 

We had another Minister of Health way back called 


Frank Miller. Mr Miller did what I think a lot of people do 
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in trying to look at an area. He set up a task force to look at 
the roles and scopes of audiologists, audiometric techni- 
Cians and hearing aid dealers, and a report was done and 
no one got to see the report. The reason no one got to see 
the report was because he realized it was so complex. But 
the Advisory Committee on Hearing Aid Services that was 
established involved all the stakeholders. They were able 
to stand back and take a good look at it and they are 
dealing with all the problems, a very difficult job, where 
every one of the stakeholders is there. They are dealing 
with the issues. 

Today, in terms of the legislation and the act itself, ] 
hope it is not looked at in terms of the specific regulations 
in isolation of this historical context and what is happening 
and all the good things that are now happening. The Cana- 
dian Hearing Society went into the hearing aid business a 
number of years ago, in the late 1970s, because of its 
concem. Within three years we were the largest single dis- 
tributor in Canada. We went with a three-tier system to 
guarantee a professional service and to make sure the cost 
of hearing aids was the same right across this province. 
Our board of directors recently passed a policy that it sup- 
ports the three-tier system and that it understands there 
will be exceptions, be it the rural communities, nursing 
homes or whatever and that they would have to be identi- 
fied at some point. The Canadian Hearing Society services 
have been referred to by many people as a Cadillac kind of 
service. 

I would now like to deal with a few points and one is 
access. When you look at some of the statistics, per 1,000 
population in the urban areas, we are talking about 1.1 
people getting service. In rural communities it is 0.3 per 
1,000 people. There is an access problem. I do not care 
how you cut it, there is an access problem so there is a 
concern on that. 

The other point I would like to make is on training. The 
Advisory Committee on Hearing Aid Services developed 
exams and administered those exams, but it was really for 
grandfathering of non-audiologist authorizers. I would just 
like to make the comment that should your committee de- 
cide to go further with that, beyond grandfathering, you 
should definitely look at a two-year official community 
college program if you are going to do that. 

The third point is really dealing with risk of harm. It is 
really a difficult one in this field. The major focus has been 
on a hearing aid being too powerful and how that would be 
damaging. For an adult, one would say that a person can 
lose more hearing, that it causes headaches and that there 
is stress attached to it and so on, but one cannot help but 
think that as an adult one would simply turn it down. But 
for children there is no question that there is risk of harm. 
When a child is born with a hearing loss, language devel- 
Opment is imperative and there should be ongoing moni- 
toring with audiologists playing a major role. So there is 
certainly a risk of harm with children. 

Now I would just like to deal very quickly with some 
of the points with the specific regulations. Then we may 
even have a longer break. Again, I would just like to bot- 
tom-line it by saying that the Canadian Hearing Society 
supports the consumer groups, but on that there is the 
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protection of title. Before I go to protection of title, ] am 
saying this with the full understanding that ADP and the 
Advisory Committee for Hearing Aid Services will stay in 
place, because that is the real protection. 

On protection of title, we support the Ontario Associa- 
tion of Speech-Language Pathologists and Audiologists in 
terms of the protection of title for audiologists, speech 
pathologists and speech therapists in all settings, wherever 
they function. 

Conveyance of a diagnosis has to be clarified, and I am 
sure you have heard it with every other profession. The 
concern clearly cutting through it is that audiologists and 
hearing instrument practitioners are concerned that they 
will not be able to convey the results of their tests to their 
patients. They are the people who are trained. Doctors are 
not trained to do that. I am sorry; they are just not trained 
to do it. On top of that, it is costly and very time-consum- 
ing. It certainly would not be in the best interests of the 
consumer. 

However, in its definition of “diagnosis,” if it is really 
an assessment that the professional can communicate, then 
fine, but those professionals, those audiologists and hear- 
ing instrument practitioners, must be able to convey what 
they have found in their results to their patients. 

Prescription: This is more complicated now and it is 
because I did not really understand what you meant by 
“prescription.” If it means that the profession would sim- 
ply say, “Yes, you need a hearing aid,” which is basically a 
generic kind of assessment, then we would support that 
doctors or audiologists would be the ones to do the generic 
kind of assessment. This is for the obvious medical reason: 
to make sure that nothing else could be done for that per- 
son. The person would then be seen by an audiologist or a 
non-audiologist authorizer for a hearing aid evaluation and 
a proper hearing aid selection. 

Under that generic fitting, if that is what it means, we 
would also say that prescription should hold for the con- 
sumer so that he can go and get an extra aid, a backup. 
Many hard-of-hearing people want a backup hearing aid. 
Many people want a second hearing aid. Why should they 
have to go back through the whole system again? So we 
are saying that prescription should hold for them unless 
there has been a very significant change in their hearing 
loss, which may mean that something has gone wrong 
medically. That is if it means a generic assessment in terms 
of diagnosis. 

If the prescription means a very specific type of aid, we 
are into a different ball game. Then, as far as I am con- 
cerned, doctors are not qualified to do that. It is very com- 
plex circuitry. The field is changing all the time and with 
all the doctor’s other responsibilities, it is not fair to a 
doctor to load him with those kinds of expectations. So the 
right to prescribe should be given to audiologists and qual- 
ified non-audiologist authorizers. 

Under that system, this would be with the understand- 
ing that there would be a doctor’s medical examination. 
Under both those systems, no matter how you clarify the 
legislation, we must ensure that the consumer is pro- 
tected, that the consumer is seen by two hearing 
health care professionals, and that there be no mutual 


financial benefit to these two professionals. That is as clear 
as I can get. “ 


The Chair: We appreciate the excellent presentation 
before the committee. 
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Mr Martin: It was a good presentation and very en- 


compassing. I do not know if you know or not, but Gary 
Malkowski, our colleague, is normally on this committee. 
He is not here now because he is on the select committee 
on Ontario in Confederation. I am trying to imagine what 
he would ask you in light of this legislation and in light of 


your role out there as an advocate on behalf of the group 
he belongs to. In terms of the deaf and hard-of-hearing, 
how would this legislation impact their ability to get what. 


they need to participate fully in society? 


Mr Morrice: For the deaf person it would be an inter- 


preter. They would need an interpreter to see the doctor, to 
see the hearing instrument practitioner, to see the audiolo- 
gist, or we would ask that those professionals be fluent in 
sign language. At the Canadian Hearing Society, many of 
our audiologists are fluent in sign language so that is 


where deaf people would tend to go. The issue for a deaf. 


person would really be interpreting services. This month 
alone we turned down 400 assignments in Toronto alone of 


deaf people asking for an interpreter. That is the issue for 


deaf people. 


Mr Martin: So we could put the best legislation pos- 
sible in place, but if you did not have an interpreter for this | 


deaf person to access it, you might as well be whistling in 
the wind. Is that what you are saying? 








Mr Morrice: Yes. The issue in this legislation is re- 


ally hard-of-hearing people. That is really the focus and 


that is what I think Gary would probably be saying, that 


this is really a hard-of-hearing issue as opposed to a deaf 


issue. 


Mr Beer: I was interested in your comments about the 


assistive devices program and the advisory committee. I 
think you said at one point that however this legislation 
goes forward, it is critical that the program remain and that 
the committee remain. I just wondered if you could com- 


ment a bit on how you see that program and that commit- 


tee fitting in with the new structure that would be set up, 





the council and so on, for the speech-language pathologists 
and audiologists, because clearly I think there would be a 
need for some kind of linkage there. How could they be 


supportive of each other? 


Mr Morrice: I think ADP is, by default, governing all 


the regulations for the provision of hearing health care 


services and I think they have been doing a terrific job. In 


terms of the Advisory Committee on Hearing Aid Ser- | 
vices, it has pulled all the stakeholders together, developed | 


exams, and whether people like it or not, is forcing all 


those stakeholders to communicate. It is a complex field 


and this whole field is going to keep changing. This is not 
a static field. My goodness, something has to be there to” 
keep these people moving together. They will come out | 


with the policies and the regulations together. 
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Mr Beer: You see that council, the advisory commit- 
tee, in effect having a more direct impact on all of those 
providers than, say, the council would have, because it 
would be more limited in terms of exactly who it was 
dealing with. So the protection of the public becomes criti- 
_cal for the work of the advisory committee. 


Mr Morrice: Yes. 


The Chair: Thank you for your presentation before 
the committee. We appreciate your coming forward today 
and I know you are aware that if there is additional infor- 
mation you think would be helpful to committee members, 
you can communicate it with us in writing via the clerk. 


ONTARIO HEAD INJURY ASSOCIATION 


The Chair: I would like to call the Ontario Head In- 
jury Association. Welcome. 

Mr Roberts: Good afternoon, Madam Chairperson. 
‘My name is Bill Roberts. I am the senior manager of pol- 
icy and development with the Ontario Head Injury Associ- 
ation. The Ontario Head Injury Association is a consumer 
organization that advocates on behalf of people who have 
sustained traumatic brain injuries and the people who live 
with those effects, which includes their family members. 

The Ontario Head Injury Association therefore really 
looks at this legislation from the viewpoint of how it af- 
fects consumers. We do not set ourselves up as experts in 
the field of rehabilitation or as experts in terms of looking 
at the legalities of this new proposed legislation. However, 
our professional advisory committee was quite concerned 
when this new Regulated Health Professions Act had its 
first reading. 

The Ontario Head Injury Association, through the 
members of its professional advisory committee, has re- 
viewed the Regulated Health Professions Act. Through 
this group, we view the government of Ontario’s intent to 
broaden the protection of the public as admirable. We ap- 
plaud the proposed increase in appointment of public 
members to the advisory councils of the various profes- 
sional colleges. 

However, we are convinced that the proposed legisla- 
tion contains some serious flaws, because the objectives 
will not be achieved through this proposal as it is written. 
We maintain that protection will be narrowed if this legis- 
lation is passed as presented. 

The Health Professions Legislation Review, as you 
well know, undertook its work in 1982. In 1989 a final 
report was produced, with the purposes of the proposed 
legislation declared as to produce a better regulatory sys- 
‘tem for health professions in Ontario by giving governing 
bodies the power to regulate their professions more effec- 
tively and by making self-regulation of professions more 
accountable to the public and more open to public scrutiny, 
to provide better public protection and to respect the 
consumer’s right to choose his or her health care provider 
from an array of safe alternatives, and finally, to permit 
more efficient and cost-effective delivery of health care 
services. 

With respect to these objectives we have reviewed the 
proposed legislation and determined that there are numer- 
ous problems with the legislation. Specifically we have 


identified four major problem areas that will impact per- 
sons who live with the effects of traumatic brain injury. We 
list the problems below, then suggest potential solutions. 

The first problem is that in the attempt to produce a 
better regulatory system for health professions, this legis- 
lation inadvertently could deregulate many professionals 
who practise in non-health care settings. In sections of the 
profession-specific acts which refer to the use of restricted 
titles, there is reference to providing “health care to indi- 
viduals.” This definition, we believe, is too narrow. Con- 
sider, for example, a speech-language pathologist who 
works for a school board. Under the proposed legislation 
this professional would be deregulated because his or her 
position would not provide “health care to individuals.” 
Many similar instances can be presented for other profes- 
sionals such as psychologists working in the fields of edu- 
cation, corrections, community and social services and 
industry. 

For the individuals and families of our association, 
there are already too few trained regulated professionals in 
the health care field who demonstrate an understanding of 
the sequelae of traumatic brain injury. Encouraging the 
deregulation of professionals in these other human service 
areas would further exacerbate this situation. 

The second problem we have with the legislation is 
that by only restricting the title of “speech-language pa- 
thologist” the legislation could have unintentional conse- 
quences. “Speech therapist” is used interchangeably with 
“speech-language pathologist.” Protecting only “speech- 
language pathologist” and not “speech therapist” when the 
public uses these terms interchangeably would lead to con- 
fusion. The use by other persons of the term “speech thera- 
pist” would suggest to the public that they have the 
qualifications of a speech-language pathologist, when in 
fact they may have other qualifications. 

The third point we have problems with is that the hold- 
ing-out provisions of the various professional acts are too 
narrow in definition. Unqualified individuals may infer 
that they have qualifications which they do not possess. 
One such example is the term “psychologist,” which could 
be compromised by a title such as “counsellor in psycho- 
logical services” or some other misleading description. In 
this situation the consumer would not be able to differenti- 
ate who was in fact a qualified member of the professional 
college. The public needs to be protected from people 
using descriptive terms which lead to confusion in deter- 
mining who has received training and is a member of the 
appropriate professional college. 

The fourth area with which we have a problem is that 
although this proposed legislation attempts to protect 
consumers’ rights to select safe alternatives of health care, 
the legislation, as it is written, has unnecessarily created an 
inefficient system through the controlled acts section, para- 
graph 26(2)1. This paragraph states: “Communicating to 
the individual or his or her representative a conclusion 
identifying a disease, disorder or dysfunction as the cause 
of symptoms of the individual in circumstances in which it 
is reasonably foreseeable that the individual or his or her 
representative will rely on the conclusion.” 
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This paragraph creates the likelihood that a profes- 
sional such as a speech pathologist, speech therapist, occu- 
pational therapist or physiotherapist who carries out an 
assessment and analysis will be unable to share this infor- 
mation directly with the patient. Not only is the time delay 
assumed by waiting for a doctor or psychologist to share 
this information unacceptable, but the cost incurred 
through double billing to the health care system is unnec- 
essary. We perceive this proposed arrangement to be a new 
barrier to receiving effective and efficient health care for 
persons with traumatic brain injury. 

Our proposed solutions to the problems are as follows: 

1. We suggest that the phrase “health care to individu- 
als” be replaced with “professional services to individuals” 
in the profession-specific acts or that the reference to 
“health care” be deleted. This revised phrase would not 
exclude qualified professionals in other human service 
areas such as education and community and social services 
or industrial settings under the legislation. For the above- 
noted reasons, we believe the consumer will be better 
protected. 

2. We suggest that the title “speech therapist” as a re- 
stricted title be included in Bill 44, the Audiology and 
Speech-Language Pathology Act. 
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3. We suggest that to resolve the narrow definition of 
the holding-out provisions, the various professional acts be 
amended to read: 

“No person other than a member may take or use any 
name, title, description, variation or abbreviation in any 
other language implying or calculated to lead people to 
infer that the person is qualified or recognized by law as a 
member of the college of ’—the appropriate college. 

4. We suggest that the controlled act of diagnosis as 
written in subsection 26(2) of Bill 43 be revised to ensure 
that professionals such as speech-language pathologists, 
speech therapists, occupational therapists and physiothera- 
pists can communicate their findings directly to their 
patients. 

That is our very brief presentation. 


The Chair: We appreciate your excellent presentation. 


Mr Hope: First of all, thank you for making the pre- 
sentation. I know your organization works for a lot of 
people, because I have had the opportunity of working 
with yours quite a bit. 

When you brought forward the title issue, do you see a 
lot of problems with the current way the legislation is 
proposing? Do a lot of people say they have been misled, 
especially when you are dealing with people with severe 
brain injury who may be left out in the cold and not sure so 
they are grasping at whatever? 


Mr Roberts: Yes, I think that is probably accurate. 
Certainly people with serious cognitive problems can be 
very easily misled, and I think that, for instance, there are 
individuals sometimes who are seeking psychological ser- 
vices, particularly neuropsychological services, and are 
quite susceptible to being very easily misled by someone 
who is using a descriptor. Someone who calls himself a 
counsellor in psychological services could be quite mis- 
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leading to a person with a brain injury, and certainly to a 
family that is in a great level of distress, and that seems to 
characterize most of the families we deal with. They are 
often just looking for any kind of solution to a problem 
and it would be very easy for some person to describe 
himself or herself as having qualifications and extracting a 
fee when in fact he or she could not provide much assistance 
at all. 


Mr Hope: Dealing with your first proposal about the 
professional services to an individual instead of health 
care, could you just elaborate a little more? You had me 
confused on that, especially when we deal with the social 
worker aspect of things. 


Mr Roberts: I guess what we are trying to get at here 
is that in the very narrow definition of “health care” there 
are sO many services that are being provided to people 
with traumatic brain injury in other kinds of settings, such | 
as education. Unfortunately, some of our membership end) 
up in the Correctional Services system and so forth, and by | 
really just trying to focus on health care and trying to 
define health care, we think that could create a whole kind 
of conundrum for people trying to access service in other} 
kinds of settings. There could unwittingly then be people! 
who are providing services without proper qualifications | 
because they are not covered under this legislation. | 


Mr Hope: Your proposals reflect your clientele be- 
cause they may end up in the correctional facilities or| 
through the Ministry of Community and Social Services, | 
so you are mainly focusing on putting this wording on|{ 
your own clientele that you deal with in making sure pro-| 
tection is there for them. 


Mr Roberts: We are interested in changing the read- | 
ing of the act to delete that notion of it just being in the} 
health care services provided in the health care field. Is 
that clear? | 


Mr Beer: One issue you do not refer to here, and I} 
just want to make sure what the position of the association} 
is On it, is the point that was made previously this after-| 
noon around attendant services and the concerns that have | 
been expressed by a number that there be an exemption for| 
those services to be provided by an attendant care person. 
Can I assume that your organization would want to see 
something such as that for attendant care workers? 


Mr Roberts: Actually, that did not come up in any of| 
our discussions, so it would be unfair for me to comment| 
on that. The position I have here comes from the commit-| 
tee. Otherwise, it would just be a personal opinion, so| 
rather than comment on that, I will just— 

Mr Beer: Sure. That is fine. 


The Chair: Thank you for appearing before the com-| 
mittee today. We appreciate your presentation, and I know| 
you are aware that you can submit any additional informa-| 
tion in writing to the committee at any time during our 
deliberations. 









| 
| 


ONTARIO ASSOCIATION 
OF DISPENSING OPTICIANS 


The Chair: I would like to call next the Ontario Asso- 
ciation of Dispensing Opticians. Welcome. 
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Miss Raymond: Thank you for allowing me the op- 
‘portunity to speak with you this afternoon. My name is Pat 
‘Raymond. I am past president of the Ontario Association 
of Dispensing Opticians. Currently I am still with the asso- 
‘ciation in the capacity of vice-president and director of 
legislation. I have been working from the review stage 
‘through the current proposed act for the past four years. 

Having studied the Regulated Health Professions Act 
in great detail, the Ontario Association of Dispensing Opti- 
cians, with the consensus of the Ontario Contact Lens As- 
‘sociation and the Board of Opthalmic Dispensers, Ontario, 
would like to discuss with you the need to include a defini- 
tion of “dispensing” as it applies to subnormal vision de- 
vices, contact lenses and eyeglasses. In addition, if time 
permits, we would like to express our concern with the 
delegation of controlled acts and possibly some of the au- 
‘thorized acts, but in particular our concern is with the 
omission of a definition of “dispensing.” 

The Ontario Association of Dispensing Opticians is 
proud of the quality of eye care currently attainable in this 
province. This is due in part to the high quality of stan- 
dards placed upon the education of opticians and in part to 
the fact that within our current regulations under the 
Health Disciplines Act there exists a concise definition of 
“dispensing.” With this definition, our regulating body, the 
Board of Ophthalmic Dispensers, has been able to success- 
fully charge and prosecute non-members of this profession 
who engage in ophthalmic dispensing. 

_ We urge you to consider seriously including a definition 
of “dispensing” in the new Regulated Health Professions Act, 
1991. 

For the purpose of section 4 and subsections 26(2) and 
26(9), the Ontario Association of Dispensing Opticians, 
the Ontario Contact Lens Association and the Board of 
Opthalmic Dispensers, Ontario, agree that the following 
definition of dispensing is necessary for the administration 
and enforcement of the Regulated Health Professions Act 
‘and the accompanying Opticianry Act. 

“Dispensing means: 

“(a) interpreting a prescription for; 

“(b) evaluating or advising a person in respect of; or 

“(c) preparing, providing, verifying, adapting, fitting or 
duplicating a device for subnormal vision, a contact lens or 
eyeglasses.” 

According to the New Lexicon Webster’s Dictionary, 
there is a simple definition of “dispense,” which is to dis- 
tribute or to hand out. This application’s result would be 
that all interpretations and evaluations, measurements and 
lens designs, fittings and adaptations required prior to the 
final handing out of the appliance could be performed by 
an unregulated person. 

Many considerations and variables must be taken into 
account before a prescription can be effective. To simply 
manufacture an appliance and ensure that it meets the pa- 
rameters of the written prescription would be a disservice 
to the patient and for that matter to the prescribers. 

For example, in our definition we are requesting the 
word “interpretation.” To effectively interpret a prescrip- 
tion, an optician must consider the following aspects: 










First, the power of the lens: In many cases the optician 
must compensate the written power of a prescription to 
effectively satisfy its requirements. For example, as a lens 
is moved away from or closer to the eye, the power of the 
lens is effectively altered. The optician can calculate for 
differences in lens placement in relation to the actual re- 
fraction distance. With this information, we can deter- 
mine the power needed to effectively produce the 
power prescribed. 

To make that simple, everybody here looks like he had 
a pretty normal childhood, and I do not think there is any- 
body here who has not tried to burn an ant hole or a piece 
of tissue with a magnifying glass, or at least watched 
somebody do it. The whole idea of taking the magnifying 
glass is to collect bundles of light and bring them to a point 
focus on that piece of tissue or leaf or ant hill and try to 
Start a fire. If you can recall, if you were one of those kids 
who did it, and I am sure you are, you would bring the 
light to a point focus. There was a certain point where the 
light would become very sharp. If you held it there long 
enough, you would get a flame. If you took that magnify- 
ing glass and brought it a little closer to the object or a 
little farther away from the object, that point of focus dis- 
persed and you could stand there all day and not get a little 
bit of a flame. 
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Eyeglasses work on much the same principle. We are 
gathering bundles of light to pass through the lens to bend 
that light so that the ray will fall right at the retina. If we 
move those lenses away from or closer to the eye, we are 
effectively changing where that point of focus will be, just 
like the magnifying glass. 

An optician is trained to take that into consideration, to 
take the prescription where the doctor’s instruments have 
made it a certain distance from the eye. If the new glasses 
are going to fit farther or closer than that distance, we can 
calculate a power of lens to order different from the pre- 
scription but which effectively gives us the same power as 
it relates to the distance from the face. That is one of the 
reasons we need this interpretation and this definition put 
into our particular act. 

The frame position will also make a difference, like 
varying the distance the lens sits from the eye. Changing 
the angle at which it is placed in front of the eye, or the 
pantoscopic tilt, will also affect the power of the lens. This 
will cause an aberration in sight which is known as oblique 
or marginal astigmatism. If, to ensure a comfortable fit, we 
must change the angle of the glasses, we in effect are 
changing the effect of the prescription. Again, we must 
compensate and calculate a power that will effectively give 
us what the doctor has written on the prescription. Left 
uncompensated, both of these examples would result in 
reduced acuity, distortion, eye strain, headache, nausea, 
lack of depth perception and in some instances double 
vision. 

Another concern we have to take into account before a 
lens is even ordered is the base curve of the lens the patient 
was wearing previously. The base or the initial curve of the 
spectacle lens determines the amount of magnification that 
will be induced by the lens, separate from the prescription. 
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A single power or a single prescription is available in sev- 
eral different base curves. To just arbitrarily supply lenses 
without taking this into consideration can result in adaptive 
difficulties, such as loss of depth perception, reduced eye- 
hand co-ordination and headaches. 

In the second part of our definition, we request the 
wording “prepare and provide.” Once the prescription has 
been interpreted, measurements are taken to accurately de- 
sign and prepare an appliance. The placement of the eye, 
for example, must be measured both horizontally and ver- 
tically within the parameters of the lens opening of the 
frame. It is imperative that the optical centre of the lens— 
this is where the light ray travels at the straightest line— 
will align exactly with the point where light enters the eye. 
To deviate from this point at all, we get what is called a 
prism effect, which again can result in double vision and 
disorientation. I have included a list of some of the mea- 
surements that we do take in fitting eyeglasses and contact 
lenses. I will not read them now. 

We would also like to see “duplication” included in our 
definition. The duplication of a pair of glasses or contact 
lenses is not merely the copy of the dioptric power, that is, 
the lenses, given to us. Even if only one lens is being 
replaced on a pair of glasses, we have to take into consid- 
eration the base curve of the original lens, the optical cen- 
tre placement and the decentration so as not to induce 
uneven magnification between the two eyes, so we will not 
have one image coming bigger than the other, which again 
will cause a double vision or imbalance. This will also 
cause a prism effect. We have to watch for all of these 
things. 

In the case of contact lenses, the fitter would be terribly 
remiss not to assess the current lenses and take new mea- 
surements. Corneal changes, as well as other factors, 
would result in the necessity to redesign the lens. Not to do 
so would put the patient at risk. Even minor adjustments 
necessary to the design, left uncorrected, can result in cor- 
neal ulceration, vascularization or corneal infection. 

The final verification, that the prepared appliance 
meets all the criteria of the design ordered, that it is care- 
fully conformed and modified to satisfy the intent of the 
prescription and is fit comfortably on the patient, requires 
the expertise of a trained professional. An improper adap- 
tation or fitting of a pair of eyeglasses would undo all the 
careful steps taken by the optician to measure, design and 
prepare the appliance. A poorly adjusted frame, in addition 
to the more obvious physical discomfort, can cause visual 
anomalies due to incorrect angling, nose pad adjustment or 
slippage resulting from improperly adjusted temples. Even 
marginally incorrect fitting or adapting of a contact lens 
would result in aberrations and ulcerations leading to in- 
fections, and all leading to possible loss of sight. 

From these examples, which list only a fraction of the 
information and background knowledge necessary to com- 
petently dispense a prescription for subnormal vision de- 
vices—contact lenses or eyeglasses—you can appreciate 
that there is considerably more involved in the dispensing 
of an optical appliance than the mere handing out of the 
completed product. 
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The members of the Ontario Association of Dispensing 
Opticians do not believe it is the intent of the Ministry of 
Health to indicate that these imperative steps of dispensing 
be unregulated, and we urge you to include a definition. 
Without a defined outline of the parameters of dispensing 
as it applies to this profession, the College of Opticians of 
Ontario, currently known as the Board of Ophthalmic Dis- 
pensers, Ontario, will be unable to effectively enforce the 
regulations or prosecute non-members for the protection of 
the public. 

As this committee may already be aware, opticianry is 
a highly retail health profession, greatly influenced by 
large corporations. Within the Health Disciplines Act and 
the accompanying Opthalmic Dispensers Act, there cur- 
rently exists a definition of “dispensing.” With this defini- 
tion, both the optician and the corporation are clearly 
aware of the boundaries surrounding the regulations affect- 
ing ophthalmic dispensing. With this definition, the licens- 
ing body has been able to effectively regulate the 
profession and successfully prosecute those who illegally 
step within its bounds. 

As can be expected, a provincial court judge must rely | 
heavily upon the wording of the law and how it applies to 
the charge. Using our current definitions, the board has| 
been capable of bringing charges against those companies | 
and individuals who have practised opticianry without re- | 
spect of regulation or law. Also using this definition, the | 
board has been successful in relating the charge to the| 
definition, thus allowing the judge to fully understand the| 
infraction. Might I add also that the board has seen a 100% | 
success rate in convictions for every case brought before; 
the courts. ! 

We at the association do not believe this could be pos-| 
sible without a definition of “dispensing.” A judge, not 
knowing the intricacies of the profession, would rely heav- | 
ily upon the known definition of “dispensing”—to distrib- | 
ute or to hand out—should no other exist. Without a| 
prescribed definition, large companies, which already} 
dominate the industry, will reduce their regulated staff and} 
keep opticians to a minimum, for the sole purpose of the| 
final distribution of the product, and replace them with| 
lower-paid unregulated persons. This is already evident. It| 
is being tried in the province. That is why the Board of| 
Ophthalmic Dispensers, Ontario, spends so much time in| 
court. Without a definition, court time would be useless. | 

It is our fear that with no definition to rely upon, the 
regulating body will no longer be successful in its enforce-| 
ment of our regulations and that the calibre of care cur-! 
rently achieved will be reduced to a commodity, with little 
or no concern for visual quality. So that is our greatest 
concern at this point, that a definition be added to the act. 

If I have time, I would like to very quickly mention} 
“delegation of controlled act.” We are quite concerned} 
with the wording of section 27, which states: 

“(1) The delegation of a controlled act by a member} 
must be in accordance with the regulations under the| 
health profession act governing the member’s profession.” | 

“(2) The delegation of a controlled act to a member, 
must be in accordance with the regulations under the 
health profession act governing the member’s profession.” | 


| 
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As much as we are aware that those issues are going to 
ve covered during the regulation-making process, we feel 
|t is noteworthy now. We feel that subsection 27(1) leaves 
00 broad an opening for unqualified persons engaging in 
controlled acts. The implications of delegation to unregis- 
tered persons are already surfacing within the optical in- 
dustry. In recent years there has been an increase in 
medical practitioners refracting. With little or no practical 
optics or dispensing experience, the delegation of spectacle 
dispensing has been given to unregulated assistants. For 
the reasons specified in our request for a definition of 
“dispensing,” many of these patients are being fitted with 
zlasses with little or no emphasis placed on interpretation, 
evaluation, design or adaptation. 

I was unfortunate enough, I guess, to recently have a 
gatient referred to me by an ophthalmologist. She had been 
2xamined by a medical practitioner and a prescription was 
given to her for eyeglasses. She was in turn sent next door 
‘o the consultant to have eyeglasses made. After picking 
ip her new glasses, she experienced extreme peripheral 
jistortion, reduced field of vision, lack of depth perception 
and severe headaches. She returned to the optical dispen- 
sary and discussed her problems with the consultant, who, 
dy the way, the patient erroneously assumed was an opti- 
cian. She took for granted this was an optician. 

Not having had any training or education in physics or 
practical optics, the consultant was limited in her ability to 
‘roubleshoot the situation. She determined that the 
lenses had been made correctly to the doctor’s prescrip- 
‘ion, could find nothing wrong and sent the patient back 
‘0 the doctor. The doctor re-examined her and said: “No, 
that’s the prescription I want. That’s the prescription you 
Zot. You’ll be fine.” She went back to the consultant, who 
cold her: “Give it a little time. You have to get used to the 
aew prescription.” 

Two weeks later she was back at the dispensary. Her 
aeadaches were worse but the distortion had gone down a 
little bit. The assistant again said, “Look, the glasses are 
‘ight. That’s what the doctor ordered.” To make a long 
story short, they sent her to her family physician because 
hey told her it had to be a physical problem. By the time 
she got to a doctor, she was sure that she was dying, that 
she had a brain tumour. The doctor could find nothing 
wrong and sent her to an ophthalmologist, who could also 
‘ind nothing wrong. 

It turned out that it was simply a lack of interpretation 
‘or the prescription to the appliance. We made her new 
zlasses in the identical prescription and she is fine today, 
Dut she went through hell for almost a month and a half. 

There are two very important issues derived from that 
vase scenario. One, the unfortunate individual could have 
deen saved a great deal of physical, mental and visual 
inguish if she had been fitted by someone who was trained 
‘n the art of opticianry. Second, visits to three doctors, two 
of them more than once, and a host of lab tests were all 
dilled to the Ontario health plan, all needlessly and all at 
‘he expense of the Ontario taxpayer. 

I will be quiet now. 
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Mr Beer: If I might, a question to the parliamentary 
assistant: In the brief it is noted that the Health Disciplines 
Act and the Ophthalmic Dispensers Act contain a defini- 
tion of “dispensing.” I was wondering if it was considered 
to place that as well within section 26, and if there was a 
reason why that was not done. 


Mr Wessenger: I will ask counsel to reply to that. 


Ms Bohnen: The review was asked to place a defini- 
tion that would more or less be the same as the current 
definition in the Ophthalmic Dispensers Act into the new 
legislation, and thought it inappropriate to do so. You 
might want to explore that more fully with Mr Schwartz. 


Mr Beer: I wanted to just be clear that this had been 
put forward but the review had decided not to do that. 


Ms Bohnen: Yes. 


Mr Beer: We can go over that and go over these argu- 
ments when we have his testimony. 


_The Chair: Thank you very much for appearing be- 
fore the committee today. We appreciate you taking the 
time. If there is any additional information you think 
would be helpful to the committee, please feel free to sub- 
mit it to us in writing via the clerk. 


BOARD OF DIRECTORS OF CHIROPRACTIC 


The Chair: I would like to call now the Board of 
Directors of Chiropractic. Welcome to the standing com- 
mittee on social development. 


Dr Burge: Good afternoon, Madam Chair, members 
of the committee and guests. I would like to thank you for 
the opportunity to present the views of the Board of Direc- 
tors of Chiropractic on one of this province’s most signifi- 
cant pieces of health care legislation ever. My name is Ted 
Burge, chairman of the board. With me are Mrs Sylvia 
Pusey, a public member of the board, and Dr Stan 
Stolarski, the registrar. 

The members of the Board of Directors of Chiropractic 
are appointed by the Lieutenant Governor. The board is the 
regulatory body for the profession and has responsibilities 
in four main areas: prescribing of examinations for the 
admission of chiropractors to practise in Ontario, registra- 
tion of those meeting the criteria outlined in the Drugless 
Practitioners Act, discipline of chiropractors under the 
same act, and regulation of the profession. 

The past eight years have been an exciting and busy 
period for the board. We have been active participants 
since the beginning of the Schwartz review. At this time 
we would like to commend all those who participated in 
the process since Mr Schwartz made his initial recommen- 
dations. I would like to pay a special tribute to Mr Alan 
Burrows and Ms Linda Bohnen, who have been wonderful 
people to work with. 


Mr Owens: Let the record show applause. 


Dr Burge: The support of three governments for this 
legislation indicates its importance, and I have no doubt 
that since the hearings began you have heard many others 
make positive comments about the proposals. 

At the outset, I would like to reiterate that the Board of 
Directors of Chiropractic is supportive of this legislation. 
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We applaud its goals of public protection and freedom of 
choice in health care. However, as I am sure you have 
heard from other submissions, our profession has a con- 
cern with the legislation in its current form. We would like 
to focus on the issue that we consider to be of primary 
importance to the patients of chiropractors. 

We all understand that the Regulated Health Profes- 
sions Act should to the fullest extent possible protect the 
public from risk of harm from health care providers and 
ensure that each citizen may exercise a freedom of choice 
within a range of safe options. 

The board would like to draw to the attention of the 
committee that the proposed scope of practice contained in 
the Chiropractic Act includes the treatment of articulations 
of the spine and non-spinal articulations. The proposals 
also provide the statutory authority for diagnosis by a chi- 
ropractor of dysfunctions or disorders arising from the 
structures or functions of the spine and their effects on the 
nervous system. Our board believes this provides signifi- 
cant statutory protection for the patient with respect to 
diagnosis and treatment of the spine. 

However, there is something missing from this scope 
of practice. I refer to the statutory authorization for the 
diagnosis of articulations other than those of the spine. 
This is a specific area of chiropractic expertise, but if the 
proposals are implemented as is, it will disallow the pa- 
tients of chiropractors to be informed of a diagnosis of 
articulations other than those of the spine. 

A diagnosis, not an assessment, is demanded by many 
insurers, employers and third-party interests. The lack of 
authority for a chiropractor to diagnose these problems 
will result in added costs to the health care system and will 
restrict an individual’s freedom of choice. 

Notwithstanding chiropractic inclusion in workers’ 
compensation, OHIP, veterans’ insurance, no-fault insur- 
ance and major medical coverage by private and group 
insurers, it is still a common occurrence for employers, 
insurance companies, lawyers, and in general third-party 
stakeholders, including other health professionals, to inter- 
fere with the freedom of patients to seek chiropractic care. 

Permit me to give you some examples which apply to 
personal injury, liability and disability claims or, for that 
matter, any claim by a patient that has to go through a 
process of adjudication: 

1. Chiropractic patients are often required to obtain 
confirmation of the appropriateness of their chiropractic 
care from a physician; 

2. Legitimate claims by patients for disability compen- 
sation are often challenged by the insurer, and chiropractic 
patients are forced to validate the opinion and care of their 
health care provider through consultation with a physician; 

3. Employees are sometimes directed by their employer 
to seek other resources for health care and in some instances 
are directed to discontinue care with their chiropractor. 

Many patients are intimidated by fear of reprisal from 
their employer or the Workers’ Compensation Board, and 
in many instances are just uncertain that their claim will be 
reimbursed. Despite reassurances, many patients are con- 
fused by these demands and forfeit a freedom of choice 
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which in my view is a hallmark of the legislation we are 
addressing today. 

These patient problems centre around the lack of au- 
thority of a chiropractor to state on behalf of the patient a 
conclusion identifying the etiology of the patient’s condi- 
tion. If the authority were recognized, chiropractic patients 
would enjoy the advantages. 

1600 | 

In these circumstances, the chiropractor and the patient 
are frustrated. The patient is helpless as a wedge is driven 
between the chiropractor’s responsibility to his or her pa- 
tient and the patient’s need for treatment, and inevitably 
the patient is the victim. 

There is an appendix—although I must add that it is 
quoted just below this paragraph—attached to this brief, 
issued by the superintendent of insurance in Ontario. Al- 
though this bulletin is slightly dated, nevertheless the con- 
cerns are as current and relevant today as they were at the 
beginning of the review process. In our view, this memo 
speaks to the seriousness of this problem. 

“Because of complaints received, I believe it would be 
appropriate to review some of the features of this coverage 
and, in particular, how they relate to chiropractors.... Rea-| 
sonable and necessary chiropractic expense is covered. 
There is no requirement that such treatment be prescribed| 
by a medical doctor.... Provided the claim for chiropractic} 
expense meets the reasonable and necessary’ standard, I 
would look with disfavour upon any insurer who relies upon} 
these parts merely to frustrate the claimant who sought! 
out such treatment independent of medical consultation.” 

In practical terms, unjust demands by third party inter-| 
ests under the present system take licence to avoid pay-) 
ment of legitimate patient claims. The system takes; 
advantage of the weakness and the current statutes provide) 
no defence for a member of the public who wishes to 
exercise the freedom to choose a chiropractor for care} 
when third-party payers wish to exert their power to de-| 
mand other consultation or withhold payments. 

Our board views the absence of statutory authority to| 
protect the patient’s right to a diagnosis of these problems| 
by a chiropractor as the root cause. Should the freedom to} 
access the health provider of choice include the risk of| 
finding oneself in a helpless position to defend that| 
choice? We think not. | 

The Board of Directors of Chiropractic, the Ontario} 
Chiropractic Association and the Canadian Memorial Chi-| 
ropractic College have suggested an amendment to para- 
graph 1 of section 4 of the Chiropractic Act which will| 
provide a foundation for the eventual resolution of this| 
problem. | 

We suggest an amendment that would provide for “the 
diagnosis of non-spinal articulations.” While this amend-| 
ment is important to the profession if it is to meet the| 
expectations of patients, it is far more important to those} 
members of the public who choose chiropractic care for! 
problems not related to the spine. 

In a survey undertaken by the Board of Directors of 
Chiropractic last August, the public expressed support for 
chiropractic as a trusted health care provider. The survey) 
showed that 52% of respondents indicated that they or a| 
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jnember of their family have visited a chiropractor some 
ime in the past. I will add that over 40% of those respon- 
\lents had direct contact with a chiropractor. 

Seventy-two percent of respondents who went to a chi- 
opractor said they were satisfied and 47% said they were 
very Satisfied; 73% believe that in addition to back and 
ipinal problems, chiropractors are also appropriate for 
sroblems of the extremities, such as shoulders and knees. 

The results of the survey confirm our belief that the 
yublic must be provided with a statutory safeguard against 
he persistent impediment to their access to chiropractic 
vare and third party funding. 

Chiropractors are well educated in diagnosis and treat- 
nent of articulations of the body, with over 600 hours of 
curriculum devoted to diagnosis and treatment of articula- 
ions other than those of the spine. This is a distinctive 
ispect of chiropractic practice and is understood by the 
yublic to be an option for those who may choose it. 

If the proposals are not amended, only one profession 
yf 24 will be authorized to diagnose dysfunctions or disor- 
jers arising from the structures or functions of articula- 
ions other than those of the spine. If this be the case, the 
yublic has no choice. The board views this as a flaw in the 
yroposals. Perhaps this may be understandable if there 
vere only one profession to perform this authorized act, 
dut this is not the case. 

We believe that if the proposal remains as it now 
stands, it will simply maintain the existing barriers to citi- 
zens who choose chiropractic care, and we therefore urge 
your committee to amend paragraph 1 of section 4 to pro- 
vide for “the diagnosis of non-spinal articulations.” I shall 
de pleased to respond to any questions. 


Mr Owens: I do not have a problem in principle with 
what you are requesting. I do not quite understand, and I 
isk the parliamentary assistant to chime in and add clarifi- 
sation, why that element, the diagnosis of extremities, was 
eft out. Your profession seems to be doing it with sports 
njuries. It seems to be doing it in private practice. So why 
was it left out? 


The Chair: Mr Wessenger, you are requested to 
dlease chime in. 


Mr Wessenger: Yes, I will ask staff to indicate the 
d0sition of the review. 


Ms Bohnen: As we have talked about before, the 
‘eview’s opinion was that the scope of practice recom- 
mended for chiropractors was what was appropriate and 
2onsistent with the primary function of chiropracters. Also 
remember that this does not restrict the treatments pro- 
vided or the assessment capability provided by 
chiropracters. The only issue before the committee that is 
oeing discussed today is diagnoses of disorders and dys- 
functions of non-spinal articulations. The issue, as it is 
deing presented to you today, seems to be that chiroprac- 
‘ors currently have some difficulty in this area with inter- 
ference with patients’ rights. Of course the legislation is 
not yet enforced, so you might be interested to explore 
what is the source of the current problem even before we 
have legislation, and can legislation reasonably solve this 
problem? 
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Mr Beer: This is partly along the same lines, but I 
wanted to be clear on the current situation with respect to 
non-spinal articulations. Is there anything that prevents 
you from doing that today, other than—do I assume some 
companies do not accept the fact you do that? That was 
sort of the point of the first section, but in day-to-day 
practice, chiropracters are doing this. Is it partially ac- 
cepted? Could you maybe explain how that functions? 


Dr Burge: The issue is that chiropracters have always 
treated articulations other than those of the spine, and do to 
this day. I think the issue I am trying to emphasize today is 
that an insuring company will look to an authority to con- 
firm the patient’s disability or claim, and oft-times, it is my 
opinion and I think it is the experience of the profession, 
there is a way to work with this thing that allows the 
companies, in some cases, to avoid payment of claims. We 
are talking, in some situations, of where it really prejudices 
the patient’s physician. 

If someone has been off work for three or four weeks, 
anticipating a certificate of disability from a chiropractor, 
and then the insuring company does not accept it because 
it says, “Where is your authority to make that statement?” 
I am suggesting that if that is the problem, this legislation 
should address it. It should give the authority where the 
patient needs it and the authority is not in the patient’s 
physician’s office when the patient has been in the 
chiropractor’s office for three or four weeks being treated. 
The authority should be with the individual dealing with 
the patient. 


Mr Beer: Under the legislation as it exists today and 
regulations, is it that this is not clear, or is there a specific 
clause that says you cannot do this or you should not? 


Dr Burge: No. I stand to be corrected, but I am not 
aware of any specific prohibition against the chiropractor 
making that authority. But I am equally not aware of a 
clear-cut authority defined in the Drugless Practitioners 
Act that says you can. 


Mr Beer: As was said by counsel, as presently 
worded it would not prevent you from doing non-spinal 
articulations but it would prevent you from diagnosing? 


Dr Burge: Absolutely. 


Mr Jackson: I appreciate this brief, which is one of 
several we have received from chiropractic. In this one 
you talk about third-party interference, which is a very 
polite way of referring to the compromising effect of this 
legislative initiative for patients in a variety of circum- 
stances. This is the one that concerns me the most, be- 
Cause, aS counsel has made clear, we are dealing with a 
very narrow range of factors in developing this legislation. 
We are not really looking at the consequences of the rela- 
tionship between the patient and some patients’ rights is- 
sues or access issues. I understand that, but we are clearly 
going to be causing these kinds of activities to occur as a 
result of this legislation. 

We have received persistent and consistent deputation 
to the effect that this would seriously affect the help that 
people are seeking and obtaining very successfully from 
chiropractors. Do you have any further information with re- 
spect to the WCB, or the recent changes in auto insurance 
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from the previous government, or any cases of complaints 
that illustrate more clearly the concerns you have raised 
under the referenced third-party interference? I am familiar 
as a patient. It happened to me. My physician would not 
recommend it. I went to the chiro on my own and I re- 
ceived my treatment. Are you receiving— 

Interjection. 

Mr Jackson: It is a well-known case, former Madam 
Minister. It is the case of my wrist, since you wanted to 
hear all about it. 

1610 

Dr Burge: I think I heard about that. 

The Chair: I think it is all on the record, Mr Jackson. 
We can dispense with more description. I was just being 
rather cute. 

Mr Jackson: I appreciate your raising the specifics of 
my wrist, but back to the point. 

Interjection. 

The Chair: Order. I will ensure that the time is added. 

Mr Jackson: I have stated my question. Are there any 
other specific cases that have come to your attention? You 
are being a little polite here. 

Dr Burge: I understand that. You must understand 
that the mandate we are representing is that of the public 
interest, but our board does not specifically deal with com- 
plaints about the Workers’ Compensation Board. I would 
think, in response to your question, that the best answer I 
would give you is that I think we should probably sit down 
along with the association, which does have direct dealings 
with the Workers’ Compensation Board and is more fa- 
miliar with its function as an organization than our 
board is. We would be happy to make a submission 
that would give you further documentation on this if you 
wish, Mr Jackson. 

Mr Jackson: Would you get that before the 16th, 
when we are meeting with various ministries in our oppor- 
tunity to raise specific questions about the impact on WCB 
protocol? It would be helpful to us. 

Dr Burge: I would be more than happy to see that is 
provided. 


Mr Hope: This is around the same thing Mr Jackson 
had, other than that I did not hurt my wrist. I would like to 
look at the issue of the third party that you are talking 
about. A lot of the insurance companies are setting up, for 
instance, with the Workers’ Compensation Board. I do not 
want to throw partisan stuff into this, but the board has its 
own doctors and still will not give you the right, even 
though we give you the right here. You still do not have 
that entitlement because there is still another body over 
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here that has to approve of it. Even though we do considej 
what you are proposing today, it is still not going to allow 
you the access to the third party issue of insurance. | 

Dr Burge: I think we have to look at this whole pro} 
cess we have been through from HPLR to the present and 
understand that there is a whole change in the system. ] 
think this legislation provides a foundation for everything 
that is going to happen from here on. Even to the point, | 
have been given to understand, that amendments anq 
opening of other pieces of legislation with respect to health 
care are being more or less, if I can use the terminology} 
put on hold until this is in place. Once it is established that 
the scope of practice of a chiropractor is that, then as othes 
acts are opened or as other pieces of legislation are dealt 
with, I would assume a lot of it would be predicated or 
what has been the established fact in terms of what a de- 
fined scope of practice for a profession is. In that sense, ]| 
think this is a stepping stone. I would not mean to suggest 
that this one approach is going to settle 100% of the prob-| 
lems, but it is certainly a foundation stone to settle on. It is| 
part of the process. 


Mr Hope: That is what I was going to say. It is just 4 
foundation to maybe open up other avenues, because as wel 
refer to workers’ compensation and no-fault auto insur- 
ance, you still have another mechanism that you have to gq} 
through. 


Dr Burge: I understand. 


Mr Hope: Even though we can approve it here, it still 
will not help. 


Dr Burge: I am suggesting I think it would be a very 
big help to us. | 


The Chair: Thank you very much for your presenta- 
tion. The committee will look forward to receiving the 
documentation that you have said you can provide for us. 
You can do so just by submitting it to the clerk in writing, 
We will look forward to that. Similarly, if there is any 
additional information that you think would be helpful, we 
would appreciate receiving that as well over the course 0 
our deliberations. 


Dr Burge: Madam Chair, if I may, I have a letter 
signed by the Board of Directors of Chiropractic, the Ca- 
nadian Chiropractic Association and the Canadian Memo- 
rial Chiropractic College proposing these amendments that 
I mentioned in the brief today. I would like to present that 
to the clerk. 


The Chair: That is fine. If you will submit that, it will 
become part of the public record. The committee appreci- 
ates your advice as well as your submission today. | 


The committee adjourned at 1614. 
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LEGISLATIVE ASSEMBLY OF ONTARIO 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


Wednesday 28 August 1991 


The committee met at 1002 in committee room 2. 


REGULATED HEALTH PROFESSIONS ACT, 1991, 
AND COMPANION LEGISLATION 
LOI DE 1991 SUR LES PROFESSIONS 
DE LA SANTE REGLEMENTEES 
ET LES PROJETS DE LOI QUI LACCOMPAGNENT 


Resuming consideration of Bill 43, the Regulated 
Health Professions Act, 1991, and its companion legisla- 
tion, Bills 44-64. 

Reprise de 1’étude du projet de loi 43, Loi sur les pro- 
fessions de la santé réglementées et les projets de loi, 44 
a 64, qui l’accompagnent. 


ASSOCIATION OF SOCIAL WORK DIRECTORS 
OF THE HOSPITAL COUNCIL 
OF METROPOLITAN TORONTO 
The Chair: I want to welcome everyone this morning. 
I am going to call first the Association of Social Work 
Directors of the Hospital Council of Metropolitan Toronto. 


Mr McNeill: Thank you very much. We represent the 
Association of Social Work Directors of the Hospital Council 
of Metropolitan Toronto. Many of you may know that the 
council represents 50 member hospitals that comprise a 
number of different types of hospitals including acute and 
chronic care facilities, rehabilitation hospitals, mental 
health facilities, convalescent hospitals and so forth. 

My name is Ted McNeill. I am the director of social 
work at the Hospital for Sick Children and am here in my 
capacity as chair of the association. 

With me this morning are Susan Roher, director of 
social work at Scarborough Grace Hospital; Jane Adams, 
director of social work at York-Finch General Hospital, 
and Beverly Abosh, social worker in chief at the Clarke 
{Institute of Psychiatry. There is a brief bit of information 
ibout each of us appended to the presentation. 

First of all, we want to thank the committee for this 
ypportunity to present our views. We have been looking 
‘orward to this and wanted also to make ourselves avail- 
ible to speak with you about the issues that are of concern 
o us. We also want to commend the government of On- 
ario, both present and past, including former ministers of 
iealth and other key members of the ministry, Linda 
3ohnen, Alan Burrows and others who have contributed so 
nuch to this legislation. 

As an association, we are very pleased to say we are in 
support of the legislation. We are particularly supportive of 
jhe underlying principles, the intent of the legislation to 
yrotect the public and to offer the consumers within the 
rovince a greater choice in health care services. However, 
ve also have some concerns about the way the legislation 
}s currently drafted. As all of you know, social work is not 
ncluded as one of the professions regulated in the act and 
vill become, when the legislation is enacted, one of the 



























largest, probably the largest, group of professionals within 
hospitals that is not regulated. We think this is a serious 
omission that needs to be addressed. 

While social work is not included in the legislation, we 
feel the legislation as it is written will have a serious impact 
on the practice of social work not only in hospitals but in 
other related settings across the province. We agree with the 
position of the Ontario Association of Professional Social 
Workers and legal counsel that suggests this legislation 
will have a chilling effect on the practice of social work in 
the province. This has to do with the kind of practice we 
are involved in. As soon as you begin to include mental 
health within the scope of health care services, you are into 
what social workers provide, and that is why so many 
settings other than hospitals may well be affected by the 
legislation as well. 

We do recognize it is not the intent of the government 
to curtail the practice of social work or to make illegal our 
practice in any way and we are encouraged by the reassur- 
ances that we have had about that. However, we feel we 
need to speak to the legislation as it is currently written 
because that is how we feel a judge would be asked to 
interpret the legislation in a court of law. 

What I would like to do this morning is speak very 
briefly to the role of social work in hospitals, cite a clinical 
example to demonstrate this and then outline four areas of 
concerns we have with respect to the legislation. 

I will refer now to page 2 of the document you have in 
front of you, under the heading “Role of Social Work in 
Health Care,” paragraph 2. If there is anything we would 
like to leave you with regarding the practice of social work 
in hospitals, it is the notion that central to the role of 
providing social work services in hospitals is the assessment 
or diagnosis of the patient’s relative level of functioning. 
Inherent in this is identifying dysfunctional behaviour and 
the causes or contributing factors that maintain it. While 
social workers diagnose dysfunctional attitudes or 
behaviours or relationships, etc, our therapeutic approach 
is usually to identify strengths and resources and attempt to 
build on these. However, it is impossible to provide these 
services without being able to openly communicate our 
findings with the patient and family. It is this process we 
believe to be at serious risk under the current wording of the 
legislation. On page 3 we have identified three examples. I 
will speak only to the first one. 

In paediatric hospitals, such as the Hospital for Sick 
Children where I am employed, family members often have a 
very difficult time coming to terms with their child’s diag- 
nosis, particularly if it is a life-threatening illness such as 
cancer or leukaemia. Consequently, they can have a great 
deal of difficulty responding to their children in the way 
the child needs, in a supportive and empathic manner. This 
may be due to many different kinds of causes. The parents’ 
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previous experiences in their own families of origin as well 
as other personal and interpersonal dynamics may manifest 
themselves as obstacles to dealing with the strong feelings of 
fear, anxiety and loss and so forth that get triggered in people 
in these kinds of situations. Unfortunately, this can be very 
dysfunctional. Children with life-threatening diagnoses 
need to be able to talk about their illnesses. They need to 
be able to talk about their worries and their concerns when 
they are ready to do that. Otherwise they can feel alone, 
isolated and become depressed, which becomes then a 
very serious complicating factor and a reason for concern 
in and of itself. 

Under Bill 43, we believe the social worker on a team 
could no longer identify the underlying causes of this dys- 
functional behaviour in the family and assist the child and 
family to adjust to their situation. This example, as well as 
the others cited below, supports our greatest concern with 
the legislation as it is currently written. 
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I turn now to page 4. I would like to speak to the con- 
cerns. Of greatest concern is paragraph 26(2)1. I probably do 
not need to read this paragraph. I am sure you have been 
hearing about it from some of the other groups as well. We 
appreciate the difficulties here. From our perspective, we 
want to emphasize, however, that in health care settings an 
important aspect of the role of the social worker is to 
address the mental, emotional and social health of the pa- 
tient and family. Communicating a diagnostic formulation 
or conclusion is essential to providing social work services. 
While social workers are not qualified to diagnose physical 
disease—drug and alcohol addictions may require further 
sorting out—they are routinely called on to assess and 
diagnose disorders and dysfunctions. 

Currently, there is no distinction within the act between 
various social, emotional, behavioural and physical orders 
and so forth. We feel this leaves the act open to being 
interpreted too broadly. We feel key terms require defini- 
tion. Because of the legal jeopardy this clause places on 
social workers, we therefore recommend that (a) diagnosis 
remain as a controlled act but key terms such as “commu- 
nicated,” “conclusion,” “diseases,” “disorders,” “dysfunc- 
tion” and so forth be clearly defined and placed in a 
context that would remove the risk of prosecution for so- 
cial workers in carrying out their normal practice or that 
(b) diagnosis be removed as a controlled act if key terms 
cannot be adequately defined, so as to remove the risk of 
placing professions such as social work at risk. 

A second area of concern has to do with the harm 
clause and our concern that it may be reintroduced. While 
we respect that there is a potential value in a harm clause 
which might catch any situations not accounted for under 
section 26 regarding controlled acts, we are not optimistic 
that a workable rewording can be found. Our recommen- 
dation therefore is that since it appears it would not 
achieve its purpose of protecting the public and would 
have a detrimental effect on social work practice, we feel 
the harm clause should remain out of the legislation. 

These are our two main concerns about the legislation. 
Our last concern that we wanted to identify here has to do 
with the use of the title “doctor,” which we believe is 
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inconsistent and unfair as it is currently set forth. In our 
society, we place value on continuous learning and devel- 
opment. This is recognized in a number of ways, signifi- 
cantly through the use of the title “doctor” upon achieving 
the highest degree in one’s profession. As written, the act 
is at least unfair and perhaps discriminatory to all profes- 
sions and disciplines where the highest degree is a PhD. 

This section of the act also seems inconsistent with the 
desire to recognize the expertise of a broad range of health 
care providers. While we acknowledge that there are many 
types of doctors within the health care system, we believe 
the onus should be placed on the practitioner to identify 
clearly the professional discipline within which one prac- 
tises and not to misrepresent oneself. Our recommendation 
is that no restriction should be placed on the use of the title 
“doctor.” Practitioners should inform consumers about 
their professional discipline and must not in any way mis- 
represent themselves. Penalties should be enacted regarding 
this latter scenario. 

Finally, regarding the complaints procedure, we are 
aware, from our clinical practice with patients and families, 
that some members of the public may need assistance in 
bringing a complaint about professional practice to a col- 
lege. The complaints procedure is inherently adversarial. 
Some availability of support and advocacy for those who 
need it would be beneficial. We are recommending that 
human and financial resources be made available to pro- 
vide assistance to those who may require help in lodging a 
complaint to a college. 

In conclusion, while we support most aspects of this leg- 
islation, we are concerned about the areas we have identified 
this morning. It is our strong belief that the public will not be 
served if its range of choice is curtailed by making social 
work practice all but illegal under the act. Legislation regard- 
ing social work practice in Ontario is needed. Our recom- 
mendation is that the standing committee on social 
development recommend to the Legislature that a social work 
act be enacted for the self-regulation of the social work pro- 
fession in Ontario and that such legislation be made compati- 
ble with the Regulated Health Professions Act. 

What I neglected to say—and I apologize to my col- 
leagues—is that I was making a presentation in my capacity 
as chair of the association, but we are all here to respond to 
questions and engage in discussion. 


Ms Haeck: Thank you very much for your very artic- 
ulate presentation. It does, as you are probably well aware, 
echo the concerns of other social work groups we have had 
before us. I am going to ask a question that has been posed! 
before us—not to social work groups, to other groups— 
which relates to the fact that as part of your practice, nor- 
mally the patient has been seen first by a medical doctor, 
especially in a hospital setting. The patient is not going to: 
come to you directly, am I correct? | 

Ms Adams: Not necessarily. There will be situations, 
possibly in an emergency department, for example, where 
it may be the social worker who sees the patient first; or 
even situations where the patient may not be the identified 
patient in the hospital, but the spouse of the patient; or, as) 
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Ted described earlier, it may be a child who is actually the 
patient, but maybe the parents who are seen as well. 


Ms Haeck: In the process of coming to grips with the 
diagnosis clause and with the communication aspect of it, 
the initial medical diagnosis, the cause of the particular 
disease—a broken leg or something else—has been dealt 
with. But then come the recognition that there may be 
other family problems that obviously contribute to this 
person’s total problem, which may not be the broken leg. 
There may be some reason why this person is ill—which is 
where you come into play. That is usually done more on a 
referral basis. Right? Wrong? 


Mr McNeill: Often it is done on a referral. It depends 
on the setting. Some hospitals require that an order be in 
the chart for social work involvement. Others do not. A 
case may be done by the social worker on the particular 

‘team that he or she is assigned to. 


Ms Haeck: I am not sure I feel that it is clarified for 
myself. 

Mrs McLeod: I have a dealing with your concern with 
the diagnosis clause which, as has been said, we hear quite 
regularly on the committee. There was a clause recom- 
mended by the Schwartz task force, which you may be 
aware of, that was an assessment clause that would have 
applied to both regulated and unregulated professions, and 
‘would have allowed for the assessment and communica- 
tion of findings. That clause was not contained in the legis- 
lation, because I think that legally the diagnosis clause was 
‘seen to override it. 

You have suggested the diagnosis clause be defined more 
completely, or dropped altogether. One recommendation 
the committee has heard is that the diagnosis clause read 
simply “diagnosis,” and the assessment clause be reintro- 
duced—not as a controlled act, but that the controlled act 
of diagnosis not be defined and that the courts could in fact 
define that. I am not sure if that is something that your 
profession has looked at as a possible route, and what your 
comments would be on that. 


Mr McNeill: I think we would still need to have clari- 
fication of the definition of diagnosis. In our language, in the 
tradition of our practice, we would talk about social work 
diagnoses. We see that as a process we engage in, where we 
are identifying contributing factors to whatever the mental 
health concern or social concern may be at that time. Based 
on that we would be deciding what kind of intervention 
) would be appropriate and talking about that with the patient. 
| We respect that this is a very difficult situation and do 
\not have a ready answer to it. The term “diagnosis” is one 
that has been used so broadly across the board. I do not 
‘know whether you are suggesting that maybe you restrict it 
}to physical disease. Even in that case, it could present 
jother difficulties. The split between mind and body and 
what is physical and what is emotional is not clear-cut. I 
mean, it is not just black and white. That is where some of 
the difficulties come in. 


Mr Owens: I think you hit the nail on the head with 


































One of the other ideas that has been put forth to the commit- 
jee is that we either remove totally the word “dysfunction,” 
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or exempt groups like social workers through regulation, 
as “dysfunction” seems to be a term that is germane to 
your profession. Do you have any comments about that? 

Ms Abosh: The terminology is confusing. “Dysfunc- 
tion” and “disorder” are terms that we do use. I represent 
some of the workers in mental health, and it is particularly 
difficult to sort out if depression is a biological disease or 
whether it is an emotional disease, and whether it is a 
dysfunction or a disorder or a diagnosis. It is tough, and 
this is our concern. We do this readily. To answer one of the 
questions that somebody posed before, frequently social 
workers are the first people to see a patient, particularly in 
a community mental health setting. 
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Mr J. Wilson: Just a very quick question on the com- 
plaints procedure. You recommend financial assistance for 
complainants. It is my understanding, as I read the bill, 
that really just a letter to the registrar is required to begin 
the complaints procedure. At what point do you figure 
complainants would need financial assistance? 


Mr McNeill: It can be a complicated process once they 
get into it. If there was some kind of resource available which 
a person could access if he needed it—and that person might 
have to provide some kind of assessment as to the extent 
of the support required and how much it would phase 
throughout that process. From our work, we know that 
even what might seem a simple referral to a welfare office 
for community resources is not always straightforward be- 
cause of the other complicating factors that the patient may 
present. It is based on some of those kinds of experiences 
that we feel that some groups in society—maybe those that 
most need support—may not have it. 


The Chair: Thank you very much for your presenta- 
tion. We appreciate your coming before the standing com- 
mittee this morning. I hope you realize, and I say to 
everyone here this morning, if there is additional informa- 
tion that you think would be helpful to the committee dur- 
ing our deliberations, please communicate with us in 
writing via our clerk. 


COLLEGE OF PHYSICIANS AND SURGEONS 
OF ONTARIO 
The Chair: I would like to call the College of Physi- 
cians and Surgeons of Ontario. 


Dr Morrison: Thank you, Madam Chair and commit- 
tee members. I am George Morrison, president of the College 
of Physicians and Surgeons of Ontario. I have with me 
Michael Dixon, the registrar of the college; Jenny Coco, a 
public member of the council and a member of the execu- 
tive committee, and Rachel Edney, the vice-president. 

The College of Physicians and Surgeons of Ontario 
believes the Regulated Health Professions Act will usher 
in an era of vastly increased co-operation among health 
professions. We are committed to making this new system 
work and we will extend our help to any new profession 
that wishes to work with us in developing its own system 
of regulation. In short, we believe all of the regulated pro- 
fessions will be able to forge an effective partnership under 
this legislation which will benefit the public. 


S-708 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


28 AUGUST 1991 








Today we would like to focus our presentation on sub- 
stantive issues of policy and procedure raised by this legis- 
lation. For reference, we have circulated briefing papers 
and appendices to you. In order to leave time for ques- 
tions, I will be only highlighting, rather than reading, this 
whole submission. 

In protecting the public interest, our most important 
criticism of the legislation is the fact that it deregulates much 
of our health care system. As you know from the airline 
industry in the United States, deregulation is not always 
conducive to public protection. Many more professions 
come under the umbrella of regulation, but the umbrella 
will not offer much protection. That worries us, because 
people do not and cannot make health care choices in the 
same way they make other choices as consumers. When 
we are worried about our health, or that of a loved one, we 
do not operate as rationally as we do when we buy a car. 
The reason for regulation in health care is that we want the 
range of choices available to be safe and potentially effective. 

That will not be the case under the proposed legislation. 
Reducing the definition of medicine and many other profes- 
sions to a few specific acts will give untrained, unqualified 
people a roadmap to follow in treating patients without 
fear of reprisal. The harm provision was included in the 
initial legislation to deal with that problem. 

The need for a harm provision is supported by an opinion 
from the Attorney General’s office. That opinion is quoted 
in the background section of briefing note 1 that we have 
given you. In part it states that section 27.04, which is the 
harm clause, “is a vital component of the licensed acts 
scheme.” Without that provision to plug the gaps in the 
controlled acts there will be no way to prevent scenarios 
such as herbalists wrapping babies in cabbage leaves and 
prescribing starvation diets, because the herbalist will be 
able to claim that no controlled act was transgressed. 

We realize that one of the key goals of this legislation 
is greater choice and we support that goal. But we do not 
believe that any public interest group or member of the 
public would advocate that the health care choices freely 
available should include unqualified, untrained people. 

We have developed a revised harm provision for your 
consideration, which you will find in briefing note 1. This 
revised wording tries to address the concerns of unregu- 
lated practitioners by excluding emotional, social and spir- 
itual counselling. 

A related issue is the need for public education. Briefing 
note 2 outlines our suggestions in that area: a public health 
care data bank, provisions to prevent people from displaying 
fraudulent degrees, and a truth-in-advertising requirement 
for all those offering health care. In addition, we believe 
people have a right to know whether or not a practitioner is 
a member of a regulated profession before they accept 
advice from that person about their health. Briefing note 2 
provides legislative wording for a disclosure provision. 

We applaud the commitment to quality management in 
health care that is included in this legislation. This will 
focus regulatory efforts where they should be—on contin- 
uous improvement of the professions. However, we will 
always be faced with some professionals who pose serious 
risks to the public. 


Our college has no effective way to assess a doctor we 
believe may be incompetent, unless that doctor has com- 
mitted a serious enough error to be disciplined. Our only 
other option is to conduct an investigation under section 64 
of the Health Disciplines Act, but this only allows us to 
review records and charts—and doctors may not reveal 
their incompetence in their records. Our concerns are 
spelled out in the first few paragraphs of briefing note 3. 

What is needed is a new system whereby a practitioner 
who may be incompetent can be required to go through an 
evaluation of his or her competence. If deficiencies in 
skills or knowledge are found, that practitioner can also be 
required to accept a period of retraining and evaluation. In 
briefing note 3, we expand on this issue and in appendix 2 
we propose legislative wording for a continuing compe- 
tence system. This is fairly complex and we can see that it 
may not be possible to introduce it at this point. It may be 
an issue that should go to the advisory council envisioned | 
by the legislation, in order that a full and frank discussion 
could be held about an issue which we think is relevant to 
the ability of all colleges to protect the public. 

In January our college commissioned an independent 
task force to examine the issue of sexual abuse of patients 
by doctors. The college received its preliminary report on 
May 27. The task force will be presenting its final report 
this fall. We are not in a position to recommend legislative 
changes to you today as our council has not seen the final 
report, nor had a chance to discuss the final recommenda- 
tions. As you know, the task force members will make the 
next presentation to the committee regarding their recom- 
mendations, the feedback they have received and the legis- 
lative implications in their suggestions for reform. 

1030 | 

Maintaining self-regulation is an important profes-| 
sional concern. The announcement in April that public! 
membership on college councils would be increased to just | 
under half comes at a time when our college is doing more 
to reach out and involve the public in self-government than 
it ever has before. We have opened our council meetings 
and discipline hearings to the public. We have reviewed 
the complaints process with the direct involvement of public 
interest groups. We have established an advisory committee 
on multicultural issues. We have been pioneers in the area of 
peer review and have now established a program to assess 
a doctor’s competence and identify areas of deficiency. We 
took the unprecedented action of establishing an independent 
task force to gain insight into how we could improve our 
efforts in the area of sexual abuse by physicians, and we 
have already created a committee on quality management 
at the college. 

Our polling of the profession clearly indicates that doc- 
tors feel that the principle of self-regulation will be eroded 
with a council made up of almost half public members. 
Alan Schwartz felt very strongly about this. We have pro- 
vided one quotation from the Health Professions Legisla- 
tion Review. Elsewhere in the review, he also stated: 

“The majority of health professionals and their organi-| 
zations must be relatively satisfied with the system. They, 
should not believe that their legitimate interests have been) 
ignored. The system should not discourage professionals 
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from co-operating with their colleges, because regulation 
based on coercion is in the long run likely to be ineffective 
and expensive.” 

| If doctors no longer feel that they as a group are self- 
regulating, if they feel the government is accountable for 
medical regulation, then we believe they will also be far 
less willing to get involved in helping us protect the public 
through the college’s programs. 

There is no question that we are in favour of increasing 
public representation on our council, and we support a 
ratio of 60% physicians and 40% public members, but we 
do not believe that a council made up of almost equal 
numbers of doctors and lay people can truly claim to be a 
self-governing body. 

We have already heard the view expressed by the 
Council of Ontario Faculties of Medicine that reducing the 
number of academic appointees on our council would not 
serve the public or profession well. We would lose the 
academic input on a number of committees, and I think the 
most important area is the task force on sexual abuse and 
the recommendations arising from that. We urge the com- 
/mittee to retain the current level of representation, one 
appointee from each faculty of medicine in Ontario. 

We would also like to express our concern with the 
amendment which would sunset appointments to council 
after two three-year terms. We believe two four-year terms 
or three three-year terms would be more reasonable. 

Madam Chair, let me reiterate that the college supports 
the thrust of this new legislation and believes that bringing 
a greater number of professions under the umbrella of self- 
regulation will give a greater sense of community to the 
providers of health care in Ontario and a greater level of 
involvement in health care for the public. We believe that 
the suggestions we have made today will address signifi- 
cant problems with the draft legislation that you have be- 
fore you. 


The Chair: Thank you for your presentation, an ex- 
cellent presentation, I think all members will agree. 


Mr Beer: Thank you very much for your presentation 
and for all of the other background material which we will 
be able to look at. I think one of the important questions 
we would want to raise with you concerns the functioning 
of the council, and particularly the participation of profes- 
sionals and the public. You have suggested in your brief 
that perhaps the ratio of physicians and public members 
would be 60 to 40, and I wonder if I might ask the public 
member representative on your council to elaborate a bit 
on how you have come to see that balance in terms of the 
council being a truly self-regulating, self-governing body, 
‘and if you believe that there is a need to make further 
changes. Is there something between—I guess a third was 
the original proposal—between that and 48% or 49%, the 
40% sounds like it has come down the middle. From the 
public’s perspective, could you set out how you feel that 
would continue to ensure public input and yet be a better 
self-regulating body? 

Ms Coco: I think we have to remember that there has 
to be a partnership develop between the physician mem- 
bers of council and the public members of council. To date 





STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


S-709 





we have not had the problem of voicing our own concerns 
to the council members, both medical and non-medical, 
and we have always had an effective voice on council; but 
to work effectively, I think we have to have the partner- 
ship. If ownership is important to the medical profession, 
then I think the compromise of partnership would make it 
more effective for the public representatives. 


Mr Beer: What would we be talking about then, just 
for the record, in terms of the numbers who would be on 
council, and how many of those would be public members? 


Ms Coco: Presently we are proposing 40%, which I 
believe is in appendix 4. With that ratio, we are proposing 
the number of elected doctors be 16, the number of aca- 
demic appointees 5S and the number of public 12. 


Mr Beer: You note in the specific proposal that the 
legislation would perhaps use permissive wording, so that, 
“the minister may appoint up to 15 lay members,” and I take 
it that would be to provide flexibility from your point of view. 


Ms Coco: Yes. 


Mr Owens: Dr Morrison, regarding your presentation 
on the quality of medical care, you make a statement about 
wanting to protect the public against “cabbage leaf wrap- 
pers,” and then in your comments you also make a com- 
ment that you have very limited means of assessing your 
own physicians. I am wondering if you can tell me, within 
the last 10 years, how many members of your own profes- 
sion have actually faced disciplinary proceedings for 
breach of practice, versus the number of the cabbage leaf 
wrappers of the non-traditional practitioners of medicine 
who have been prosecuted or in some way disciplined? 


Dr Morrison: I am going to ask the registrar for that. 


Dr Dixon: In terms of members of the profession who 
have gone to discipline on various charges, we are averaging 
approximately 80 hearings a year. It has increased in the last 
few years and currently we have quite a substantial backlog 
that we are working on. In terms of prosecution for what is 
generically known as the illegal practice of medicine, be 
they unrecognized, untrained practitioners or in some rare 
cases people who are registered in other professions, this 
has averaged one or two cases a year over the last decade. 
That information had been summarized and had been pro- 
vided to Mr Schwartz during the course of his review. 
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Mr J. Wilson: Thank you very much for your inter- 
esting presentation. Just to pick up on what Mr Beer was 
alluding to concerning the number of lay appointees to 
council, I can understand your concerns that increasing the 
number of lay appointees to just under 50% may erode the 
principle of self-regulation. Do you not think that in the long 
run, with people entering the medical schools knowing that 
this is the case in the profession, it may lead to greater 
public confidence in the profession? 

] just think that in the bad press surrounding the sexual 
task force, and certainly among constituents, you had peo- 
ple questioning the medical profession. I think people gen- 
erally, probably our constituents, the average person on the 
street like the fact that they will have more say in the 
regulation and the running of the college, for instance. Do 


S-710 


you want to comment on that? Certainly the thought is out 
there that in the long run this may be good for society. 


Dr Morrison: I guess I come from a sense of respon- 
sibility as a professional, both to my patient and to my 
profession. We do have a responsibility to insist that all of 
us measure up to an acceptable standard of care and con- 
cern. I think that is what self-discipline is about. I must 
admit that there used to be an argument that only doctors 
knew how to deal with it, but there is an increasing sophis- 
tication in society that the public does have a role to play 
in this, and I strongly embrace that concept as well. 

I still think that we as a profession have performed 
well in this society. I think the leadership given by my 
predecessors on the executive in the last few years has 
been particularly proactive. I think the benefits of a self- 
disciplining profession, not just medicine but all the others, 
should also be looked at. I think there are benefits to the 
government in terms of arm’s length. I think there are 
benefits to the public if it has confidence in the fact that 
the professions are self-disciplining. 

You may say that confidence has been shaken a bit. I 
think you could argue that we ourselves were the ones who 
identified the need to explore the sexual abuse problem 
and it reflects, to our credit, that we did face a very diffi- 
cult issue. On balance, I think a sense of self-pride as a 
professional is important. The public should be happy that 
we have professionals like that. I think that all three par- 
ties—government, public and profession—benefit from 
the concept of self-regulation as it exists. 

Mr J. Wilson: Thank you, I appreciate your comments 
on that. You mention in the brief that the minister has 
increased powers, and I can tell you that I think the com- 
mittee, as we are relatively new to this sort of thing, to be 
truthful about it, and we are lay people, elected representa- 
tives, may not hawe a sense of what the powers of the 
minister were and are. Do you want to comment on that? I 
think your contention is that there is greater public protec- 
tion because one of the factors is that the minister has 
increased powers in this new act? 


Dr Morrison: I wonder, Michael, if you might give a 
cleaner answer to that. 


Dr Dixon: Well, very briefly; I can see the Chair staring 
me in the eye. 


Mr J. Wilson: She does that all day. 


Dr Dixon: Under the existing act, the Minister of 
Health has the authority to request the councils to do various 
things. In particular, the minister has the responsibility to 
request the council to make a regulation. If the council 
refuses to make the regulation within a period of 60 days, 
the minister has the authority to make the regulation her- 
self. Under the new legislation, that time period of 60 days 
is removed and the minister has the authority to require the 
council to make a regulation and in fact do anything else 
that the minister, in his or her discretion, feels is indicated 
in the public interest. 

So in fact in the new proposal there is much greater 
direct authority. Under the current legislation, I do not 
think any council was under the illusion that it was an 
autonomous body and free to take on any activity or deny 
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any activity that it felt appropriate. The councils now simply 
have more direct accountability, and also the minister has 
more direct authority over the councils. 


Mr Johnson: With regard to the per diems paid to the 
members on the council, are they uniform? If they are not, 
I was wondering if you could give me some range as to 
what the per diems are. 


Dr Morrison: The public members are paid by the 
government and the council members, who are professionals, 
are paid separately. That varies within each of the colleges. 
I know that the dentists, because their office expenses are 
considerably higher than ours, pay their members more to 
serve than we are paid. Our per diem is in the area of $600 
and the public members are I think in the area of $125. 

I think it is a very difficult issue as to how government 
should pay for these services. Many of the people who are 
participating are there I am sure because of a sense of 
public responsibility. They feel that it is an important con- 
tribution they are personally making. There are advantages — 
of being able to come to Toronto. I do not see many, but | 
some people like to do that. 


Mr Johnson: Nor do I. 


The Chair: We appreciate your coming before the 
committee this morning and we appreciate your excellent 
presentation. I would like to thank you, and we know as 
well that if there is additional information that you think 
would be helpful to committee members, you will commu- | 
nicate further with us in writing. Thank you for coming 
this morning. 





TASK FORCE ON SEXUAL ABUSE OF PATIENTS | 


The Chair: I call now the Task Force on Sexual 
Abuse of Patients. We have all received a copy of your | 
presentation. | 


Ms McPhedran: Before we begin I just draw to your 
attention that you have the presentation we are making, plus 
the list of recommendations from the preliminary report 
which may be helpful later. If you lose this part and do not 
include it with the other part, you are not going to know 
where it comes from because it does not have a heading. 


The Chair: For your information as well as everyone 
else, all of the documents received by the clerk on behalf 
of the committee become part of the public record. 





Ms McPhedran: Let me begin by introducing myself 
and my colleagues. My name is Marilou McPhedran. I am 
the chairperson of the Task Force on Sexual Abuse of 
Patients. Someone you have met already, Dr Rachel 
Edney, is also on the task force, as well as on the executive | 
of the College of Physicians and Surgeons of Ontario. Pat 
Marshall is the on-leave executive director of the Metro 
Action Committee on Public Violence Against Women and 
Children, and now the co-chair of the new National Com- 
mission on Violence Against Women. Dr Harvey Arm- 
strong is very dedicated to being, as he says, the token 
male on the task force and, as we constantly remind him, | 
he has time and time again demonstrated skills and exper- | 
tise and has shown that this is an issue for men and women | 
to deal with and to be very concerned with. 
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Because of the shortness of time, we do not propose to 
‘read this word for word. We want to say a few words at the 
‘beginning about philosophy, and I am going to be asking 
my colleagues to say a few words on that. Then I can take 
you very quickly through the main points about actual 
amendments to the code that we want you to consider. We 
are hoping we can do this in half of our time, to leave half 
for questions. If you could guide us, that also would be 
very helpful. 

I am going to ask Pat to put in context the recommen- 
dations we are making, making them consistent with a 
philosophy and a commitment to zero tolerance. I will just 
bring to your attention, before Pat speaks, the last page of 
our presentation, which is a July 11 letter from the Pre- 
mier. We were absolutely delighted when he wrote to us to 
say, “Our government is also committed to zero tolerance 
of sexual abuse.” 


Ms Marshall: In December 1985, the board of direc- 
tors of Metrac, the Metro Action Committee on Public Vio- 
lence Against Women and Children, agreed reluctantly to 
my suggestion that we participate in the health professions 
legislation process and discussion because sexual abuse by 
health professionals was not an issue that seemed to be 
addressed very effectively according to the- public hearings 
we had had and a task force from 1982 and in our work. 
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The terminology of the old Health Disciplines Act that 
talked about sexual impropriety, even that euphemistic term, 
we recognized as problematic to cover rape and sexual 
assault. We were hearing on a regular basis instances of 
sexual abuse by health professionals that did not seem to 
be dealt with very effectively by either the criminal justice 
system or by self-regulating professions. | 

As a result of that, we began a process that has ended 
up with both Marilou McPhedran, from the board of direc- 
tors of the Metro Action Committee on Public Violence 
Against Women and Children, and myself working with 
the college in its leadership role in pointing the direction of 
self-regulation and in dealing with sexual abuse involving 
a breach of trust. 

Zero tolerance of sexual abuse is something that almost 
everyone we have talked to subscribes to, but what we 
have tried to do is articulate what it means in terms of 
policies, practices and procedures. No one will admit or 
support sexual abuse in the first instance, but what in fact 
was happening was that because there was not a very clear 
recognition of how pervasive it is, what the impact is, what 
it really involves, there were no processes and policies in 
lace that were responding to it. 

That is one of the main things we have tried to do, that 
is, try to name the experience, name the response in the 
clearest, most unequivocal communication possible. As 
you will know, the council of the College of Physicians 
and Surgeons has adopted already unanimously this philo- 
s0phical foundation. 

It is the litmus test. It is the basis upon which all the 
ther recommendations come, and we encourage you to 
hink about zero tolerance of sexual abuse in your own 
liscussions of these regulations, and also to keep in mind, 
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although the charter does not formally apply, the spirit of 
the charter and that right to equal benefit and protection of 
the law that must extend to sexual abuse survivors as well 
as to others in our society, including the professionals. 


Ms McPhedran: We would also like you to consider 
one of the most discussed proposals that we have made: 
the current definition of sexual impropriety as a form of 
professional misconduct, that is in the Health Disciplines 
Act. We would like you in your deliberations to consider 
our proposal about the change that should be made, which 
is to create two offences: to clearly define sexual abuse as 
an offence and also to define sexual impropriety separate 
and apart from being just one of a list of over 30 examples 
of misconduct and instead to place it on its own, along 
with sexual abuse. You will find this at page 7 of our 
presentation where we outline our proposal. 

The final report of the task force will be available later 
this fall. It is likely that we will be making some modifica- 
tions to this proposal, but we will not be making any 
change to our basic proposal here, which is that these two 
offences should be placed within the RHPA and the HDA, 
if that is necessary. 

In order to place in context for you the importance of this 
proposal, I am going to ask Dr Armstrong very briefly to give 
you some information about his own practice with sexual 
abuse survivors and why this proposal is appropriate. 


Dr Armstrong: When patients go to physicians and 
they experience demeaning language, sexist behaviour, hu- 
miliating draping, destructive comments about their under- 
wear or clothes, they really get frightened and turned off 
health care. Sometimes, in the time we have been travelling, 
we have run into people who have had to travel hundreds 
of miles to get health care in small communities because 
this is what routinely happens in their practice. I think that 
is due partly to ignorance, partly to just not being sensitive. 
That process, those kinds of behaviour, need to be stopped, 
and we are very clear that is not done quite as maliciously 
and destructively as sexual abuse. 

Sexual abuse is much more serious; it is behaviour 
really that involves exploitation of patients. It is not clum- 
siness. It is not stupidity. It is not lack of knowledge. It is 
not lack of sensitivity. It is exploitation of people for the 
physician’s purposes, and that is much more serious. 

The kind of behaviour we have encountered in the pro- 
cess of going through the hearings, and in my practice, 
includes people having sexual intercourse with physicians 
in their hospital beds, having years and years of prolonged 
and humiliating sexual abuse, and patients going back and 
back, partly because there may be no other resource avail- 
able to them for medical care and sometimes because they 
just hope this abuse is going to turn into love. 

You must remember too that many people who are 
abused by physicians are victims of childhood sexual 
abuse and are very easy to victimize. These exploited peo- 
ple generally are very often victimized. If you look in the 
histories of people who are abused by health care provid- 
ers, in the research that exists, most of them but not all of 
them, a significant majority, have been abused as children. 
Their response to the physician’s sexual advances is partly 
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due to the childhood exploitation and partly due to the fact 
the physician has trust, power and knowledge and is re- 
spected excessively. 

Ms McPhedran: Would you like to proceed to ques- 
tions or would you like me to go through and just highlight 
the code sections we are addressing? 


The Chair: The time is yours and we have time for 
whichever you would prefer. I think the committee mem- 
bers would very much like to ask questions. 


Ms McPhedran: I will very quickly summarize. 

One of the recurring themes in this presentation is the 
need for greater participation of the patient in complaints 
hearings, in the disciplinary process. There are a number 
of proposals for amendments to the RHPA code which 
address that. 

In addition to that, we say it is very important that you 
categorically create the right of access to medical files for 
all patients, not just patients who have their files in psychi- 
atric facilities. 

We are very concerned that the current time period 
proposed, six months before the complaints committee re- 
ceives the complaint and makes a decision, is longer than 
the college currently takes. We feel it is perfectly adequate 
to go to 120 days to reflect the existing reality. Those 60 
days can make a very big difference for both the patient 
and the doctor, who are extremely anxious. The faster the 
system can move, the better. 

We look at section 30 of the code and ask you to pay 
particular attention to vulnerable witnesses. As a very high- 
ranking lawyer in the Ministry of the Attorney General 
said to us on Friday when we met, a vulnerable witness is 
a vulnerable witness, whether it is a child or whether it is 
someone who is suffering from post-traumatic disorder as 
a result of assault. 

On the matter of public members on the discipline 
committee, we are looking at section 38 of your code and 
we feel you should very clearly require that the public 
member be there throughout the hearing process and not 
simply for a hearing to commence, so that you may be sure 
the participation of the public member enhances the entire 
proceeding and is not just pro forma. 

Looking at prejudice towards the patient complainant, 
we are asking that section 39 be reviewed in light of the 
research now available about post-traumatic stress disorder. 

Section 41 needs to be reviewed in light of the emphasis 
only on disclosure to the defence, thereby giving no oppor- 
tunity in advance of the hearing to the college or to the 
patient to prepare for the defence. This is an administrative 
tribunal. It follows civil proceedings and it is absolutely 
not necessary to continue to import this notion, which is 
essentially a criminal notion, that the defence does not 
need to be disclosed in advance of the hearing. It results in 
inefficiencies and it results in injustice. 

Section 63 of the proposed code carries through what is 
in the Health Disciplines Act and taiks about the fitness to 
practice committee having the right to specify “any person” 
as a party. We are saying the same power that you have for 
the fitness to practice committee should be extended to both 
the complaints committee and the discipline committee, 


thereby providing the most effective way in law to in- 
crease the participation of patients in the process. 

At page 4, we talk about the survivors’ compensation 
fund. This is a brand-new concept. One of the rather amazing 
things we have discovered is that although lawyers estab- 
lished a compensation fund for victims of lawyers who had 
bilked their clients and had been found guilty of so doing 
almost 40 years ago, no such thing has ever been done by 
the doctors in this province to compensate their victims in 
any way. We are saying that it is high time the medical 
profession assumed its collective responsibility and estab- 
lished such a fund, and we lay out our proposal there. 
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We also point out that section 50 of the code should be. 
amended to include a much greater fine than is allowed for 
incompetence, as well as for other offenses which already 
do have fines attached to them, and this money should go 
to the compensation fund. It should be there to allow for 
genuine attempts to compensate in some way for the enor- 
mous damage that has been done. 

On section 69, we ask that sexual abuse be included as 
a ground of incompetence or incapacity. Once again, it is 
just to integrate sexual abuse throughout the code to make 
it possible for all the various permutations and combina- 
tions of facts to be covered, using the code. On the limita- 
tion period, we refer you to the March 1991 report of the 
Attorney General that recognizes that “In some circum- 
stances, the sexual assault will render the victim incapable 
of considering legal proceedings until many years after the 
event.” Change the code of RHPA to reflect this reality. Do 
not keep your one-year limitation period, which only acts 
to the benefit of the abusing doctor. 

Increased public representation: we have made some) 
mention of that. Disclosure of all parties: we have made| 
mention of that. We have also talked about delay as a form 
of injustice. We invite any questions you may have now) 
with the short time that is available to us. | 


Ms Haeck: This is an extremely timely presentation! 
and I would like to refer you to the College of Physicians| 
and Surgeons of Ontario presentation and your comments| 
with regard to public representation on the college of phy- 
sicians and surgeons. Do you view the near-50% represen- 
tation on the college of physicians and surgeons in the 


same light as the college does? 


Ms McPhedran: I do not think we took a clear position 
on that. To be honest with you, I was not in the room when| 
the presentation was made. It was standing room only| 
when that part of the presentation was made. Certainly oul| 
report has reflected and will continue to reflect a very clear 
commitment and a support on the part of the task force te 
increase public representation in this process. One of oul} 
recommendations, for example, is that there should Y 
clearer direction in the code and RHPA to have more pub: 
lic members on the committees. Logically speaking, if you 
are going to do that, then you need to have more public 
members than currently sit on the body. 

Mrs McLeod: I would not like to ask a specific questior 
without first stating a complete acceptance of the philoso: 
phy that Pat Marshall outlined in the introductory remarks} 
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respect for the work the committee has done and apprecia- 
tion of the college of physicians and surgeons for having 
set up the independent task force. I think it is appropriate 
to put any specific questions into that context. I did want to 
ask a question about the definition of sexual abuse, which I 
am sure has been a cause for considerable discussion 
among your committee members. 

It comes back to Pat’s comments about the importance 
for absolutely clear communication and understanding. I 
am sure the question of whether or not it is difficult for the 
patient to know what is appropriate and necessary as part 
of a standard medical examination, is an issue of clear 
communication, particularly as it should be quite clear in 
terms of sexual intercourse and kissing, but less clear as 
you get to the definition of touching breasts and genitals. 
Could you say a little bit more about this whole question 
of the clarity of communication in that definition and 
whether, for example, the recommendations about bro- 
chures, indications of what warnings patients should be 
looking for will adequately address this question of the 
confusion that may exist in the patient’s mind? 


Ms Marshall: We all could respond to that. In our 
hearings we heard women who were absolutely clear—and 
I am quite convinced that both women and doctors can be 
absolutely clear—about what is appropriate touch and 
what is not. The majority of doctors, when we talked to 
them, have no question at all about what is appropriate and 
they are confident that they can communicate that to the 
patients. As we talk to women, they are pretty clear and I 
have not heard confusion about inappropriate touch. There 
are things that have felt inappropriate which they have 
questioned and then questioned the bad feelings they have 
had afterwards. I think there is often some need to validate 
that those feelings are absolutely appropriate because it 
was inappropriate touch. But we found it is not an issue 
around which there is confusion and the misinterpretation 
of appropriate medical practice as inappropriate. 


_ Mr J. Wilson: Thank you for the presentation. Your 
recommendation 24: As you know, my colleague Ernie Eves 
introduced a private member’s bill dealing with sexual 
abuse. As a caucus, we are very supportive of that. Just as 
a point of process, perhaps you could clarify it for me. In 
the new act, are you asking us to include these definitions? 
{am just wondering about the timing. Your final report 
comes out in the fall and we are making our deliberations 
now and going into clause-by-clause in mid-September. 


The Chair: After the House returns, which is Septem- 
der 23, likely through the month of October. 


Mr J. Wilson: Do you want to comment on that? We 
may be pre-empting. 

Ms McPhedran: I did try to address that a little bit 
when I said that while we may make some modifications 
}n wording, we will not be modifying the concept of two 
evels or the use of the term “sexual impropriety,” the use 
of the term “sexual abuse” and the indicators that we have 
nentioned. What we are saying to you is that there is not 
xyoing to be a significant change in the final report from the 
}reliminary report in this area, and we invite you to further 
your own deliberations. We hope we have pointed you in 








































the direction to go. It is certainly open to you as a commit- 
tee to seek further advice and to develop the definitions as 
you see fit. 


Ms Marshall: In terms of penalty, if I may just ad- 
dress that, because we have not mentioned that at all, it is 
important and we urge you to consider the literature on 
rehabilitation. It is not, at this point, possible to identify 
prospectively rather than retrospectively a doctor for 
whom any rehabilitation program is successful. That we 
are quite clear about in our review. It is impossible to tell, 
among those who have gone through the program prospec- 
tively. Given the tremendous power, privilege and position 
of trust that is given, we have very grave concerns, obvi- 
ously, about reinvesting that when we cannot tell ahead of 
time, because of the very early stage of development of 
rehabilitation programs, which doctors rehabilitation is 
going to be successful for. 


Mr J. Wilson: That is a very good point. 


The Chair: With consent, maybe I would just like to 
put one question on the record. Perhaps through written 
brief and submission you could inform the committee at a 
later time. Your work was done under the auspices of the 
college of physicians and surgeons. There are many other 
health professionals who, I believe, would want to address 
this very significant issue as well. How would you propose 
that under this legislative framework? I am not going to 
ask you to answer that today, but I think that is a question 
all committee members would like you to consider and 
submit in writing. There will be an opportunity with the 
final presentation of your brief this fall to give us your 
advice on that. 


Ms McPhedran: Madam Chair, recommendation 20 
of the preliminary report is that, although the task force 
was only commissioned to look at the medical profession, 
we see absolutely no reason why any of the recommenda- 
tions that you have before you today from the task force 
should not apply equally to the other health professions 
governed by the RHPA. That is our recommendation to 
you. I think that gets wrapped up as a package. We really 
think this committee has an exciting opportunity to look at 
a code of conduct in the procedures that relate to sexual 
abuse victims in all the health professions. There may well 
be areas where some of the procedures need to be fine- 
tuned to reflect what we now know to be the actuality of 
rape trauma syndrome, post-traumatic stress disorders and 
what that means in changing our procedures and reflecting 
the reality of patients who have been sexually abused in 
any health profession. 

The Chair: Did you have any representation made to 
your task force from any of the other professions or colleges? 

Ms McPhedran: We have received a number of writ- 
ten briefs from other professions that are to be regulated 
under this bill, yes. 
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Mr Owens: Madam Chair, with further permission of 

the committee I would like to ask whether we could also have 


some thoughts with respect to the use of an advocate by 
complainants, especially when you refer to the vulnerable 
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patient, recognizing that we are trying to make the system 
as accessible as possible but due to the nature of the issue 
we may lose some folks and we clearly do not want to do 
that. How would you see the role of an advocate assisting 
in getting the complaints filed and “prosecuted”? 


Dr Edney: I think we would be very comfortable with 
that. We have recommended that the complainant should 
have support. I do not know whether that is quite the con- 
cept you have of an advocate, but the complainant should 
have support throughout this process and an advocate 
should be with the complainant at the college. We have an 
advocate, actually; we have somebody at the college now 
who is a college employee and is there to help patients. 
Somebody from outside to support the complainant, paid 
for by the college would be something we would support. 


The Chair: Thank you very much for an excellent 
and very significant presentation before the committee 
today. As I have mentioned to others, we: hope you will 
communicate with us in writing if there is additional infor- 
mation you think would be helpful to committee members 
as we continue our deliberations. 


The committee recessed at 1112. 
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COLLEGE OF OPTOMETRISTS OF ONTARIO 


‘The Chair: I call the College of Optometrists of 
Ontario. 


Dr Garnett: Thank you, Madam Chairman. With me 
today are: Irving Baker, registrar of the college; Bud Cock- 
erton, a public member of council and also a member of 
our discipline committee; Ross Morrison whom I will in- 
troduce more fully later. My name is Brian Garnett. I prac- 
tise in London and am president of the college. As you 
know, the college is the regulatory body of the profession 
of optometry. Its authority to govern its members is given 
by the Health Disciplines Act. The profession of optometry 
has been governed by provincial statute in Ontario since 
1919. As a result, the college has gained considerable ex- 
perience in the regulation of the profession and in the ad- 
ministration of its statutes. 

We have carefully studied Bill 60 and Bill 43. Our 
comments today, we hope, will reflect the recognition of 
our responsibility; that is, to act in order that the public 
interest may be served and protected. Our written submis- 
sion is in two parts. Each contains recommendations to the 
committee. Part one deals with our concerns with the scope 
of practice definition and the authorized acts in Bill 60. 
These elements, as you know, serve to define the profes- 
sion of optometry. Part two deals with legal and procedural 
matters. In Bill 43 there are a number of improvements we 
think can be made to improve the administration and the 
effectiveness of the statute. Our oral presentation today 
will deal only with part 1, the definition of the practice. 

An accurate, statutory definition of a profession is ab- 
solutely central to self-government of that profession. Bill 
60, as drafted, does not accurately define the profession of 
optometry. Omissions in the scope of practice statement 
and the authorized acts lead to that problem. In preparation 
for this presentation, we obtained the written submissions 


to this committee from other optometric groups. You are 
aware no doubt that the overwhelming concern was with a 
reduction in the scope of practice of optometry that would 
occur. The college is in complete accord with the opinions 
expressed by these other groups. Optometrists would not 
be able to provide the services they have in the past. 

I would now like to introduce Ross Morrison. Mr Mor- 
rison is a lawyer in the firm of Shibley, Righton. He acts for 
the College of Optometrists of Ontario before the discipline 
committee. He acts in the same capacity for other colleges. 
We have asked him to share with you his opinion on the 
implications of the proposed legislation in these critical areas. 

Mr Morrison: In my capacity as counsel to the college, 
with particular emphasis on the prosecution of charges of 
professional misconduct before the discipline committee 
of this and other colleges, I was asked to provide my opin- 
ion with respect to the interpretation of certain provisions 
of the Regulated Health Professions Act, Bill 43, and its 
companion legislation, the Optometry Act, Bill 60. More 
specifically, I was asked to consider the controlled acts 
provision of the Regulated Health Professions Act and the 
scope of practice and authorized acts provisions of the 
Optometry Act. 

At the outset, it must be noted that a controlled act, 
under the Regulated Health Professions Act, includes com- 
municating to an individual a conclusion, identifying a dis- 
ease, disorder or dysfunction as the cause of symptoms of 
the individual. On the other hand, both the scope of practice 
of optometry and the authorized acts which an optometrist 
may perform, as defined in the Optometry Act, include 
diagnosis, treatment and prevention of vision and oculo- 
motor dysfunctions and the communication of a conclusion 
identifying a vision or oculomotor dysfunction of the eye, 
but they do not include diagnosis, treatment and prevention 
of diseases or disorders of the eye or the communication of 
a conclusion identifying a disease or disorder of the eye as 
the cause of a person’s symptoms. ) 

I have expressed to the college my opinion on the fact 
that the Optometry Act is silent in identifying diseases o1 
disorders of the eye as within the scope of practice of an 
optometrist and within the authorized acts which an op- 
tometrist may perform. My opinion is that such silence 
will likely adversely impact the ability of the college to 
administer the statute to maintain the standards of practice of 
the profession and ultimately to protect the public interest. 

Identification of diseases or disorders of the eye or visior 
system and the communication of such conclusions by ar 
optometrist to his patient are integral parts of the practice 
of optometry. I have several reasons for expressing the 
opinion which I have so expressed to the college. 

A practitioner is obliged to provide services to a patien 
in accordance with accepted professional standards of prac; 
tice. In the context of insured services for which paymen! 
to the practitioner is made by the Ontario health insurancé 
plan—this obligation is codified in section 24 of thé 
Health Insurance Act—the Divisional Court has ruled tha 
the standards to be considered are those of the professior 
itself, drawn not only from the regulations under thé 
Health Disciplines Act, but also from advisory notices 
which the college publishes and from expert evidence. | 
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Those advisory notices include the manual respecting 
the clinical practice of optometry which is now the guide 
to the clinical practice of optometry that is published by 
the college. It is distributed by the college to its members 
and it provides very clear guidelines relating to both diag- 
nostic and treatment services. Those guidelines are not 

limited only to determining and communicating vision and 
oculomotor dysfunctions of the eye. There are regulations 
-under the Health Insurance Act, specifically section 47, 
which define certain services rendered by optometrists and 
insured services under the Ontario health insurance plan. 
| Before those regulations were amended in April 1989, 
the insured services included oculovisual assessments, 
/ V401; oculovisual reassessment, V402; partial oculovisual 
assessment, V403. Since April 1989, those insured ser- 
vices have been redefined and limited to what is referred to 
as a first oculovisual assessment, and it is still identified as 
a V401, and a follow-up oculovisual assessment, again a 
V-402. But it is noteworthy that under both the old and the 
new regulations oculovisual assessment includes, and I am 
quoting from the regulation, “the presence of any observed 
abnormality in the visual system,” which in my view nec- 
essarily includes not only dysfunctions, but also diseases 
and disorders of the eye. 

In a similar manner, sections 23 and 36 of regulation 
450 under the Health Disciplines Act oblige a member to 
| exercise generally accepted standards of practice and pro- 
cedures in determining the physical, optical, sensory and 
oculomotor state of the eye and adnexa and in the assess- 
ment and care of the patient’s vision. The member must, in 
addition, make and keep clinical records. Those records 
‘must detail all examination procedures used, clinical find- 
ings obtained, treatment prescribed and provided. 
| The regulations do not limit the findings of the member 
with respect to the state of the eye, to vision and oculomotor 
dysfunctions, but rather they impose upon the member the 
obligation to diagnose, communicate and record not only 
dysfunctions, but also diseases and/or disorders which are 
discovered in the course of determining, as the regulation 
'words it, physical, optical, sensory and oculomotor state of 
‘the eye. 

' The role of an optometrist in the assistive devices pro- 
| gram of the Ministry of Health is, in my view, also signifi- 
| cant. The ADP, as you know, provides financial assistance to 
visually impaired residents of this province, among others, 
}for the purpose of obtaining specified low-vision aids. The 
| ADP recognizes optometrists as authorizers of low-vision 
‘devices. In that capacity, optometrists must provide not only 
a primary diagnosis, but also a secondary diagnosis if any, 
for example, cataracts, cerebral palsy. Arising out of this 
) obligation upon optometrists under the ADP, is in my view 
}a recognition and acceptance that the scope of practice of 
} the optometrist includes diagnosis and treatment not only 
of dysfunctions, but also diseases and disorders of the eye. 

I have advised the college that the application and in- 































with reference to these sections which I am addressing, 
Taises concerns with respect to the successful prosecution 
of members on charges of professional misconduct before 
the discipline committee of the college. A member who 





has been charged with professional misconduct, for exam- 
ple by failing to maintain the standards of practice of the 
profession, may raise as a defence thereto that the charge 
involves a disease or disorder and not a dysfunction of the 
eye and is therefore outside the scope of practice and the 
authorized acts of the member. 

In summary then, it is my view that under the current 
legislation and regulations as presently in place, the practice 
of optometry includes the diagnosis and treatment of dis- 
eases, disorders and dysfunctions of the eye. The legislation 
as proposed will limit the scope of practice of optometry to 
diagnosis, treatment and prevention of vision or oculomotor 
dysfunctions of the eye and as such is inconsistent with the 
historical pattern of the practice of optometry in the province 
of Ontario. 

The new legislation, in my opinion, will redefine the 
scope of practice, and with it, the generally accepted profes- 
sional standards and practice of the profession and will 
consequentially impair the ability of the college to maintain 
the standards of practice of the profession and ultimately 
to protect the public interest. 
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Dr Garnett: I would now like to address your attention 
to page 2 of our brief. There you will find our recommen- 
dations on the scope of authorized acts. These recommen- 
dations would, we feel, properly describe the practice of 
optometry; retain the status quo, in other words. These 
recommendations were approved by council one year ago. 

You may notice that the scope-of-practice statement 
looks familiar. It is in appearance almost exactly the one 
you were given two days ago by Brent MacInnis of the 
ophthamology section of the OMA. They agreed that the 
scope of practice statement in Bill 60 is too restrictive. 
Their suggested scope statement has one extra word “re- 
fractive.” That is, optometrists diagnose, prevent and treat 
refractive diseases and disorders of the eye. Unfortunately, 
the phrase “refractive diseases” just will not work. 

You heard and we agree with the statement made by Alan 
Burrows in London. He said that considerable progress had 
been made toward consensus on a scope definition. You are 
seeing how close we were to consensus. The residual is- 
sues were, was any modifier necessary, and if so, what was 
the right word or phrase? As you see, our recommendation 
is that no modifier is necessary and here is the reason. 
There are controls beyond the scope of practice statement 
in the authorized act to prevent practices which exceed the 
recognized limits of the profession. These controls are 
found in the regulations and in the standards of practice. 
For example, there have been no qualifiers in the Health 
Disciplines Act in 17 the years of administering that act. 
There just have not been problems with members exceed- 
ing the recognized scope of practice. 

I have to tell you something that happened this morning. I 
did not sleep particularly well. I was out running at 6:30. 
Running through my mind were disease, diagnosis, dys- 
function, refractive. 

Interjections. 


Dr Garnett: Yes. A light came on, and I hope you are 
as excited about this as I am. 
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The Chair: This is really exciting stuff. 


Dr Garnett: Well, for us it is. By moving one word, 
the word “refractive” in the definition that Brent MacInnis 
gave us, we have a description of the scope of practice of 
optometry that is perfect. I checked with two legal coun- 
sels this morning, and they are entirely satisfied that this 
does describe the practice of optometry. We appended to 
your brief a page at the back which gives you that defini- 
tion. It was just inserted this morning, and we think it does 
the job perfectly well. 

In summary, then, on the scope-of-practice issue, every 
group that you have heard speaking on Bill 60 agrees on 
one thing: The scope-of-practice and authorized acts do 
not accurately describe the practice of optometry; second, 
we are within one word of solving the problem, and fi- 
nally, we offer our complete co-operation with this com- 
mittee and with the ministry to achieve a solution. We have 
also provided you with a number of amendments to Bill 43 
dealing with legal and procedural matters that we think 
will result in improved legislation. 

I thank you for your attention and for the opportunity to 
appear today; we would pleased to entertain any questions. 


The Chair: It is not often that the committee responds 
with humour; and it is appreciated. 


Mr Cordiano: I want to go back to the legal opinion— 
obviously, that is where the crux of the matter lies—and 
ask if you will give me an example of the distinctions be- 
tween what is in the scope of practice, which is the identi- 
fication of a dysfunction, versus the disorder and disease, 
which is not in the scope of practice, as I understood it. 
Could you give me an example of how that might arise 
and how you might make that distinction? 


Dr Garnett: Depends on what may be considered to 
be a disease or disorder as opposed to a dysfunction. 


Mr Cordiano: Exactly. 


Dr Garnett: I wonder if Dr Baker might address that 
issue. 


Mr Cordiano: In general terms, of course, without 
getting too specific. 

Dr Baker: Let me make a comment. I am sure you 
have heard this from other groups. One of the major prob- 
lems is in fact to make a distinction between disease, dis- 
order and dysfunction, because all you can really get out of 
that is opinion. I can tell you what I think the disease is, or 
disorder or dysfunction, but that may not necessarily be 
the opinion of someone else. The real problem, at least 
from a practice point of view and a statutory point of view, 
is that very often if you take the act technically, you do not 
know whether you are dealing with a dysfunction or disor- 
der or a disease, because my opinion is that dysfunctions 
are the result of diseases and disorders. It is a very compli- 
cated business, and I cannot give you a direct answer. I can 
give you a name. A person has blepharitis; that is consid- 
ered to be a disease. You know, that kind of thing. 


Mr Cordiano: Your scope of practice—in your opinion, 
it is very limiting, obviously. 
Dr Baker: That is right. 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


28 AUGUST 1991 


Mr Cordiano: And then I would turn to legal counsel 
for the ministry and ask was that the intention of the review 
with respect to the scope of practice? 


Mr Wessenger: I will refer that to counsel, though my 
complete understanding is that there is no intention to re- 
strict, but just to have the existing scopes of practice con- 
tinue. But I will ask legal counsel to refer more 
specifically. 

Ms Bohnen: The challenge the review had was to find 
the right terminology within the framework of its model to 
capture accurately what optometrists and other practitioners 
with their statutes, do. It is usually but not always easy to 
agree on the activities that the professionals perform and the 
actual specific conditions where they interact with patients. 
It is much more difficult to capture the right legal terminol- 
ogy or statutory terminology that reflects that accurately. 

The review believed that the most accurate way of de- 
scribing what optometrists do is that they have a very broad 
assessment capability, and that is reflected in the review’s 
recommendation. However, in terms of diagnosis, their ca- 
pability is more limited. The profession obviously disagrees 
with that. I think there is consensus at least between the 
optometry profession and the ophthamology profession, | 
that they do, indeed, diagnose some diseases and disorders, 
but not all of them. You are hearing from the optometrists 
that other mechanisms such as the self-discipline of the 
profession are sufficient to confine optometrists to diag- 
nosing that which they are properly qualified to diagnose. 
The government’s view is that the statute should also set 
out that which they are capable of diagnosing and that it 
simply is not all diseases, disorders, dysfunctions. 


Dr Baker: I think the brief comment is that no member 
of any discipline is capable of diagnosing everything. 

Mr Hope: I can relate to what you are saying about 
jogging and thinking about this. Some of us have to jog for 
others who do not jog. I see a number of colleges and other 
people getting legal counsel. I am wondering about the 
changes to legislation and being more in the public’s eye. 
Are you worried about turf battles among the colleges or 
are you worried about the general public’s perception 
about what is going to happen? I am just wondering why, 
so much legal counsel in this whole— 


Dr Garnett: The scope of practice definition is so’ 
central to everything this college does, and the college’s 
mandate is to serve and protect the public; if we do not 
have a proper definition, we cannot carry out that mandate. 
It is as simple as that. 


Mr J. Wilson: I was just wondering, can ophthal-| 
mologists live with your falling off your horse this morning? | 


Dr Garnett: I did not meet one on my run, so I cannot 
reply to that question. 
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Mr J. Wilson: There is terrible confusion between op- 
ticians, optometrists and ophthalmologists, and probably 
the most confusing part of the whole process is you guys. 

Dr Garnett: I can understand your concern. I realize 
it is confusing, and I can see where it has been a very 
difficult job for ministry officials. We sympathize, and as I 
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said, we will do our best to get a result that will operate in 
the public interest. That has always been important. 


Mr J. Wilson: Just quickly, will you be chatting with 
ophthalmologists— 


The Chair: Order. Thank you very much for your pre- 
sentation this morning. We appreciate you appearing before 
the committee. 


ASSOCIATION OF CHIEF PSYCHOLOGISTS 
OF ONTARIO SCHOOL BOARDS. 

The Chair: I would now like to call the Association 
of Chief Psychologists of Ontario School Boards. I would 
remind everyone that they can continue to communicate 
with the committee any additional information that they 
feel would be helpful at any time through our clerk. 


Dr Blackstock: My name is Edward Blackstock, and 
my colleague is Lynne Beal. We are chief psychologists 
with school boards in Ontario. I am the president of the 
association, and Lynne is the secretary. I will start by 
thanking you for providing us with the opportunity to ad- 
dress the committee today on behalf of all the chief psy- 
chologists for all the school boards in Ontario. 

As chief psychologists in school boards, we are re- 
sponsible for the provision of psychological services that 
are delivered by a very large number of practitioners to 
children in Ontario schools. Our staff includes both regis- 
tered psychologists and their associates who work under 
Our supervision. It is our responsibility to ensure that the 

psychological services delivered by our staff meet the stan- 
dards of practice for the profession, for the protection of 
the children and their parents who are our clients. 

We support very much the proposed Regulated Health 
Professions Act. We believe that accountability to the pub- 
lic, protection of the public and efficient and effective ser- 
vice are essential components of standards of practice for 

_ psychologists. However, we have some concerns about the 
RHPA and the proposed Psychology Act and will outline 
| those for you. 

Section 15 of the Psychology Act restricts the use of 
the title “psychologist” to members of the College of Psy- 
chology, only when such members are “offering to pro- 
vide, in Ontario, health care to individuals.” Psychologists 

practising in school boards are currently regulated by the 
Psychologists Registration Act. The new Psychology Act, 
as it now stands, would exclude psychologists who work 
in school boards, and in effect would deregulate them. We 
believe that this exclusion would not be in the best interest 
of the public for the following reasons. 


Dr Beal: The first one is that the majority of children 
_in Ontario who receive psychological services receive them 
at school through psychological services departments of 
school boards. Our clients range in age from four years old 
to 21 years old. Many of these children, adolescents and 
young adults are from families in lower income brackets 
who cannot afford to pay for psychological services 
through private clinics. Many of them are resistant to seek- 
_ing psychological services through a mental health facility 
because of the implication of mental illness associated 
with the facility. These families willingly accept referrals 


for the same services at school. They appreciate the conve- 
nience in accessing the services and the lack of fees. 

If psychologists working in school boards were elimi- 
nated from control of the act, these children and their par- 
ents would not obtain the protection and assurances of 
quality of services that are provided by psychologists who 
are now regulated under the act. 


Dr Blackstock: The second concern is that the conse- 
quences of incompetent psychological services to children 
are very serious and could affect the child’s entire education 
and life, and in fact be life-threatening in some cases, of 
which we will give a concrete example at the end. 

Children do not refer themselves or seek out the services 
of psychologists on their own. They are referred to school 
psychologists by school board personnel, teachers, principals, 
guidance counsellors, and they get services with the parents’ 
written consent, of course. The children who are our cli- 
ents are extremely vulnerable, as they are unable to make 
informed choices about psychological services for them- 
selves. It is essential to provide them with high quality, 
regulated psychological services, and with a procedure for 
recourse in the event of malpractice. The exclusion of 
school psychologists from the Psychology Act would 
allow for recourse only through a court of law, which is 
time-consuming and costly. . 


Dr Beal: Our third issue is that psychological services 
provided to children by school psychologists are, for the 
most part, the same services provided by psychologists in 
health care facilities. Psychologists who work in schools 
provide psychological assessment and diagnosis, individ- 
ual and group psychotherapy, counselling and consultative 
services to children and their families. They also receive 
preventive programs to prevent the development of mental 
health problems. Our referral questions cover a wide range 
of psychological problems which include learning disabili- 
ties and problems, behaviour problems, debilitating fears 
and anxieties, depression, suicidal thoughts and gestures, 
and social problems. 

The psychological services we provide for children in 
schools have a profound impact on the physical and men- 
tal health, and on the educational future, of the children 
who are our clients, and on their parents as well. These 
services should be regulated by the Psychology Act and 
RHPA, whether they are delivered in schools or hospitals 
or clinics or private practice offices. 


Mr Blackstock: The exclusion of psychologists in 
school boards from the Psychology Act could lead to the 
replacement of qualified psychologists in schools by un- 
qualified teachers who are given the mandate to provide 
psychological services to children. 

Under the current Psychologists Registration Act, psy- 
chological services can be offered only by or under the 
supervision of duly registered psychologists. Accordingly, 
the Ministry of Education has determined that psychological 
services may be provided in school boards only by a regis- 
tered psychologist or a qualified person working under his 
or her supervision. Individual school boards under pressure 
to retain teachers where enrolments are declining may be 
especially anxious to replace psychologists with teachers. 
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The act as it now reads deregulates psychologists working in 
schools, eliminating the requirement that school boards offer 
psychological services through a registered psychologist. 

Under the current language in the proposed legislation, 
teachers could call themselves consultants in psychology, 
or could offer psychological services, psychological as- 
sessments and psychological diagnosis. In fact, they could 
call themselves psychologists, as long as they did not offer 
health care services, which are undefined in legislation. 
The public, and especially the most vulnerable segments of 
the public, would not be able to distinguish between regis- 
tered psychologists and those unqualified consultants, or 
between regulated psychological services and the services 
provided by those consultants. The public’s awareness of 
the nature and quality of the service being provided to 
them would be diminished. Public protection would like- 
wise diminish, rather than increase. 

To make it concrete and real, here are two very brief 
case studies of what could happen. Imagine a school board 
somewhere in Ontario where, for various reasons, the de- 
partment of psychological services—the people who work 
there—had been replaced. These registered psychologists, 
regulated psychologists, are gone and they are replaced by 
teachers. A student comes to the school board in grade 3 
from some country far away. He speaks a different language, 
has a very different culture, and his family is struggling to 
adapt to a new country. It is obvious that he needs an 
assessment to adjust, and to deal with learning problems 
that he is exhibiting. This well-motivated, well-meaning 
teacher, who is identified as a consultant in psychology, 
who is working for the department of psychological ser- 
vices, does an assessment and, not being trained in making 
differential diagnosis and all the subtleties and the difficul- 
ties in making an assessment of a culturally different per- 
son, concludes that this student is a slow learner. It goes to 
an IPRC committee, and the student is placed in a class for 
slow learners. That is a very possible scenario. 


1150 

The second scenario happens seven years later when 
the same student is exhibiting severe depression, emotional 
problems, and the family is very concerned about it and 
goes to the family physician. The family physician, in his 
or her wisdom, says, “You should see a psychologist.” The 
family, although they are doing well, cannot afford a private 
psychologist because, unbelievable as it may be, psycholo- 
gists are still not covered under OHIP. They have a memory 
of the psychological services department in the school board 
and they get referred to the school psychologist who, you 
will remember, is a teacher who has been reassigned, rather 
than a trained, competent and regulated psychologist. 

Depression and severe emotional difficulties are often 
difficult to recognize and diagnose in adolescents, espe- 
cially when they are culturally different adolescents. This 
practitioner does not catch the fact that there is a severe 
depression going on and that there is a very high risk for 
suicide, and says so, which increases the family’s feeling 
of helplessness and hopelessness, and the child’s feeling of 
helplessness and hopelessness, and he could end up by 
killing himself. That is a possible scenario under the pres- 
ent legislation. 
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Dr Beal: Our concerns centre on subsection 15(1) of 
the proposed Psychology Act. We have two alternative 
suggestions that we have outlined in our brief, and I will 
touch on them lightly. 

Our first one is that we encourage the restriction of the 
title “psychologist” or any descriptor like “psychological” 
to persons who are registered or regulated under the act. 
We would see that as being less confusing to the public 
and providing a greater accountability of the profession, or 
people who allege to provide those services. 

The alternative is to broaden that section of the Psy- 
chology Act so as to include psychologists who do not 
offer what we call health care services to individuals by 
dint of where they work, if they work, say, in an educa- 
tional setting, to include those people under the act, to 
leave the profession of psychology as an intact profession | 
and not split it in terms of regulation, in terms of where 
you work. Some people who practise as psychologists in 
school boards also provide private practice services to the 
public. By wearing one hat in one job and another in an- 
other, it could be quite confusing. 


Dr Blackstock: I appreciate the opportunity to make 
the presentation and urge you to adopt some of the pro- 
posed amendments to subsection 15(1) of the Psychology 
Act. Thank you. We are open to questions. 


Mr J. Wilson: I think you make a very good point. It 
has been made before about subsection 15(1). You also point 
out that the health profession legislation review did not 
recommend the phrase “providing health care to individuals,” 
so perhaps I could ask, once again, the parliamentary assis- 
tant: How did this phrase creep, or what is the reasoning 
behind this phrase creeping, into the ee eke 

The Chair: Mr Wessenger? 


Mr Wessenger: I will ask counsel to indicate the answer | 
to that. 

Ms Bohnen: The review did not include legislative | 
counsel or any legislative draftsman on its team. The way it 
proceeded was by developing the concepts, such as concepts 
of title protection, and then, where there was existing lan- | 
guage or boilerplate available from other statutes, in this | 
case basically from the Health Disciplines Act, inserting | 
that into the recommendations. | 

The review was certainly aware that these recommen- | 
dations, which comprised its report, would be transformed | 
into proper statutory language by legislative counsel in the | 
Ministry of the Attorney General. In the course of that | 
transformation, it became apparent that there ought to be | 
an anchor for these title provisions. Although this was leg- | 
islation dealing with regulation of health professions and 
protection of the public when they obtain health services, 
there did not seem to be an appropriate anchor for the title 
protection. Just as, for example, the controlled acts refer to | 
activities done in the course of providing health care ser- | 
vices, it appeared desirable to anchor the title protection to 
the provision of health care, because that is where the 
potential for harm in misrepresentation to the public 
seemed to arise. That is why the phrase was inserted into 
the legislation. 
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Mr Owens: One of the issues that this committee 
dealt with during the session after Christmas was the issue 
of children’s mental health services, trying to determine 

where the access point for these services should be. If we 
decide to use the school system as the point of entry for 
services, do you see this legislation as inhibiting that access? 


Dr Blackstock: That is a good question. We very much 
support the notion of providing children’s mental health 
services in the school setting for a variety of reasons. It 
speaks to the need for those psychologists who are identi- 
_ fied as school psychologists, or on the staff of departments 
_ of psychological services, to be regulated psychologists— 
trained, qualified psychologists rather than teachers. If 
| teachers are permitted to call themselves psychologists or 
_ psychological consultants and, in fact, those mental health 
_ services shift to a school setting—which we think is very 
appropriate—there is, I think, a great danger that there be a 
temptation to provide those mental health services by the 
_ untrained, unqualified practitioners. 


) Mr Owens: Is this currently the practice to have 
| teachers as psychologists or psychological consultants, or 
is this a scenario that you have developed to emphasize 
"your point? 

| Dr Blackstock: In some cases, in some school boards, 
there are, in fact, people called “teacher diagnosticians” 
_who do some of the psychological services. We were very 
- concerned about that, because our personal experience is 
that awful errors get made by teacher diagnosticians who 
_ are asked to do a psychological assessment. It is happening 
“now in a few places in the province, but not generally. 
Generally, the departments of psychology are peopled by 
registered psychologists and their associates. We are very 
happy with it. 

Mr Beer: I would like to go back to Mr Wilson’s 
"question, if I could, to the parliamentary assistant, and I 
_ want to read subsection 15(2) in relationship to subsection 
/ 15(1). My question would be: If we took the example of 
_ somebody in a school board using the title “psychologist,” 
although he or she was not, in fact, a member of the col- 
lege, how would 15(2) apply to that person in terms of 
' seeing that that did not happen, and affording the kind of 
| protection that has been of concern here? 
| Mr Wessenger: I will ask counsel to reply to that one. 

Ms Bohnen: As you point out with your question, 
there is still the prohibition against holding oneself out as a 
member of the college. That holding out can be effected in 
a number of different ways, including inappropriate use of 
a title or other indicia of what one’s qualifications are. 

I would just add, it is not the purpose of the title pro- 
tection provisions to, let us say, restrict a school board in 
who it employs to provide particular services. The issue 
ought not to be: Amend these title provisions so that 
school boards cannot hire psychometrists, or teachers, to 
provide a service that they need to provide to their pupils. 
The issue ought to be only: What titles and representations 
can these non-psychologists be permitted to employ? 
Often the issues are melded. The review was aware of the 
fact that sometimes title issues become the forum for fights 
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over who should be providing service. It is important to 
keep them separate. 

I just point that out because I see in the submission that 
concern about school boards employing non-psychologists 
to provide services. That may indeed be a concern, but I do 
not think that it is helpful to this committee to deal with 
that concern in the context of title protection. 


Mr J. Wilson: The concern is providing psychologi- 
cal services. 


Ms Bohnen: There are two issues. How you describe 
the service and who ought to provide the service. I am just 
saying, let us try to keep them separate. 


Mrs McLeod: Madam Chairman, just as a point of 
clarification relating to the information legal counsel pro- 
vided the committee with in Ottawa, that nevertheless, the 
application of the act—the holding out as well as the car- 
rying out of controlled acts—applies outside health care 
institutions. 
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Ms Bohnen: Absolutely. The scope of practice of psy- 
chology which is the anchor for, the title protection as an 
instance of the provision of health care, is not restricted to 
hospitals or traditional health care settings. Much clinical 
psychology clearly takes place in educational settings. 


The Chair: Thank you very much for appearing before 
the committee today. I know you are aware that you can 
continue to communicate with the committee in writing at 
any time through our clerk. 

I would now like to call the Committee for Indepen- 
dence in Living and Breathing. While the deputation is 
arranging the microphones so that they can begin their 
presentation, I would just point out once again to commit- 
tee members that you can submit questions in writing to 
the ministry staff if you want to prepare for the discussions 
we are likely going to be having around these kinds of 
specific issues on September 16 and 17, and that you can, 
at any time over the course of the deliberations, request 
from the ministry staff answers to your questions in writ- 
ing. Often there are members who have questions that we 
just do not have time to get on the Hansard during the 
presentation. There is the opportunity for those questions 
to be responded to in a number of different ways. The 
committee members can directly ask those questions in 
writing of committee staff and they are then part of the 
public record of our deliberations. 


COMMITTEE FOR INDEPENDENCE 
IN LIVING AND BREATHING 

Mr T. Wagner: My name is Tom Wagner. I have been 
a ventilator user for eight and a half years during which 
time I have been living in the community at my family 
home with a part-time attendant, and I am a student at 
York University. 

Mr McLellan: My name is Jack McLellan. Eight 
years ago this Friday I dived into a swimming pool in my 
backyard and broke my neck. I spent two years at Sunny- 
brook ICU, that is the intensive care unit, where I was 
ventilated and I still am ventilated at night. I have spent the 
last six years in Whitby General Hospital in chronic care, 
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where my colleagues’ average age is about 82 years old. 
As a result, everything is geared to that geriatric crowd and 
I would sure like to get out of there. 

One of the problems is because I use a ventilator, and it 
brings with it so many restrictions that it is almost impos- 
sible for me to get out in the community. I think I will let 
Margaret carry on from there. 


Mrs M. Wagner: I am Margaret Wagner. Jack and I 
are the co-chairs of the Committee for Independence in 
Living and Breathing. By virtue of the name relationship, 
you probably guessed that I happen to be Tom’s mother, 
which is incidental—he is an adult, he is in charge. I am 
providing some care when the attendants are not there and 
I am also a health professional who is a strong advocate 
for community living and for disabled people. 


Mr MacPherson: I am Steve MacPherson. I am a 
founding member of CILB. I too had a diving accident. I 
breathe with phrenic nerve pacers 24 hours a day, and just 
this year moved out of West Park Hospital into an attendant 
care support service project. 


Mrs M. Wagner: Our committee is approximately 
one third ventilator users, closing up to 50% rapidly. All of 
these people are living in the community and looking for 
better opportunities in the community. What we are here 
for is to talk about barriers that we hope will not be added 
to and make things more difficult. 

Tom and I attended the seminar on July 28 that was held 
to discuss this law. At the seminar we had the fortune of 
meeting other people who had common interests, and on the 
one-page summary of our brief you will see that there were 
quite a number of agencies involved. We met on the morning 
of August 9 at the Ontario Medical Association and we spent 
two hours drafting the one sentence which is in bold print 
partway down the page there. The various colleges and asso- 
ciations took this wording back to their associations. They are 
in agreement with it, and as well, the respiratory therapists, 
physiotherapists, occupational therapists, etc, have also been 
approached. They are in agreement with this wording. 

The difficulty that we have rests with paragraphs 
26(2)5 and 26(2)6, which talk about controlled acts, etc. 
So our statement is recommended as an addition to section 
26, subsection (4), as I said, a separate addition to the act. 
We feel that limiting the performance of controlled acts to 
specific professional persons impacts very strongly on the 
rights of persons to choose who looks after them, to 
choose what care they are given, to choose where they 
live, and to generally control their own lives. 


Mr McLellan: In my case I do a lot of volunteer work 
for various organizations. I am the spokesperson for the 
March of Dimes again this year, and I will be going out 
with a speaking bureau. While I am out I will be depend- 
ing upon other March of Dimes volunteers to help me get 
around, opening doors and driving my van. Because I am 
unable to cough, I require a mechanical device, a suction 
kit, to clear my lungs of any mucus, so I depend on the 
same persons to perform that suctioning for me, after some 
instruction from me and under my direct supervision. This 
law will certainly impinge on that, and that would be a 
terrible restriction on me. 


Mr MacPherson: What we are really concerned 
about is the that we do not need or want to be protected by 
others. We do not want our care needs defined by others, 
and we do not want those who give our care defined by 
others. But we do want control of our lives and to be 
self-directed. This has a profound impact on where we 
live, where we work, our education and recreation. 

Just this summer I went up north to the family cottage 
area. It was a cottage that my mum had actually rented 
where I was looked after by family and friends. We are 
concerned that in the laws or in the acts or even the regula- 
tions, we may lose the ability to do just as you would do to 
yourself. Because we are restricted with our physical dis- 
abilities we rely on other people to help us out. 

Mrs M. Wagner: I would like to read a paragraph 
from an article which is attached to our brief. The article 
was written by one of our members who is an administra- 
tive consultant at the Hugh MacMillan centre. She is a 
committee member and is also a ventilator user. 

We have been asked many times why we are so con- 


cerned about this. We are concerned because we see what is — 
happening elsewhere when the law, which is not intended to — 


cause a barrier for handicapped people, ends up doing so. 

This paragraph says: “Comparable professional territori- 
alization is happening in Manitoba and in New York. A few 
months ago Concepts of Independence, an independent living 
centre attendant service in New York, which has been suc- 
cessfully administered for 10 years by its tracheostomized 
and ventilated consumers”—I know some of these people; 
they are running a tight ship—‘“received seven citations to 
cease and desist use of attendants for such procedures as 
catheterization, suctioning and changing trachea tubes.” 

We are afraid that ultimately, without the protection of 
the law, this could happen here. I do not believe that was 
the intent of what is happening, but we have seen it happen 
elsewhere and therefore our concerns are great. We have 
yet to hear from our friends what is happening as the out- 
come of these seven citations. They are carrying on at the 
moment, in spite of the citations, and they have won a 
couple of deferrals. But we do not know what the outcome 
is, and the question is, why should they go through this? 

We are, I think, open for questions. 
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The Chair: Thank you very much for a very impor- 
tant and articulate presentation before the committee. We 
have heard from a number of consumers of services and I 
think you have made the point about your desire as con- 
sumers for independence and control very well. I know 
that is the desire of all the members of this committee from 
all three caucuses. 


Mr Beer: Thank you for your presentation. Steve, I 


am delighted to hear that all your struggles at West Park | 


have resulted in you being on your own, as it were. I think, 
too, I would want to say that the work you have done with 
others in drafting this amendment that you are putting to 
us is one that we have been told was coming, and so we 
are very pleased to get it, and support the intent of what 
you are trying to do, because clearly we do want to make 
sure that you can live independently. 
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I wonder if you might, for the record, share with the 
committee how many people currently in Ontario require 
various kinds of breathing assistance to give us a better 
sense of the impact on that particular community? 


| Mrs M. Wagner: The answer is we do not know. 
There is a new coalition set up that will have a respiratory 
subdivision, and I know that one of their proposals is to do 
a two-year study on just this thing. We know of approxi- 
mately 15 people in this area who are trying—Jack being 
one of them—to get housing that is much more amenable 
to independent living. As we have said, one of the biggest 
failures is the fear of attendant care to take over what is 
perceived as professional procedures and the fear of pro- 
fessionals to let go. I understand that fear because, as I 
mentioned, I am also a professional. 

We are trying to gather statistics on this, as a matter of 
fact, but we honestly do not know because a number of 
them are stuck in ICUs, and they are what is commonly 
called a bed-blocker. They do not want to be there, the 
hospital does not want them there. The trick is to get them 


out of our hospital. So we have that group, and that is hard. 


to get statistics on. 

We also have a large number of potential ventilator 
users in muscular dystrophic young men, and Tom is one. 
We have one or two others here today who are living long 
lives. I do believe that 10 or 20 years of life is a worth- 
while gift. We can estimate that from the statistics through 
the Muscular Dystrophy Association of Canada. 

Another thing I feel you ought to know is that in Ontario 
and in Canada today people who could be ventilated are not 
being given that option, they are not being given the informa- 
tion and they are being allowed to die, partly because of other 
people’s perception of quality of life and what is ethical. The 
other reason is that the people who would give that informa- 
tion simply do not know about it. I do not think anything 
upsets our committee more than to have news of other young 
men dying. So I cannot answer your question. 

Mr Owens: I would like to thank you, along with the 
Chair and my colleagues, for your presentation. I espe- 
cially appreciate the remarks around the situation that is 
occurring in New York at this time. I am always appalled 
and quite amazed at some of these enforcement agencies 
as to where they are on the cutting edge of stupidity, and 
these folks clearly seem to be on the leading edge. 

I am just wondering what kind of response you have 
had from our ministry people with respect to your, I would 
suggest, fairly unique situation. As the Chair indicated, we 
have heard testimony from deputants and attendant care 
providers, but you have the issue around the ventilator. 
Have you had any type of response? 

Mrs M. Wagner: We have put on a number of semi- 
nars, three to be exact, to which we have invited ministry 
representatives. They have come and | think they have 
been sympathetic. 

Mr Owens: Could we ask that as a supplementary to 
the ministry staff? 

Mr Wessenger: Yes, I will have them comment. 


Mr MacPherson: The response in the Metropolitan 
Toronto area has been quite positive. Charles Beer would 
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know that. Warner Clarke has been able to suggest to our 
groups and to other individuals: “If you are waiting for 
guidelines and that to change, directly there’s nothing I can 
do, but show me why you should be in your own apart- 
ment in the community. That is the main reason I can say 
yes and open up some doors.” 

I have met with several other people in just the last 
months, including Bob Rae, just to make him a little more 
aware of the needs out there and that things are changing 
slowly. But we do not want to take a big step backwards 
either. 


Ms Bohnen: I cannot comment in general on the Min- 
istry of Health response to concerns about independent 
living. The current minister and her predecessors, includ- 
ing this Chair, have been very clear that this legislation 
will not be permitted to create additional obstacles to inde- 
pendent living for the disabled and have committed them- 
selves to an exception for this. The only outstanding issue 
has been where this exception should be placed. I partici- 
pated in discussions with the people who are here today, as 
well as some other representatives of groups, to talk about 
what might be appropriate language to the exception, 
whether it appeared in the statute or in a regulation. I know 
the government is not in a position to say today whether it 
now believes that an exception should go into the statute. 


Mr Hope: Just briefly—it is not really a question, it is a 
gesture—lI am also the parliamentary assistant to the Ministry 
of Community and Social Services, which deals with the 
issues. Dealing with the strategies for the deinstitutionalizing 
and also dealing with long-term care, rest assured that your 
comments have been fully briefed to the minister. 


The Chair: On behalf of the committee, I would like 
to thank you for appearing today. I think you have, as I 
said before, given us a very important, well articulated 
understanding of the need for the shift to the kind of com- 
munity-based services that are possible today because of 
new technology and the challenges that all legislators are 
facing, not just in Ontario. That will be very helpful to us 
in our deliberations. We have said repeatedly, and I know I 
am speaking for all three caucuses when I say, it is the goal 
of this committee to ensure that your desire for indepen- 
dence and control is the goal this committee will do its part 
in achieving in this legislation. 

Mr Owens: The government would like to associate 
itself with those remarks as well. 

The Chair: As I said, I think that is a non-partisan 
statement clearly from all three caucuses, all members of 
this committee. I would be surprised if I was considered 
presumptuous if I said I felt that I was speaking on behalf 
of all members of the Legislature. 
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STEPHEN GRIEW 
The Chair: I would like to call Stephen Griew. Wel- 
come to the standing committee on social development. 
Dr Griew: May I start by apologizing for not being 
able to get here last week. It had nothing to do with my 
hearing. Facetiously, if there had been a gastroenterologist 
on the committee, I would have chartered a helicopter to 
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get here. I am very pleased to have this other opportunity. I 
shall speak very briefly, since the written submission that I 
put in summarizes what I want to say very well. 


The Chair: It was distributed last week. 


Dr Griew: My concern is with the proposal that pre- 
scription of hearing aids should be a controlled act. My 
written submission suggests four reasons why this should 
not be so. First, in my view it is unnecessary. Some say 
there is evidence that the present arrangements put the 
hearing-impaired of Ontario at risk. I know of no such 
evidence in this jurisdiction or elsewhere. I am convinced 
that my teenaged children daily face more danger to their 
hearing from their Walkmans than I do from my hearing 
aid, although I must say their Walkmans protect me from 
listening to the racket, so this also protects my hearing. 

Second, far from protecting hearing aid wearers from 
unspecified and uncorroborated dangers, making the pre- 
scription of these aids a controlled act would, I believe, 
place the hearing-impaired at real risk, the risk of having 
aids prescribed that would be less than satisfactory to their 
needs. I elaborate on this assertion in my written submis- 
sion, and I can simply summarize now by saying that I 
agree with many who believe that with few exceptions, 
clinical audiologists are simply not as good as hearing aid 
practitioners at prescribing hearing aids that accommodate 
the highly individual circumstances of the individual user. 

My third concern is one that I believe has not really 
received sufficient exposure in this debate. This is the con- 
sequences the provision under discussion would have for 


the older hearing-impaired person, of which, because na- _ 


ture made us the way nature did, there are very large num- 
bers. Here I speak as a professional gerontologist who has 
spent nearly 40 years studying aging, writing about it, 
working with the elderly and teaching gerontology. Again, 
I elaborate on this concern in my written brief. I shall 
simply now reiterate the main point I made there. If this 
provision finds its way into enacted legislation, then as 
sure as we are all sitting here today, it will have the effect 
of deterring senior citizens from seeking the relief offered 
by hearing aids and, if I may say so, with grievously tragic 
consequences for the quality of their lives. 

My last concern is about cost and accessibility. Some 
plausible arguments have been advanced to downplay the 
cost implications of making the prescription of hearing 
aids a controlled act while at the same time maintaining 
accessibility. In the absence of hard facts, it is impossible 
to be certain of anything, but using some quite conserva- 
tive assumptions, my own figuring leads me to the conclu- 
sion that the increased direct costs of providing 
audiological services to those who would otherwise look 
to hearing instrument practitioners for the services they 
require, would be quite high. Add to this cost the addi- 
tional cost of training additional audiologists, and it could 
quite easily escalate into something even higher. 

I am not naive enough to think that finding this sort of 
money would cripple the provincial budget, but it would 
be money well spent if it genuinely led to a better deal for 
the hearing-impaired and the elderly. It seems an awful 
pity to spend it when, far from improving their lot, its effect 


would in fact make their lives more difficult. My own 
experience—I mention it in my written submission—has 
been that if prescription becomes a controlled act, when I 
next need another hearing aid, I shall take myself off to 
Buffalo, where I can legally obtain a prescription from a 
hearing instrument practitioner. My goodness, what a saving 
this would represent to our beleaguered health budget. 

This leads me to the final point I would like to make. It is 
one that did not occur to me until the other night. It is this: I 
know of no other jurisdiction comparable with Ontario where 
the prescription of hearing aids is a controlled act. There are 
probably some; I do not know of them. Now, I do not claim 
to know everything. about these things. As I say, there may be 
jurisdictions in which this restriction applies, but it does not 
apply in Australia, Britain and other countries in Europe I 
know about or in any of the states of the USA or in the 
provinces in Canada with which I am familiar. It may apply 
in the Soviet Union, though probably not for much longer in 
that country either. All this sharpens my concern. If it is so 
widely considered unnecessary elsewhere, I find it awfully 
difficult, really, to understand why we need it here. 

There, then, are my concerns and why my ardent hope 
is that the provision that would make the prescription of 
hearing aids a controlled act will not survive into enacted 
legislation. Thank you. I hope I am going to be able to hear 
the questions. 


Mr J. Wilson: I think it has been argued by audiolo- 
gists that there is a risk of harm from improperly pre- 
scribed hearing aids. In your practice as a gerontologist, do 
you see many cases of harm caused by improperly pre- 
scribed hearing aids? 

Dr Griew: I have never met one. 

Mr J. Wilson: Never met one? 

Mr Griew: No. I have many colleagues who have 
worked in this field; I have many friends who wear hear- | 
ings aids. I have not yet come across a single case. | 

Mr White: And your patient satisfaction is high. I as- | 
sume you are referring patients to hearing instrument prac- | 
titioners. 


Dr Griew: I should make it clear that I do not have | 
patients. I am not a clinical gerontologist. I am a gerontol- | 
ogist who studies the process of aging and advises on the | 
adaptation of various functions. | 

Mr J. Wilson: As a hearing aid user, obviously your | 
testimony is that you have no problem with hearing instru- | 
ment practitioners whatsoever. | 

Dr Griew: None at all. I would dearly like to see the | 
evidence that some people say there is. I have not found it | 
myself, and this is not the one to trick me. 

Mr J. Wilson: Good point. 


The Chair: Thank you very much for your presentation. | 
We appreciate your presentation. We appreciate your appear- | 
ing before the committee today. If there is additional informa- | 
tion or data that you think might be helpful to committee | 
members, please feel free to submit it to us through our clerk | 
during the course of our deliberations. We are pleased that you | 
were able to reschedule so that you could appear today. 


The committee recessed at 1228. 
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AFTERNOON SITTING 


The committee resumed at 1404. 


ONTARIO FEDERATION OF 
COMMUNITY MENTAL HEALTH 
AND ADDICTION PROGRAMS 

_ The Chair: I would like to call, first, Ontario Federa- 
tion of Community Mental Health and Addiction Programs. 
Welcome. | 
| Mr Howse: I am Greg Howse representing the board 
of directors of the Ontario Federation of Community Mental 
Health and Addiction Programs and the executive director 
of Simcoe Outreach Services in Barrie, which is an assess- 
ment service for people who suffer the effects of addictions. 

The Ontario Federation of Community Mental Health 
and Addiction Programs ia an independent organization of 
programs funded by the Ministry of Health, the community 
mental health branch. The federation represents over 180 or- 
ganizations, employing approximately 2,400 people who pro- 
vide services to mentally ill individuals and their families and 
to individuals suffering the effects of drug and alcohol abuse. 

The first meeting of the federation was in July 1985. 
There was a Series of meetings of successively larger groups 
of agency representatives who met to share resources and 
explore common issues. It was discovered that the issues 
faced were the same regardless of the nature of the agency, 
its service or its location. The issues were independent of 
the individual manager and were in fact the issues of the 
‘service organizations and the broader system. 

A provincial association of organizations was needed 
to represent the interests of community mental health ser- 
vice providers and address their systemic issues. No such 
association existed to represent these agencies although a 
relatively small number, 34 or less than 10%, were Cana- 
dian Mental Health Association branches associated with 
the Ontario division of the CMHA. 

By 1986, the federation was a voluntary non-profit cor- 
poration with over 170 member organizations from across 
Ontario. This included the Ontario division of CMHA and 
most of the branches. As each member organization typi- 
cally had more than one service program, this represented 
approximately 70% of all funded community mental 
health services in Ontario. 

In the same time period, addiction services of various 
types were transferred into the adult community mental 
health branch’s jurisdiction. Given that the interests and 
issues of the federation were systemic and related to ad- 
ministration and funding by the ACMH branch, the addic- 
tion programs were welcomed into the federation and the 
name changed to reflect this constituency. 

The federation envisions a community mental health 
and addiction system which exists to assist and support 
people: to achieve their potential; to enjoy a positive and 
productive lifestyle, and to live, participate, and contribute 
in their communities. 

Members of the federation support the legislation but 
we have two concerns. The first concern is paragraph 
26(2)1 of Bill 43, the controlled act. That is: “Communicat- 
ing to the individual or his or her personal representative a 





conclusion identifying a disease, disorder or dysfunction 
as the cause of symptoms of the individual...” 

The Ministry of Health has created a system for addic- 
tions treatment in Ontario. The hubs of the system are 
assessment and referral centres and there are around 34 of 
them in the province today. These programs were estab- 
lished to assess individuals’ addictions to alcohol or other 
drugs. As many of you are aware, there is a great debate 
about whether alcoholism is a disease. In fact, the Supreme 
Court in the United States is being asked to decide the very 
question. If alcoholism is not a disease, it is certainly a 
disorder or a dysfunction. The issue that the managers of 
the assessment services have here is: How do we commu- 
nicate to individuals after completing an assessment if it is 
prohibited by this legislation? 
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Similar experiences will occur in the mental health ser- 
vices. Treatment services for outpatient mental health in 
the province are staffed by social workers and other non- 
regulated professionals. Once again, the function of many 
of these staff is to relate to individuals or their representa- 
tives findings in regard to a disease, disorder or dysfunc- 
tion. Some services could perhaps circumvent the law by 
having a psychiatrist on staff, but this is merely a way of 
getting around things. Staff in housing programs for psy- 
chiatric patients can and do talk to individuals about how 
they are functioning. If a staff person notices symptoms 
increasing and gives some advice to the client based on 
these observations, would that person be in jeopardy of 
prosecution because the client places a great deal of reli- 
ance on the advice of this unregulated professional? 

In our working life, staff in mental health and addiction 
systems often relate to individuals their conclusions about 
disease, disorder or dysfunction. In fact, if this section is 
proclaimed, staff could be breaking the law and liable to 
fine or imprisonment. A number of individuals involved in 
the process indicated that there is no intent to close down 
existing programs. The concern, though, is what would 
judges think if the section was proclaimed as it is written? 

Another concern of the federation was subsection 
27.04 in the original drafting of the document which was 
presented in 1989, in other words, the harm document. The 
federation would like to reinforce the fact that this section 
has been removed and it should not be reintroduced. The 
harm section, aS it was written, would in all likelihood 
create more havoc in the mental health and addictions field 
because the section talks about offering treatment or ad- 
vice. In our business, on a daily basis, if not treat, we 
certainly offer advice to individuals. They do, I am sure, 
rely on that advice. 

I would urge you then not to reintroduce the harm 
clause. That is my presentation. 


Mr Owens: My question is for ministry staff, through 
the parliamentary assistant. My understanding is that, in 
terms of the order in which people seek treatment for their 
addictions, probably one of the last groups they see are 
physicians. They would seek out help from centres such as 
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this first, or through a pastor or a family member. How 
would this legislation under the diagnosis clause impact, in 
the ministry’s opinion, on the types of services these ad- 
diction centres would be carrying out? 


Mr Wessenger: I will ask staff to elaborate on that. 


Ms Bohnen: I think it is important to distinguish be- 
tween the two forms of assistance. First there is an individual 
seeking assistance with his behaviour—drinking too much, 
being addicted to a substance, be it alcohol or some other 
substance—and appropriately, as you say, following the 
usual course of seeking assistance from non-medical people, 
volunteers, professional addiction counsellors and so on. 
We do not believe the legislation would infringe on that. 

However, if an individual in addition to, or instead of, 
being aware of an addiction problem, suffers from physical 
symptoms such as—I am not expert enough to know what 
some of the physical signs of addiction might be, but let’s 
say signs of liver disease, more neurological symptoms, 
seizures, things like that, I think the Ministry of Health 
would expect an individual with those physical symptoms 
to seek medical assistance to determine whether the symp- 
toms of his liver disease are related to his addiction, or if 
he has some other problem. In any event, those symptoms 
will need medical management. 

This will not force people to go first and only to physi- 
cians for assistance with their addiction, but rather, yes, 
people will go to counsellors for addiction counselling and 
behavioural change and, yes, will continue to go to physi- 
cians where they also have medical problems related to 
their addiction. 


Mr Owens: If I can ask a supplementary, how would 
that relate to the psychiatric problems which can stem 
from addictions? I am not sure where I am heading on this 
but I just sense there is a real problem in separating the 
organic or the physiological addiction from the psychological 
aspect of the issue. 


Ms Bohnen: Remember, it is not as if this legislation 
were being put in place in a void. There is a functioning 
system that will continue to function, and I guess a minority 
of people will go to psychiatrists or their family physicians 
for help with the psychiatric symptoms of their addictions 
and most people will not. Most people will go to addiction 
counsellors, Alcoholics Anonymous and other agencies 
like that. That will not change. 


Mr Beer: Having a better sense of what it is you are 
doing on a day-to-day basis, in looking at your activities 
today, the role you play in working with a physician, with 
the people who come into your centre—I would see you 
are working primarily within a context where a diagnosis 
had been made by a psychiatrist, or in some setting such as 
that. While you would continue to communicate and dis- 
cuss various things, in no real sense could one say you 
were making the diagnosis, but rather that it was an assess- 
ment, and so on. How do you work today, and can you 
relate that to the concerns you expressed, and its impact on 
you if this went through? 

Mr Howse: A simple accounting which I can relate to 
you: We have had 800 people referred in the last year for 
an addiction problem, a number of them referred by family 
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physicians, for example, who want us to determine the 
extent of their addiction. My concern is that I am commu- 
nicating to an individual the extent of that addiction, and 
that is the wording in the legislation, or the proposed legis- 
lation, “communicating.” It does not say “diagnosis.” The 
old legislation maybe talked about diagnosis; this one just 
says “communicating a conclusion.” 

We, as unregulated professionals, often communicate 
conclusions to individuals for physicians, for example. 
Physicians do not have the expertise that we do in regard 
to alcohol and other drugs, and their psychological impact. 
They do not have the time to sit down. Our assessment 
takes upwards of three hours to complete. We are looking 
at not only physiological, but school or work issues; we 
are looking at education issues; we are looking at home 
life; we are looking at problems with the law. 

It is a psychosocial examination, a psychosocial assess- 
ment, it is not only physiological. That is only one part of 
the entire spectrum of problems people get into when they 
become addicted to drugs or alcohol. 

Mr Hope: My question, I guess, is going to be a con- 
tentious one, but I want to pose it to you. It is not only 
through marijuana and other things, there is also substance 
abuse and drug abuse through prescribed drugs. That is 
really going to jeopardize what is reflected in the Martin 
report dealing with the disabled community and the se- 
niors. If an individual says, “I am feeling very anti- 
depressed, or hyped up; I am addicted to something,” how 
is that going to work with the medical model, prescribing 
medication and at the same time pulling the person off that 
medication because of the addiction aspect. 
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Mr Howse: We are often dealing with individuals 
who have been using Valium, for example, for 20-odd 
years and they come to us and say, “I want to get off.” The | 
manuals that drug companies put out say, “Use it no more | 
than two weeks.” Another drug is Halcion, which is a | 
sleeping pill. “Use no more than two weeks,” and people 
have been on it for years. They come to us and they say, “I 
do not want to be on this medication any more.” We have | 
to get the doctor on side, and it is usually not a problem. It | 
effectively begins a process, in conjunction with physi- | 
cians, of weaning people off these medications that may | 
not be necessary. We find it an awful lot as well in the 
psychiatric client who is taking multitudes of drugs. Peo- | 
ple are taking drugs to combat symptoms of the drug they | 
are taking for their psychosis, for example. 

There is a number of reports, especially with women who 
are prescribed antidepressants—women are not necessarily | 
depressed—and not only antidepressants but Valium and | 
Librium as well. Women are coming to us and saying, | 
“Look, I want to operate in society without these drugs. | 
Can you help?” As I say, we talk to the physician, or the | 
patient will talk to the physician and say, “Look, I am| 
working with Simcoe Outreach Services, and I want to get | 
off these drugs.” They are usually quite co-operative. 

Mr Hope: Your diagnosis refers to the drug that is| 
causing the symptoms that the individual has? ! 

Mr Howse: Yes. 










} 
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The Chair: Thank you very much for your presenta- 
tion before the committee today. I have told most of the 
deputations that if you think of anything over the course of 
our deliberations that you feel might be helpful, or any 
information that you receive, please feel free to communi- 

cate with us in writing through our clerk. 


LABOURERS LOCAL 183 
MEMBERS’ BENEFIT FUND 
The Chair: I would now like to call Mr Murray Gold 
of the Labourers Local 183 Members’ Benefit Fund. 


Mr Gold: The 183 Members’ Benefit Fund is a multi- 
employer, jointly trusteed, labour-management health and 
welfare fund, one that delivers a variety of health and wel- 
fare benefits to members of the Labourers’ International 
Union of North America, Local 183. 

In 1979 it established a dental clinic as one means to 
deliver dental services in the most cost-effective, yet high- 
quality mode they could design. At this point, the clinic is 
_a substantial consumer of dental services. We are looking 
at about 15,000 patients a year who receive dental services 
in a manner that is suitable for them, in their own languages, 
and hours that are suitable to them, through a staff that 
comprises qualified professional practitioners including a 
dental administrator, 13 dentists, three dental hygienists, 19 
dental assistants and six receptionists and other clerical staff. 

The clinic itself delivers most dental services at its own 
premises at 1136 Dupont Street—all the basic services. It 
maintains relationships with outside professionals for spe- 
cialized services, people like orthodontists and periodontists. 

The clinic, to our knowledge, is a unique institution in 
‘Ontario, being a creature of the collective bargaining pro- 
cess, having participation from both labour and manage- 
ment, and delivering services as a large organized 
consumer of these professional dental services. In this 
way, it is able to obtain dental services at preferred rates 
because it offers practitioners a very steady workload, and 
does not compromise at all on the quality of delivery. 
Since it is a non-profit organization, the full benefit of 
those economies are passed on to the members. 

The perspective that we bring today is that of a large 
consumer of dental services, and we would just like to go 
over three areas where we have encountered some con- 
cern, and to draw those to your attention, particularly how 
the legislation would influence those areas. 

First of all, with respect to dental hygienists: Until the 
onset of this recession, the clinic experienced a chronic 
shortage of dental hygienists. We were simply not able to 
hire the number of dental hygienists we needed. As a con- 
‘sequence, dentists were hired to perform basic work, 
cleaning and scaling and conducting preliminary examina- 
tions that could easily have been performed by dental hy- 
gienists at a much lower cost. The recession has eased this 
‘supply crunch, but our fear is that it is temporary and once 
the recession lifts we will again be confronted with a 
shortage of hygienists. 

So we look to this legislation to see whether it puts in 
place institutions, rules and procedures that will allow the 
system to produce an adequate supply of dental hygien- 
ists. Our experience has been that the existing system for 





regulating supply is not adequate, and when we look at the 
new legislation we see a potential role for the advisory 
council. We see that its role as an independent third party 
in the health care process should be greatly enhanced. It 
should be given a much more directed consumer protec- 
tion mandate. Certainly one of the things we think they 
should be doing is monitoring the supply of health care 
professionals. This arises directly out of our concern and 
our experience with dental hygienists, but I am sure the 
observation can be applied more broadly. 

We would anticipate that, in reaching conclusions with 
respect to supply, the advisory council could consult with 
organizations such as our own and with others so policy- 
makers have a much firmer sense of where shortages are 
and what can be done about them. 

With respect to dentists, we have had one major concern 
develop over the past years. That relates to the necessity for 
us to compensate dentists on a fee-for-service basis. The rea- 
son we are compelled to pay a fee for service rather than to 
employ dentists on a salary basis is because of the rules of 
professional conduct adopted by the Royal College of Dental 
Surgeons of Ontario. They stipulate that it is professional 
misconduct for a dentist to be employed by an organiza- 
tion other than a government or a government agency or 
alternatively by a dentist. So we as a private clinic cannot 
employ dentists; we must engage them only on a fee-for- 
service basis and that has proved to be extremely expensive. 

When we look at the Health Professions Procedural 
Code, we see in section 90 that the councils regulating the 
various health care professions are still empowered to pass 
bylaws governing codes of ethics, that there is no require- 
ment for prior ministerial approval, nor is there a require- 
ment for the Lieutenant Governor in Council to approve 
the amendment pertaining to code of ethics until after it 
has been passed. 

We would suggest this is not appropriate and because 
measures contained in codes of ethics can be used to restrict 
supply or influence fee schedules, protect fee arrangements, 
any regulations pertaining to codes of professional ethics 
should be made only under section 91 of the Health Pro- 
fessions Procedural Code. If that change were made, then 
each such amendment would have to receive prior ministe- 
rial approval and would also require the approval of the 
Lieutenant Governor in Council before becoming effective. 
We see this as a very important issue. 

Finally, with respect to dental specialists, the biggest issue 
we have encountered, the most significant one, is cost. We do 
not supply orthodontal and periodontal services directly, 
but we have relationships with outside contractors, with 
outside professionals, and we know through our experi- 
ence this has been very expensive for them and that most 
consumers of dental services cannot afford to retain orth- 
odontists and periodontists. The reasons for the expense in 
this area may be several and may relate to the shortage of 
training spaces that are funded or the costs of specialized 
education after one goes through the dental program. We 
do not pretend the problem has a simple solution, but we 
do say it is a very serious one because orthodontal and 
periodontal specialist services are not accessible to a great 
number of people because of the cost of those services. 
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Once again we would urge a much stronger role for the 
advisory council in this area, a much stronger consumer pro- 
tection role that would empower and mandate the council to 
investigate and develop recommendations to make these spe- 
cialist services more accessible to ordinary consumers. 
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Our conclusions, our recommendations, are simple. We 
would urge that the advisory council’s mandate under sec- 
tion 11 be expanded so that it has an express consumer 
protection mandate to promote consumer access to private 
health care at affordable prices, to monitor the supply of, 
and demand for health care professionals, to make recom- 
mendations to the minister with respect to such regulatory 
educational funding changes as may be required in order to 
meet consumer demand at affordable prices, and to review 
the impact of technological change on the appropriate divi- 
sion of responsibilities between health care professionals 
such as hygienists and dentists, for example. 

We would also recommend that councils not be able to 
pass bylaws with respect to professional ethical standards 
without prior ministerial approval, and that the power to 
pass such regulations be transferred from section 90 of the 
code to section 91 so that prior ministerial approval and 
approval by the Lieutenant Governor in Council will be 
required prior to the amendment being effective. 


Mr Wessenger: I think we can give you some clarifi- 
cation on some of the points you raised. I am going to ask 
legislative counsel to do that now. 


Ms Bohnen: This concerns the point you raised about 
the prohibition in the dental regulation forbidding dentists 
to work as employees of most agencies. In fact that prohi- 
bition appears in the definition of professional misconduct, 
not in a code of ethics. Under this legislation, as under the 
Health Disciplines Act, it is a regulation that the minister 
must give prior review to and must be approved by the 
Lieutenant Governor in Council. Once this legislation is in 
place, all of these regulations will eventually be reviewed 
by the Health Professions Regulatory Advisory Council in 
any event: so it may be that your concern that they get 
public government scrutiny and review will be achieved 
that way. 


Mr Gold: I did not appreciate that. Thank you for that 
clarification. 


The Chair: If there is any additional information you 
have that you think would be helpful to committee mem- 
bers, we would appreciate it if you would communicate 
with us in writing. Thank you. 


CANADIAN SOCIETY 
FOR ENVIRONMENTAL MEDICINE 
The Chair: I would like to call the Canadian Society 
for Environmental Medicine. 


Dr Krop: I am Dr Jozef Krop, representing the Cana- 
dian Society for Environmental Medicine as their secretary 
and advocate, together with Dr Phillip Bright, treasurer. 
Briefly, the purpose of our society, set out in more detail in 
appendix B to this submission, is to promote the good 
health and wellbeing of the people of Ontario through the 
improvement of the environment in which they live, and 


through promotion of public understanding and awareness of 
the effect of the environment on the state of human health. 

Specifically, we are advocating today the inclusion of the 
following clause which is modelled on recently introduced 
legislation in the state of Alaska, namely: 

“No disciplinary body of any college constituted under 
the RHPA, as a regulatory body, may base a finding of pro- 
fessional incompetence or negligence or failure to maintain 
the standards of the profession, solely on the basis that a 
registrant’s practice is experimental or unconventional, in 
the absence of demonstrable physical harm to a patient.” 

Other jurisdictions have also recently enacted similar 
legislation. Samples of analogous legislation are appended 
hereto in appendix A. Other states, such as California, 
Texas, New York and New Jersey are in the process of 
preparing similar legislation. 

Our rationale for inclusion of this clause is consistent 
with the principles of freedom of choice and freedom to be 
innovative inherent in the tradition of western society. 
Both patient and doctor should have access to treatment 
modalities judged on their efficacy, not on whether they fit 
current dogma. We are aware that the present government, 
like the physician members of our society, is concerned 
about four aspects of health care: first, enhancement of 
quality of care; second, enhanced protection of the public; 
third, increased attention to the role of environmental fac-— 
tors in health, and fourth, improved cost-benefit ratio in 
health care delivery. | 

These are high priorities and intimately interwoven with 
our core objectives as a society and as individual practi- 
tioners. We believe they are also parts of the agenda that 
are accorded a high priority with the present government, | 
as well as the opposition parties. We will demonstrate 
briefly below, in terms of the scientific literature and other 
monographs available, how we believe that inclusion of 
the above proposed clauses can be beneficial in achieving 
these objectives. 

The first would be enhancement of the quality of care. 
Appropriate concern for, and working knowledge of, the 
principles of environmental medicine are present in the 
government. In 1984, in response to growing public con- 
cern about hypersensitivity of some individuals to environ- 
mental exposures, the Ontario Ministry of Health 
established a committee to study environmental hypersen- 
sitivity disorder, chaired by Judge George Thomson, the 
present Deputy Minister of Labour and the principal author 
of its report published in 1985. It is attached in appendix C. 
Since its publication, the working operational definition of | 
the syndrome known as environmental hypersensitivity 
syndrome, found on page 17 of the report, has become a | 
standard, comprehensible to the lay person, sufficiently 
precise for the professional, and cited repeatedly in subse- 
quent reports and texts as the authoritative definition. 

The committee’s chapter on professional debate, page | 
266, indicated their increasing dismay “at the polarized | 
and adversarial positions being taken in the United States 
on the issue” and unease at increasing realization “that the 
same hardening of attitude is taking place in Ontario.” 
They also believed that “confidence in the health care system 
is eroded when productive dialogue between different 
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medical specialists disappears, or is replaced by acrimonious 
debate before a confused public.” 

One way out of this dilemma is through the inclusion 
| of the clause referred to above, which could provide an 
atmosphere of openness and sharing of information among 
health practitioners from different backgrounds, training 
_and practice profiles. It would eliminate the fear of practi- 
tioners to explore new modalities of treatment. 
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A correct understanding of environmental hypersensi- 
tivity disorder would eliminate the unnecessary stigma of 
psychiatric or psychosomatic diagnosis attached to those 
suffering the disorder. With further understanding and edu- 
cation, the medical profession, company doctors, and 
WCB physicians would be able to recognize the valid 
grounds that environmentally sensitive patients have for 
collecting disability pensions. Similarly, secondary insur- 
ance Carriers would recognize the necessity to reimburse 
appropriate therapists. 

The Ministry of Health could continue to be a leader in 
funding research, interdisciplinary conferences and educa- 
tion efforts. The salient distinctions between belief systems 
and approaches of environmental medicine and other med- 
ical approaches is summarized on page 22 of Ashford and 
Miller’s book, Chemical Exposures: Low Levels, High 
Stakes, based on their report to the New Jersey State De- 
partment of Health in 1989, the whole of which is attached 
hereto as appendix D. 

Implementation of their recommendation in chapter 6, 
page 147, would, we believe, result in a higher level of 
protection of the public. That brings us to our next head- 
ing, which is “Enhanced Protection of the Public.” The 
biggest single issue under this heading is freedom of 
choice by patients to select the practitioner of their choice. 
Our responsibility, in participating each in his or her own 
way in this legislative process, is to frame legislation in 
which all models and aspects of diagnosis and treatment 
are presented to the patient so that he or she can make 
informed choices. 

The model used by environmental physicians is to in- 
volve the patient in the process of diagnosis and choice of 
treatment as much as possible, and to empower him or her 
to participate as the partner in the healing process. Our 
model is not paternalistic or authoritarian. Each individual 
has multiple variables influencing his or her health. It is 
advantageous for the patient to assist in formulating the 
plan of care so that commitment can be made to following 
through in improving the level of health. This is the basis 
for preventive medicine. 

We know today that approximately 20% of patients seek 
complementary or non-allopathic healing methods, such as 
‘acupuncture, homoeopathy and nutritional therapy. If phy- 
sicians felt free to learn about other modes of therapy, 
some worthwhile and complementary techniques could be 
developed. Such treatment could be administered—or at 
least monitored—by the licensed physician with a special 
interest in these areas to avoid risk of harm to the patient. 

Protection of the public implies protecting the rights of 
the physician in any of the medical disciplines to investi- 
gate and initiate new ideas and modalities of diagnosis or 








treatment in order to improve the quality of health of his or 
her patient, without fear of censure by colleagues. The 
inclusion of the proposed clause may also encourage phy- 
sician interest groups to call on the College of Physicians 
and Surgeons of Ontario to assist in developing and dis- 
seminating helpful guidelines for practice in the new or 
difficult areas of medicine. 

This leads us to the third aspect of health care, which is 
increased attention to the role of environmental factors in 
health. We are sure that this committee is aware of growing 
evidence that environmental pollution affects not only the 
health of the trees and other animal species, but of humans as 
well. From the ozone holes to acid rain to organophosphate 
pesticides to toxic dumping to the sick-building syndrome 
and electromagnetic radiation, there is an overwhelming 
link between our polluted environment and the increase in 
chronic debilitating disease leading to lower productivity, 
poor quality of life and skyrocketing health care costs. Some 
material from the World Commission on Environment and 
Development relating to this is appended as appendix G. 

Indeed, the former minister, and chairperson of this very 
committee, Mrs Elinor Caplan, said, and I quote, “Unlike 
the contagious diseases of old, the major health threats our 
society faces are largely attributable to environmental and 
lifestyle concerns.” Doctors’ offices are filled with patients 
complaining of chronic fatigue, insomnia, memory disor- 
ders, difficulties in concentration in certain environments, 
chronic depressions, muscle and joint aches, gastro-intesti- 
nal disorders, etc. Greater recognition has been given to 
the role of environmental factors in recent years. 

In addition to the previously mentioned report of 
Thomson’s committee, there is also a Survey of the Medi- 
cal Impact on Environmentally Sensitive People of a 
Change in Habitat, by Dr Barron, in 1990, as research for 
the Canada Mortgage and Housing Corp., appended hereto 
as appendix E, as well as a January 1991 report of the 
proceedings of the Environmental Sensitivities Workshop, 
a publication of Health and Welfare Canada, which is ap- 
pended as appendix F. 

Every major employer and educational institution in 
Ontario could benefit from the knowledge gathered by re- 
searchers and practitioners of environmental medicine. In- 
clusion of the proposed clause would free all regulated 
practitioners to leam about the environmental impact on 
health, exchange ideas and information, and implement ef- 
fective and available treatment modalities in their practices. 

The last aspect of health care with which every Ontar- 
ian is concerned is improved cost-benefit ratio in health 
delivery. Prescriptions, genetic engineering and more 
transplants will not solve the underlying causes either to 
our health disorders or health budget problems. An ounce 
of prevention is still worth more than a pound of cure. 
While much cost-benefit research dwells exclusively on 
the fiscal consequences of different health care delivery 
plans, we are concerned also that the social and health 
benefits to the patients are increased. 

Environmental physicians emphasize the uniqueness of 
each patient. We begin with a detailed environmental history 
of the patient which is often sufficient to discover the cause 
of ailment and reduce the need for costly and potentially 
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dangerous X-rays and tests, not to mention treatments. We 
counsel patients in a healthier lifestyle and diet, indicating 
ways to clean their immediate environment at home and 
seek co-operation in an environmental assessment at the 
workplace or school to determine and reduce the total 
toxic load, including such factors as electromagnetic radia- 
tion, moulds, air, water and noise pollution, to make these 
places safer, healthier and more productive. 

We are also put in the position of having to act as 
patient advocates to assist in obtaining reimbursements for 
out-of-the-country treatment and/or other social benefits 
which are routinely available to patients using conventional 
treatments. Our time and expertise, as well as public 
money, could be better spent by incorporating the princi- 
ples of environmental medicine to the disciplines of com- 
munity health centres and setting up an environmental 
health unit in Ontario so that patients who are acutely sen- 
sitive do not need to travel to the United States or England 
for specialized treatment. 

The cost-effectiveness of employing environmental med- 
icine is staggering. Studies in appendix H show that the two 
goals of lower costs and increased benefits can be harmo- 
niously and simultaneously achieved. We feel that inclu- 
sion of the proposed clause would improve a multilevelled 
and multidisciplined approach to helping patients lead 
fuller lives, which is in total harmony with the recently pub- 
lished report of the Premier’s Council on Health Strategy. 
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In conclusion, we heartily underline all of the recom- 
mendations in the eight appendices attached to this sub- 
mission, drawing them to your attention in this format and 
recommending them again. We feel that inclusion of the 
clause as set out in the preamble and handout will be a 
concrete step in achieving the best health care for 
Ontarians. It will free every responsible health practitioner 
and informed patient to seek the treatment model best 
Suited to individual patient needs. Madam Chairperson, 
this is our conclusion and we invite any questions. 


The Chair: Thank you very much for your presenta- 
tion. We appreciate you coming before the committee 
today. A very thoughtful brief. If you have any additional 
information, I know that you will feel free to submit it to 
the committee. 


Mr Jackson: I notice you acknowledge the jurisdic- 
tion of Alaska as having recognized the unique nature of 
environmental health concerns. Are there any other juris- 
dictions that you can reference? I have not had the oppor- 
tunity to go through, but if you could just for the record 
indicate those. 


Dr Krop: Exactly the same legislation was put 
through in the state of Washington. Excerpts from it are in 
appendix A. To my information, New Jersey, New York, 
Texas and California are looking to do the same thing. 


Mr Jackson: Any off-continent, to your knowledge? 


Dr Krop: No, but there is one different approach to 
this problem. I am from eastern Europe and there, as a 
medical practitioner, I was free to implement any type of 
therapy, as long as that therapy did not harm the patient. I 


think it would be very important if this country had the 
same type of system. 


Dr Bright: This is probably true in Britain, where 
complementary systems do work hand in hand. For exam- 
ple, in the national health care system there are not only 
allopathic hospitals but also homoeopathic hospitals and 
they function side by side. In fact, the royal family is a 
great supporter of homoeopathic techniques and treat- 
ments. I think basically there may be a slightly more en- 
lightened atmosphere in Europe than there is at this time in 
North America and Canada. 


Mr Jackson: I am familiar with the Yugoslavian 
health care system. That is an obscure story, but I am quite 
familiar with their interrelationship and some of the work 
they have done in this area. I just wondered if they were 
moving to a more regulatory model or if it is simply the 
success of certain modalities and their ability to work side 
by side with “more traditional forms of medicine.” 


Dr Krop: I am not aware of all these things. But re- 
cently I was involved in an environmental conference which 
was organized from here in Canada, with some participants 
from the United States and Japan, and took place in Po- 
land. They at the present time are looking into the creation 


of a department of environmental medicine in their medical — 


school, since they recognize the great impact of pollution 
on the health of the people. We have been very welcome 
there because we gave them a different understanding of 


the problems. They are looking mostly at toxicity. We here — 
are looking from the point of view of toxicity and sensitiv- 


ity, they did not realize yet, but I think it will come. 


Mr Jackson: For the record, I want to indicate that 
the Halton Board of Education was the first school board — 


in Ontario to develop an environmentally sensitive teach- 
ing environment, and it is very successful. It is very expen- 
sive, but it is very successful in allowing children in 
Halton region, and other children who are brought in, to 
experience their education without illnesses. So we are 
moving towards that. 


The Chair: Thank you very much, Mr Jackson. 
Mr Jackson: Thank you. I knew you were interested. 


COLON THERAPISTS ASSOCIATION 
OF ONTARIO 
The Chair: I would like to call next the Colon Thera- 
pists Association of Ontario. 


Ms Towns: I am Barbara Towns. I am a registered 
nurse and a colon therapist. I represent the Colon Therapists 
Association of Ontario. Colon therapy is a topic that is 
often difficult to talk about. People do not like to talk 
about having bowel movements, but this is what this treat- 


ment is about. We colon therapists do cleansing of the — 
large intestine. It may make some people feel uncomfort- | 


able to have this conversation, but it is necessary. 

There are about 500 colon therapists in Canada, about 
150 in Ontario. I have been a colon therapist for 10 years. I 
have seen thousands of patients. There is a great concern 


being brought to our attention from the patients themselves 
that it may come to pass, in the very near future, that they | 
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may not be able to get the therapy they want and need 
unless it is ordered by a physician. 

The last time I spoke before this committee—not this 
whole committee but some of the people here—I brought 
forth the idea that most medical doctors do not know much 

about colon therapy. They do not know how it is per- 
formed. They do not know why it is done or why patients 
get a colonic. But across the board, because it is an alterna- 
tive therapy, they pretty much say that it is not beneficial 
and advise their patients against it. In effect, if it comes to 
pass that a patient will only be able to get a colonic if a 
physician orders it, basically they are not going to be able 
to get a colonic. 

There are several concerns we have and I could under- 
stand that a body such as this would have them. It is an 
invasive therapy in some ways. We use water that is intro- 
duced into the bowel, very gently, but it is done at this 
point in time by a variety of different people. I am an RN. 
Some colon therapists are registered nurses. There are 
laypeople doing colonic irrigations at this time. 

We have appealed to the Ministry of Health to be rec- 
ognized and regulated. We have not had much satisfaction 
in that line. We feel this is important. This is a safe treat- 
ment, as many treatments are, when it is done properly, 
when there is proper surgical sterilization, when the tech- 
nique is done in a gentle and judicious manner. Any treat- 
ment is detrimental if it is not done properly; so part of 
what this paper you are now getting has attempted to do is 
to put forth how we believe this treatment can be con- 
ducted in a safe manner. 


Mr Basen: May I interject here? My name is Lionel 
Basen. We have met Mrs Caplan and Linda. I am the 
chairman of this group, the Natural Therapies and Products 
Coalition. We represent a number of groups, the colon 
therapists being one of them. They are the one we are the 
most concerned about, because the new legislation is going 
to put this therapy, which has been around some 3,500 
years—this is not a new whacko type of money-making 
venture; it has been around for 3,500 years. It was prac- 
tised by the medical profession up to something like 40 to 
45 years ago; it was practised at St Michael’s Hospital. It 
has not been proven to be a bad treatment; it is just not the 
type of treatment the average medical doctor today feels 
comfortable with. He would much prefer to give tablets 
and do surgery and the up-to-date types of treatment, as 
Opposed to suggesting that you get a super-duper enema, 
which in effect is what this is. It is certainly more than 
that—it is washing of the complete colon. 
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The presentation you have in front of you explains 
the—I was going to say the ins and the outs but—general 
therapy. We are very concerned that if the legislation goes 
through as suggested, the medical profession will have, 
again, complete control of a situation they do not believe 
in, much like osteopathy and many other things that over 
the years they have taken control over. And it will die in its 
legal form. It will not stop it; it will still take place, just as 
abortions take place. We are talking about something cer- 
tainly much removed from that, but it would be the same 
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situation. It would go underground. It would still be there; 
it just would not be controlled. It would not in any way be 
regulated, and we are very concerned about that. 

What we are looking for is an exemption, just as you 
have exempted acupuncture, or are in the process of ex- 
empting acupunture. We certainly would look to having 
some form of regulation in the future. We would like to 
enter into negotiation with the ministry because we feel 
that anything that is taken by the general public requires 
some control. However, this is not control; this is wiping it 
out. The users of this therapy have a very real fear that it is 
going to become illegal. 


Ms Towns: I am a simple colon therapist. I am a 
nurse. I love my work. I do this every single day. I have 
been doing it for 10 years. It is the most rewarding work 
that I have ever done. This is why I became a nurse. This is 
preventive medicine. I spend most of my day helping peo- 
ple learn how to eat properly and eliminate properly. 

If it comes to pass that only a physician can order this, 
many people who go to their physicians with simple prob- 
lems like gas or because they have a bowel movement only 
once a week, when they go their physicians, usually the 
doctor will tell them to take Metamucil or to eat more fiber, 
and that is it. He sends them on their way. A lot of people 
that I have coming in to see me, say: “Now what do I do? I 
still can’t go. I don’t want to take laxatives. I don’t want to 
get dependent on enemas.” And this is very different. 

There is a distinction between an enema and a colonic. 
With an enema, you fill up with a large amount of water and 
you retain that water for a period of time, generally 5, 10, 15 
minutes. That stretches the bowel wall and if you do this 
over a prolonged period of time, the elasticity of the wall 
may become damaged, so that people can actually become 
dependent on enemas. Perfectly honestly, if a colonic was 
done in an injudicious manner over a long period of time, 
a very long treatment, .possibly a person could become 
addicted to a colonic as well, and only be able to have a 
bowel movement after colonic. That is not proper technique. 
When it is done properly, a colonic is actually a wash. The 
water flows in and the water flows out, and it carries the 
waste away. It actually stimulates the wall of the bowel. 

I am going to give you a few examples. I hope you are 
not completely grossed out by this, but I have an older 
woman who came to me, and who for 40 years had been 
constipated. She had been to her doctor and he told her to 
take laxatives and Metamucil. She tried everything, and 
she was still constipated, some days better, some days not 
so good. After three treatments, she came back and said, 
“This is it?” She is going every single day. Three measly 
little treatments. Now, that was not only the colonic. I also 
talked to her about simple things, eating, drinking water, 
having some salad and getting the bowel cleaned out 
enough so she could have regular movements. I have not 
seen her in months. She came back one time—this was 
several years ago—and said, “I went out and did some 
things, ate cheese and so on,” and she got constipated 
again and went on her merry way again. This woman said: 
“I suffered for 40 years; I didn’t have to. Why didn’t 
someone else ever tell me this, after all the complaints I 
have had and gone to doctors?” 
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If the physicians would only listen to their patients. 
Being a nurse, this is adjunctive to and a part of medical 
treatment as far as I am concerned, but it does not have to 
be exclusive to medical treatment. I think that is the point. 
The Canadian public should be able to decide to some 
degree what types of treatments they need and want. They 
should not have to have a Big Brother doctor telling them 
it is okay for them to get a colonic irrigation. I think a lot 
of the patients I have spoken to find that personally insult- 
ing and degrading. 

Mr Johnson: I find this presentation particularly in- 
teresting. In fact, the whole process of these hearings has 
been particularly interesting and most educational. I did 
not know anything about colonic hydrotherapy until I 
heard it today. I certainly am aware of what enemas are 
and I know they have been around for a long time as well. 

You mention a very important fact, that personal health 
education is very important. I do not want to misinterpret 
this, but it sounds like this could be, rather than preventive, 
more an answer to a problem, but that may not be so. 

I am curious to know how many people—because I 
have never heard of this before; None of my colleagues or 
friends say, “Boy, I had a great colonic therapy today”—I 
was wondering how widespread is this knowledge and 
how frequent; you said 150 in Ontario, but where is this 
practised most widely? 


Ms Towns: Toronto. In Ontario, the bigger communities 
certainly have the greater population. I have been doing this 
for 10 years in Toronto. I see on average around 60 pa- 
tients a week, maybe 70. Now this is turnover, this is not— 


Mr Johnson: They are not repeats. 


Ms Towns: No, they may come for one, two or three 
treatments and then they are on their merry way. So there 
is quite a large turnover of people. This is not something 
that is discussed a lot. People wait until they know some- 
body really well before they tell them. You may know 
people who have had colonics, they just have not told you 
that they have had them. 


Mr Johnson: It is not something you discuss around 
the dinner table. 


Ms Towns: No, but it does make people feel really good. 


Mr Jackson: I am familiar with the procedure and I 
was anxious to know the basis of your referrals, since the 
primary concern here is the referral base and the limitations 
on referrals. Give us a quick run-down of where you get your 
referrals now and how much of that is medically referred. 


Ms Towns: The referral generally is word of mouth. 
We do not advertise. When I started working at the clinic 
we put one flyer out saying we had opened, that was it. 
Everything else has been one person telling another per- 
son. In the 10 years I have been working I have had maybe 
three referrals from a doctor. One was a man who had a 
barium enema. They found a mass in the barium enema; 
they could not get the barium to go in. The man was famil- 
iar with colonics and asked his physician if it would be 
okay, before they did surgery, which was what they were 
recommending, if he could have a series of colonics and 
then have another barium enema. That was one of the 


referrals. The man did not have a tumour, it was merely 
impaction. His next barium enema was completely clear. 
The man did not have to have surgery. 


Mr Jackson: I am familiar with some of these stories 
and I wonder whom you have talked to in terms of this 
legislation, officially, from the government and what feed- 
back have you gotten on the subject. Whom have you 
approached and what have they said? 
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Ms Towns: The only other meeting we have had was 
in 1989 with the Ministry of Health. 


Mr Basen: Mrs Caplan was there and Linda Bohnen 
and a variety of other people from the ministry, and Alan 
Burrows. We had explained the situation and, as you are 
probably aware, there was a lot of reluctance to change 
many parts of this legislation. There was a catch-all phrase 
in there that virtually made anything other than the 24 
groups illegal. That catch-all phrase has been dropped. I do 
not think it was intentional. I understood the reason it was 
in there, but unfortunately the ministry did not realize 
when it put it, in the extent of the damage it could do. 

We understand the reluctance to have some sort of ex- 
emption for colonic therapy. It is not wrong to have regula- 
tion for it, but to wipe it out is another story. We would 
like exemption for a time and we would like very much to 
sit down with the ministry and work out some area where | 
it makes it as safe a situation as it can be. Giving aspirin is | 
not a safe situation; giving herbs in the health food store is | 
not a safe situation. There is some risk with virtually any- 
thing you do. There is not a lot of risk with colonics. | 


Mrs McLeod: I will ask two very brief questions. 
First of all, would you be able to tell me specifically which — 
controlled acts prohibit your practice independently? 


Mr Basen: The medical act. 


Mrs McLeod: But there are a number of specifically 
controlled acts under the— 


Mr Basen: Any invasive procedure, anything beyoug’ 
the anal verge. 


Mrs McLeod: I was quickly trying to read through 
the brief you have presented. You have indicated a number 
of areas in which colonic hydrotherapy would be indicated 
and a number of others in which it would be indicated | 
under prescription and direct supervision, as well as con- | 
traindications. I wonder if you could say a word about how | 
you can make decisions whether it is indicated only with 
supervision or whether it is not indicated at all without full : 
diagnostic procedures. 


Ms Towns: The majority of people who come for a 
colonic generally come because they are constipated. Peo- 
ple who come with some type of bowel disorder, colitis, 
Crohn’s disease, they usually have been to a physician’ 
already and have been diagnosed. Those people would def- | 
initely be sent back to their physician to have the physician 
okay that treatment. 

Generally it has been my experience that people who 
are having severe bowel problems do not come to us first. 
They seek help from their physicians. Certainly we would 
never do a colonic on someone who has had bleeding or | 
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who had severe pain. I think it would be a judgement that 
would be made by the therapist, hopefully a therapist who 
s properly educated and has a sense of the severity of the 
situation. Generally, the way they are taught is that when 
n doubt, just do not do it. 


The Chair: Thank you very much for your presenta- 
ion before the committee today. I know you are aware that 
f there is additional information you would like to present 
0 the committee you can do so in writing through the 
sourse of our deliberations. 


ATTENDANT CARE ACTION COALITION PLUS 


The Chair: I would like to call now Attendant Care 
Action Coalition Plus. Please introduce yourselves to the 
*ommittee. | am aware that you have some written material 
hat will be submitted following your presentation. 


Mr Parker: My name is Jan Parker and I am a con- 
sumer of attendant services. Before I refer to the few pages 
xf my paper, I want to say that I was injured in a diving 
iccident in 1974. I dived into a lake and hit the bottom of a 
yeach. I spent a year, which is typical—or maybe on the 
short side, actually—in hospitals and in rehabilitation hos- 
vital. Since 1975 I have lived in the community and fairly 
ndependently as well, receiving and organizing attendants 
o do things for me that I cannot physically do with my 
ywn hands, since I do not have good use of my hands. By 
he way, were I injured just slightly farther down in my 
yack rather than my neck, I would still be requiring some 
vf the kinds of procedures that I use, yet I would have 
ood hands and be able to do them for myself. So I have 
in attendant who acts as my hands for me. 

I worked for the Ontario government, for a few years 
ind especially in 1981, the international year of disabled 
versons. That is 10 years ago now and I invented the slo- 
ran, “Label Us Able” at that time, which was the slogan 
or the whole government to show how able disabled peo- 
le really are. I do not want to be sensational, but I fear 
hat if the bill goes through it might in some ways leave us 
aying, “Label us sick” and I think that would be a really 
infortunate and unintentional achievement of the bill. 

I am here on behalf of the Attendant Care Action Co- 
lition Plus. We are a coalition of consumers of attendant 
ervices and supporting organizations across Ontario who 
vant to bring about improvements and new options in at- 
endant care services or attendant services for persons with 
Ihysical disabilities. We want our attendant services. My 
olleague, Hazel Self, is handing out copies of my paper. I 
vill continue. 

Attendant services, as I said, are essentially what people 
lo for me, acting as my own hands and legs. In our case, 
te responsibility for what is done lies with us, the con- 
umers. The onus regarding how things are done, when 
ley are done and whether they are done to my satisfaction 
nd to the quality I need, rests with me. It does not rest 
vith anybody else or any organization which may help 
tganize the services I use. 

By the way, both Hazel and I are on the board of directors 
fan organization which arranges attendant services, so we 
ee the issue from many sides. We see the issues from the 
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side of consumers as well as organizers and the people 
who are legally responsible for such services. 

Why are we here? Well, it is the perception of many of 
our members and related organizations that Bill 43, the 
Regulated Health Professions Act as currently worded, ap- 
pears to intrude on some common and long-standing prac- 
tices in attendant services, and they are indeed 
long-standing. People have had attendant services at least 
since the end of the Second World War and they have been 
publicly funded in Ontario at least since the mid-1970s. 

There is a perception that Bill 43 appears to apply to 
attendant services. The bill is perceived, rightly or 
wrongly, by general readers to do two things: (1) to define 
putting an instrument, hand or finger beyond bodily ori- 
fices as controlled acts, and (2) to place a restriction on 
those acts that they may be performed only by authorized 
health professionals. That in fact is not the intention of the 
bill. The general reader does not see that this definition and 
restriction of controlled acts applies only in the course of 
providing health care, so there is the distinction: health 
services, attendant services. 

The people involved with attendant services, whether 
consumers, attendants, managers, board members or insur- 
ance companies, will generally be led to believe that the 
bill is making these acts illegal for attendants to perform. 

There is at present no clarification to the contrary in the 
bill. For example, it is not explicit that certain acts in the 
course of providing attendant services, not being health 
care, would therefore be exempted. Indeed, there is no 
definition of health care in the bill anyway, so confusion 
naturally arises about the limits of its scope. 
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The bill identifies certain procedures as controlled acts 
in health care, but it should be spelled out that these very 
same procedures are carried out in attendant services as— 
and this is important—routine practices with a history of 
government policy and government funding. There would 
be a real danger if these acts, through silence in the bill, 
were generally misunderstood to be medical or health care 
acts alone. Further, it would be a disaster if these acts were 
then made illegal in attendant services. 

It is unfortunate that a lack of clarity about the limits of 
health care is involved here, because it is an issue that hits 
too close to home for people who have disabilities—I am 
on page 3 if you wish to look, the last paragraph—and 
where, after all the public education campaigns, there still 
exists confusion about our health status in the minds of the 
general public. It is not known widely enough that many 
disabled people have for a long time lived very indepen- 
dently of medical systems and institutionalized services, 
and we want to remain independent and in control of our 
Own services. 

Disabled persons living in the community are neither 
sick nor do we wish to be perceived as such, and this act 
gives the perception of such. That is why it is a danger to 
us. The routines we as individuals perform daily or have 
assistance to perform, are routine activities of living for us. 
We do not want them to be defined as medical acts or 
controlled acts or health care. 
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What controlled acts are involved in attendant ser- 
vices? Well, the procedures we are talking about here in- 
clude, for example, going to the toilet and urination. Going 
to toilet by suppositories or enemas or other methods, 
using a catheter for urination, maintaining assisted breath- 
ing or even things like inserting a tampon. Some people 
simply cannot do it for themselves. These are the kinds of 
things that are totally routine within the daily lives of 
many people who have disabilities. 

There is quite a spinoff already to the confusion which 
exists. It is happening already that, in new organizations or 
where medical people have a say in management or on the 
boards of these organizations, they now believe it is illegal 
to provide attendants for bowel and bladder care. They 
believe their insurance will not cover them. Confusion is 
currently causing some organizations, especially in the 
north, to deny consumers routine bowel and bladder assis- 
tance, or to set up their services in such a way that they do 
not provide that. This causes, of course, stress and inflexi- 
bility to the consumer. It really makes their lifestyle depen- 
dent on somebody else rather than having the same person 
get them dressed who would help them on the toilet or 
help make their lunch. If you have to wait around for 
somebody else to come in and do something, it causes a lot 
of problems and also causes the inflexibility of having to 
wait for some so-called professional person, whereas if it 
is an attendant whom we train ourselves, they are much 
more available to us to suit our own lifestyles. It could also 
put attendants out of work and cause considerable expense 
to the public purse. 

While we wish to see an amendment in the bill, we 
have been promised regulation, but we do not feel that is 
sufficient. The bill, after all, is the first and last reading 
many people around attendant services will do. It is imper- 
ative that the bill be clear. It would be grossly unjust in the 
bill to define as illegal what disabled people have for years 
done daily. Regulation would require consultation and dis- 
cussion all over again. Regulation does not give us protec- 
tion from the minister’s pen, any changes could be made in 
the future. It is just not fair to make it appear these are 
medical acts where in the past they were not medical acts. 

Who supports our amendment? We have a long list 
here. ACAC Plus drafted it together with the Ontario Med- 
ical Association, the College of Nurses of Ontario, the 
Centre for Independent Living in Toronto, the Advocacy 
Resource Centre for the Handicapped, the Committee for 
Independence in Living and Breathing, and a representa- 
tive from the Ministry of Community and Social Services. 
In addition, it is endorsed by the Registered Nurses’ Asso- 
ciation of Ontario, the Ontario Physiotherapy Association, 
the Ontario Society of Occupational Therapists, Cheshire 
Homes Foundation, the Clarendon Foundation, whom you 
heard yesterday, Three Trilliums Community Place, whom 
you have heard. It is also endorsed, I am quite sure, by 
most other organizations involved with attendant services. 
Our amendment is listed at the top of the next page. 

Subsection 26(4): “An act by a person which comes 
within paragraph 5 or 6 of subsection (2) is not a contra- 
vention of subsection (1) if the act is done in the course of 
providing for a person physical assistance with routine 
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activities of living which the person would otherwise do if 
the person were able to do so.” 

Why is the amendment in the public interest? It woul¢ 
correct the confusion which unintentionally is now cre- 
ated. It would recognize the important role that consumers 
attach to attendant services. Attendant services work as 
they are. The quality of service is good because it is tai- 
lored by the individual to meet his or her own individual 
needs. The consumer is satisfied with questions of health 
safety, and, as I have said, we would be severely limitec 
otherwise. The cost to the taxpayer of any other system 
would far outweigh what we have now. Hazel, would you 
say a few words? 


Miss Self: I have been using the attendant services fot 
12 years. I have spinal cord injury, and therefore I have an 
indwelling Foley catheter which drains the bladder. I train 
my own attendants or anyone to assist me with that, and 
already I am getting questions saying, “Well, am I still 
allowed to do this?” or “Is it illegal for me?” This is what 
is happening at the grass-roots level. As Ian said, it was 
never the intention of the bill, of course, to produce this 
sort of meaning, but this is how people are interpreting it. 
Over the last 12 years, there has never been one problem 
with one person who has assisted me in this procedure. 


But they are very worried, so we want to see this thing 


taken care of in a way that I can point to it and say, “Look, 
it’s okay, you can carry on what you’re doing,” and I can 
live happily ever after. 

Mrs McLeod: Your amendment seems like an emi- 
nently sensible and clearly written way of dealing with the 
problem. Can I ask you directly whether there have been 
any objections raised about the specific wording of the 
amendment you propose? | 

Mr Parker: No, there have not. It was put before 
those organizations on our behalf by the Ontario Medical 
Association, and there have not been any changes in the 
wording whatsoever. 


Mr Hope: How do you rest assured that quality assur- 
ance is there, in some of the day-to-day routines? How do 
you know whether you are getting the proper service? 


Miss Self: It is in my hands. The quality is in my 
hands. I direct the person assisting me step by step, and 
that is how I want the quality to be, resting with me. It is my 
responsibility. That is the whole foundation of attendan 
services. That is how it was formulated in the beginning 
That was the arrangement with the ministry. That is what il 
has been built on. For people receiving the service, one of 
the main priorities of eligibility is that you do direct. As 
soon as you pass responsibility over to the person provid- 
ing assistance, it changes the whole scene, and it does nol 
work that way anyway. I want to be the one in control. 

Mr Hope: What I was getting at specifically is deal 
with the insertion of the catheter. 

Miss Self: Maybe I will describe that, because that is 4 
clear example. In a hospital, for example, it is taught as 4 
very Sterile procedure. It is certainly done by a registered 
nurse or someone qualified to do it. They are responsibl 
for the outcome, and the patient is a passive recipient of 
what is happening. In my situation, I do not use the sam 
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orocedure at all; it is just a clean technique. Basically, I 
yay for the catheters, which are $15 apiece. You do not 
hrow them out each time. I change it every day. In fact, I 
‘euse them, which you would never do in hospital. My 
echnique is totally different. I have never had a bladder 
nfection in 12 years. I have never had antibiotics or been 
10spitalized. 


{530 

_ So when you are looking at quality, it is not relating to 
‘sterile, taught procedure; you are looking at other things. 
You are looking at basic things like competence. What we 
ire always having to prove at every debate and every dis- 
cussion is that, yes, I could show anyone step by step. It is 
ny competence I am always having to justify and prove. 


_ Mr Parker: The important distinction, I think, is that 
na hospital, most of the people there are unstable care. It 
"an go wrong, because they are not stable, whereas we 
iave been doing it for so many years, learned how to do it 
‘n hospital, and it is just so routine it is second-nature to us 
hat we know what we are doing. In fact, if we were to go 
nto a hospital, we would be training the people there to do 
t our way. 


































__ The Chair: Thank you very much for an excellent 
ind thoughtful presentation. I believe it is very helpful for 
nembers of the committee to hear directly from consum- 
as, and we have heard a number of presentations similar 
0 yours. With each one, we have assured the presenters 
hat it is the goal of all the members of this committee to 
‘’nsure both the independence, as well as the personal con- 
rol, that you have identified, to be sure that this legislation 
loes not impede that. We appreciate the work that you 
lave done in developing an amendment which will be con- 
idered by the committee. 


KAREN KAHANSKY: STEFAN FRIDRIKSSON 


The Chair: I would like to call Karen Kahansky and 
stefan Fridriksson. The committee has received the docu- 
Nentation that you presented to the clerk, and it becomes 
yart of the public record. 


Ms Kahansky: Since audiologists are the ones re- 
juesting hearing aid prescription as a legislative act, it is 
\p to us to demonstrate that the public is better served with 
his legislation than without it. The two main issues I 
vould like to address today are overamplification and mid- 
‘le ear pathologies requiring medical intervention. 

With regard to middle ear pathologies, there are certain 
anger signs that are readily apparent to the trained eye 
frough an otoscope. If, for example, a middle ear infec- 
jon remains undetected, complications that can arise in- 
lude perforation of the ear drum, cholesteatoma, facial 
aralysis, brain abscess, meningitis or permanent sensory 
yeural hearing loss. In his letter to this committee, Dr 
Aendlesohn states that only university-trained profession- 
ls be allowed to prescribe hearing aids, as we have the 
‘ecessary training in the anatomy of the ear. 

Deterioration of hearing due to overamplification has 
een so well documented in the literature that it is now con- 
idered indisputable. In addition, ear specialists have clini- 
ally reported aggravated tinnitus due to overamplification. 





Thus far, I have limited this discussion to the possible 
physical harm that can result from incomplete assessments 
and inappropriate hearing aid prescriptions. In closing, I 
would like to leave you with the question, what about the 
social devastation of an incorrectly fit hearing aid? 

Mr Fridriksson: In 1987, audiologists accepted the 
grandfathering of all hearing aid dealers who were pre- 
scribing hearing aids at that time. Because we accepted the 
grandfathering, we now find ourselves in the position 
where we must prove that future hearing aid dealers do not 
deserve the same right. 

We ask ourselves, why would this committee allow 


_hearing aid dealers to prescribe hearing aids? Is it because 


they are well-trained? In defence of their skills, they told you 
that some of their members had graduated from a one-year 
training program at Sheridan College. This implies that a 
college training program would be adequate training for 
the prescription of a medical device. This notion contra- 
dicts the consensus report of the 1990 Vanderbilt interna- 
tional symposium on hearing aid prescription. In reference 
to the necessary qualifications, the opening words of the 
conference’s consensus statement are, “The first decision 
that must be addressed when prescribing a hearing aid is 
whether a person is a candidate for a hearing aid.” This 
statement implies audiologic diagnosis. 

The prescription of a medical device requires that 
someone make a diagnosis. It has been clearly stated by 
physicians that they rely on audiologists to make the diag- 
nosis of a hearing loss. Every day, they send me patients 
for these diagnoses. None of these patients wear labels 
proclaiming their ailment. They might have normal hear- 
ing, chronic middle ear disease, a dead ear, a middle ear 
malignancy or even a brain stem tumour. 

How do hearing aid dealers propose to separate the 
routine hearing losses from the ones that require further 
evaluation? They are not trained in differential diagnosis, 
site-of-lesion testing, case history analysis, medico-legal 
testing or use of clinical equipment. This training is not to 
be had in the college training curricula. In the arsenal of the 
hearing aid dealer, they have but one skill and one solution 
for a hearing loss: Fit a hearing aid on it. And they do. 

Is there potential harm in allowing hearing aid dealers 
to prescribe a hearing aid? I have letters from ear special- 
ists documenting cases of hearing aid dealers fitting all of the 
above types of hearing loss with hearing aids. I have letters 
from seven eminent authors and researchers documenting 
cases of harm caused by hearing aid misprescription and 
overamplification. 

Is it because hearing aid dealers have demonstrated skills 
that impress other professionals? It is their lack of skill that 
prompted the WCB, Metro social services and virtually 
every insurance company in Canada to require an audio- 
logist’s prescription prior to a hearing aid fitting. In his 
letter, Dr Wilfred Goodman, an ear specialist and the WCB’s 
chief adjudicator, asks this committee if it is appropriate to 
allow opticians to prescribe eyeglasses. Obviously not. 
Then why, he wonders, would you consider it appropriate 
to allow a hearing aid dealer to prescribe a hearing aid? 

Is it because experts from the field have told you that 
hearing aid dealers are qualified to prescribe hearing aids? 
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I have letters from the chief otologists of seven major 
Metropolitan Toronto hospitals, and promises of letters from 
six more, urging you, in the interests of the protection of 
the public, to give the exclusive, licensed act of hearing aid 
prescription to audiologists. I have letters from internation- 
ally recognized authors and researchers telling you that 
audiologists are the only professionals with the skill and 
knowledge necessary to prescribe a hearing aid. Despite all 
of this, audiologists are still willing to honour the 1987 
grandfathering. 

As MPPs you can determine the standards of health 
care in a field you know very little about. Hearing loss is a 
disease that deserves to be taken seriously. Audiologists 
are aSking you to do just that. 


The Chair: Thank you very much for your presenta- » 


tion. I know you realize that if there is any additional 
information you think would be helpful, you can submit 
that to the committee in writing, although we did receive 
your very substantial brief. 

Mr Fridriksson: We have left five minutes for ques- 
tions. 

The Chair: Yes. There are none. 

Mr Fridriksson: No questions? Can I address some 
questions to you? 

The Chair: If you wish. You can always submit them 
in writing. 

Mr Fridriksson: If I could just say them? 

The Chair: Sure. 

Mr Fridriksson: I spoke to all the different heads of the 
otology departments in the Metropolitan Toronto hospitals 
and some in the Ottawa hospitals, and they were concerned 
that we are about to allow this to happen. As you will see 
in their letters, there are so many cases. It is not just an 
isolated case of a brain tumour being fitted or a middle ear 
malignancy being fitted or a middle ear disease that has 
been fitted with an occluded ear mould that causes the 
middle ear malignancy to continue or to become a brain 
abscess or something like that. These are not isolated cases. 

The Chair: I would not interpret the fact that there are 
no questions from committee members as any bias one way 
or the other. 

Mr Fridriksson: No, I understand. 

The Chair: We have had a number of presentations. 

Mr Fridriksson: Addressing the same issue? 

The Chair: Yes. I can assure you the committee is 
well aware of this issue. They have heard it. They have 
received the documentation. It is recorded in Hansard. 

Mr Fridriksson: Excellent. 

The Chair: So do not feel because there are no ques- 
tions that in any way you have not been heard. 

Mrs McLeod will make you feel better. She has a 
question. 

Mrs McLeod: I am just wondering, because of the 
concer you have just reiterated in wanting to add those 


last comments, whether you have had some clear indica- 
tion that the proposals that are currently in legislative form 
would be changed. ) 


Mr Fridriksson: I am worried that somehow future 
hearing aid dealers will be allowed to do to my patients 
what I have seen. Yesterday I saw a man, 82 years old, 
have a hearing aid fit on a dead ear. 


Mrs McLeod: But you have not had any indication 
that this would in fact be allowed? 


1540 


Mr Fridriksson: I am concerned. The presentations | 
heard last time that there is no possible harm from 
misprescribing a hearing aid—I wanted to clarify tha 
there are so many cases. I am worried—obviously not for 
my sake; I do not wear a hearing aid—but for my patients’ 
sake I am worried. I am worried that somebody is going to 
get killed. I mean it. I have a letter from one of the doctors) 
who came that close with a patient in Orangeville, and I 
am worried that another patient could go through the same 
thing she went through: two months of really bad pain 
from a middle ear being fit. 

The woman had chronic middle ear infection and she 
was fit on that ear despite the fact that she told the hearing 
aid dealer she had chronic ear infections. She was assured 
that it would not hurt. She was fit on that ear and two} 
weeks later she had the smelliest ear. You would have to, 
stand that far away with your otoscope to look in there. I 
am worried that this kind of thing will continue. 


Mrs McLeod: But if the legislation goes through as 
proposed, your concerns are addressed. | 


Mr Fridriksson: I want it to go through as it is pro- 
posed, and I want you also to notice the letters. I have 62 
of them personally written to me saying that they support) 
diagnosis of hearing loss and its communication. Last time 
I had not read as clearly as I should have, and I said that 
some of them did not specifically state that they wanted us 
to communicate our diagnosis. But I have clarification letters 
from every single doctor who wrote me a letter, a total of 62 
doctors. If every audiologist in the province went around 
and collected them—259 times, and let’s say we each got 
15 or something like that—it is obvious the medical com- 
munity wants us to tell the patient they have a hearing loss. 
We are the ones who diagnose it; we should be the ones to 
say, “You have a hearing loss” and explain it. 


The Chair: I can assure you that you have been very 
clear on the position you have put forward. We appreciate 
the documentation you have provided us with. 















Mr Fridriksson: Thanks for your time. There is some 
more documentation. 

The Chair: Just submit it to the clerk, and if over the 
course of our deliberations there is additional information, 
we are happy to receive that at any time. 


The committee adjourned at 1542. 
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LEGISLATIVE ASSEMBLY OF ONTARIO 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


__ The committee met at 0918 in the Water Tower Inn, 
Sault Ste Marie. 


REGULATED HEALTH PROFESSIONS ACT, 1991, 
AND COMPANION LEGISLATION 
LOI DE 1991 SUR LES PROFESSIONS 
DE LA SANTE REGLEMENTEES 
ET LES PROJETS DE LOI QUI LACCOMPAGNENT 


Resuming consideration of Bill 43, the Regulated Health 
Professions Act, 1991, and its companion legislation, 
Bills 44-64. 


Reprise de |’étude du projet de loi 43, Loi sur les pro- 
fessions de la santé réglementées et les projets de loi, 44 
a 64, qui l’accompagnent. 


ALGOMA CHILD AND YOUTH SERVICES 


The Chair: I call first Algoma Child and Youth Ser- 
vices. You have 20 minutes for your presentation and for 
any questions members might have. 


Dr Cheston: Thank you for the opportunity to pro- 
nounce our concerns with the proposed Regulated Health 
Professions Act and the Psychology Act. We are from Al- 
goma Child and Youth Services. I am Dr Patricia Cheston. 
These are my colleagues Dr Alan Gelmych and Dr Jay 
McGrory. We also have presenting with us Deborah 
Brooks, who is a member of the Ontario Board of Examin- 
2rs in Psychology. She is a public representative. 

We would like to express our agreement with the direc- 

tion of the proposed legislation. We are comforted by the 
fact that many professionals who are currently unregulated 
will now be regulated. Due to fewer resources, it is our 
Opinion that rural areas such as ours in northern Ontario are 
more vulnerable to unregulated individuals practising and 
deing viewed as psychologists. We were going to address 
the issue of psychologists practising outside of the Ministry 
of Health. However, we have received information that this 
issue has been largely clarified for psychology. 
_ However, we do have concerns about protection of the 
‘erms “psychology” and “psychological.” We view this as 
4a consumer protection issue, and we have invited Deborah 
Brooks to read a letter she has written which we feel ad- 
dresses this issue. 

Ms Brooks: The letter referred to was submitted to 
Tony Martin. My comments today are on the same topic, 
dut they deviate slightly, as I wanted to be a little briefer. I 
am here today to support the petitions presented to you by 
the individual psychologists with respect to changes re- 
juired in the proposed Regulated Health Professions Act. 

I am a public member of the Ontario Board of Examiners 
in Psychology and have so far served in that capacity for two 
ind a half years. I was active in special education issues in 
Sault Ste Marie for many years. I have served as a director 
of the Sault chapter of the Ontario Association for Children 
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with Learning Disabilities and as a member of the public 
school board’s special education advisory committee. I am 
also a parent of a learning disabled child who has been on 
the receiving end of psychological services for most of his 
formative years. 

It must seem incredible that a piece of legislation could 
go through so many years of development, be subject to so 
much debate and discussion, pass the microscopic inspec- 
tions of dozens of legislative experts yet still be so drasti- 
cally flawed. Yet with respect to the practice of psychology 
in Ontario, the regulated health professions legislation is 
flawed. Instead of strengthening public protection from 
unqualified, incompetent and unfit providers, it would re- 
move from the scope of regulation and therefore from stat- 
utory accountability almost half of the psychologists who 
are presently registered in Ontario. This would include all 
those whose practices are not health care, such as educa- 
tional psychologists and industrial psychologists. 

Instead of improving the mechanisms which allow the 
public to make informed decisions when exercising freedom 
of choice of care providers, the proposed act would strip 
the terms “psychological” and “psychology” of their com- 
mon usage as descriptors of a regulated practice. The public 
will have no consistent means of distinguishing between 
regulated and unregulated practitioners for either health 
care services or non-health-care services. 

I ask you to review carefully the submissions you will 
receive today and those previously submitted to you by the 
Ontario Board of Examiners in Psychology and the Ontario 
Psychological Association. They present the problems with 
the proposed legislation much more completely and offer 
very sensible solutions. These are not trifling complaints, 
nor are they in any way self-serving to the profession. The 
changes which you are being asked to make are vital to the 
welfare of thousands of Ontario citizens who are in need 
of psychological care. 


Dr McGrory: To summarize for many of the people 
who have just joined us, we are discussing some of the 
concerns that we as psychology professionals in Sault Ste 
Marie are particularly concerned about in the proposed 
legislation. Two key issues are, first, the issue of the appli- 
cation of the legislation to people outside of health; our 
understanding is that this may not be an issue any longer. 
The second issue that is clearly outstanding is one that 
pertains to the regulation of the terms “psychological” and 
“psychology,” which are presently regulated terms and are 
not used outside of the scope of a psychologist’s practice, 
but according to the new legislation will not be regulated. 

The Ontario Psychological Association commissioned 
a poll and found that the public does not discriminate be- 
tween the terms “psychologist,” “psychological” and “psy- 
chology.” If one or two of the terms are not regulated in 
the proposed legislation, our concern is that the consumers 
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and the public will not be able to discriminate and will not 
be able to determine which are regulated professionals and 
which are not. Examples, which I am sure you are aware 
of, would include terms such as “psychology consultant” 
and “psychological practitioner.” Even services or centres 
such a psychology centre would not, in our interpretation, 
fall under the jurisdiction of the proposed legislation. 

That is very disconcerting for us, particularly for the 
children and families we work with. We appreciate the 
opportunity to present our concern and are willing to take 
any questions. 

Mr Martin: As we have gone through this month and 
heard of some of the concerns you have raised this morning, 
and certainly we have heard them a number of times from 
various Organizations, a dilemma is posed for me and I 
think for some of the other members, and I guess it cuts to 
the heart of this legislation: How do we protect the public 
from people who are not qualified and yet how do we 
provide services, particularly to northern areas and remote 
communities, in perhaps more creative ways? The issue 
you bring up in terms of tightening up the language and 
some of the classifications may make it more difficult for 
northern communities to get the people they need to do the 
job, because we cannot all either access or afford the psy- 
chologist. Do you have any comment on that? That is a 
concern for me and I am sure it must be for you as you 
service areas around the Sault. 


Dr McGrory: Clearly, we here in the north recognize 
that trained professionals are a rare commodity. However, 
legislation that would allow untrained professionals, par- 
ticularly individuals, to write psychological reports, for ex- 
ample, to provide psychological assessment without any 
regulating body would not, in my opinion, be helpful to 
the public in general and/or solve the issue which is a 
current issue of being able to provide more creative or 
more diverse mental health services. 


Mr J. Wilson: You raise a number of points I have 
heard before, but following on Tony’s lead, I was wondering 
how many non-doctoral practitioners you have in the area 
versus PhDs, actual psychologists, registered. 


Dr Cheston: You mean within psychology or within 
other professions? 

Mr J. Wilson: We had testimony earlier that there are 
a number of people with MAs, for instance, practising the 
profession legitimately. My worry is with title protection. 
Although you have the terms “psychological” and “psy- 
chology” protected now, they are kind of out there, outside 
of this legislation. You are in negotiation with the College 
of Psychologists of Ontario to try to get the MAs recog- 
nized. If we go ahead and extend the protection to those 
terms again, we may pre-empt that process. 


Dr Cheston: Currently if the MAs do psychological 
assessments and so forth, the reports are co-signed by a 
registered PhD psychologist. There is a certain quality as- 
surance to the reports in that way. I do not see it as an issue 
of preventing other people from practising. I see it as an 
issue of giving the public more clarity in terms of whom 
they are seeking services from. 
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Mr J. Wilson: But what if the MAs who are currently 
trying to become members of the college are not success-. 
ful over the next 18 months in negotiations. Will it effec- 
tively bar them from practising psychology? They will not 
be able to say they are providing psychological services, 
for instance, because they will not be members of the col- 
lege and will not be entitled to the title protection. 


Ms Brooks: I would like to comment on that. The 
public members of the college have identified and have 
raised concerns with the college over the MA issue and are 
very much in support of bringing an MA-level type of 
provision under the scope of the college; I understand 
there has been a draft agreement or whatever drawn up 
between the MA group and OPA and OBEP. But I want 
you to know that by removing protection from the terms 
“psychology” and “psychological,” you water down regu-| 
lation. What is needed is for the regulation to apply to a 
broader range of psychological services. That would be| 
achieved by bringing the MA-level practitioners under the| 
scope of regulation in some way. The lay persons see that as 
really an important issue, that the MA-level practitioners 
be regulated. 
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I think the OBEP submission to you has commented on 
a number of complaints that come to OBEP about unregu- 
lated practitioners. The people involved are quite surprised 
when they find out that the psychologist or the counsellor 
they have been seeing is not a regulated professional. It is} 
important that those issues be addressed. | 

That, when you look at it very carefully, is separate} 
from the title issue. By not giving protection to the titles! 
“psychology” and “psychological,” it will not solve that 
problem. It will just make it worse. It will be more confusing. | 


Mr Beer: Without this protection, if someone is being 
hired by a school board, surely the school board knows 
whether that person is a psychologist and registered. Playing) 
devil’s advocate a bit, is there not a responsibility as well} 
on the consumer, on the body that is hiring the person, to} 
make sure that individual is indeed what he or she says he or} 
she is, and does not subsection 15(2) also address that issue? 


Dr Isbitsky: Can I respond to that? | 
The Chair: You will have to come to the table. Are 


f 
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you part of the delegation? 


Dr Cheston: This is Dr Joyce Isbitsky. She is doing a 
presentation at 11:30. 


Mr Beer: I will repeat the question later. I think we| 
need to be clear on some of these issues, and I wonder! 
where the balance is and why 15(2) would not provide that. 
protection. 


Ms Brooks: Having sat on tribunals where psycholo- 
gists were in employment settings, there was often a con-| 
flict between the ethics and standards of conduct and 
practice required of a professional psychologist under the; 
act and what his employer wishes him to do. That conflict) 
does exist, and I have seen evidence of it in tribunals and! 
in disciplinary proceedings. 

It is not good to leave it up to employers, even if they) 
are boards of education or hospitals or whatever. Their 
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interests are often not compatible with what a psychologist 
would consider to be ethical; for example, disclosure of 
information and confidentiality, to name one issue. They 
are in conflict. 


Mr Owens: On the issue of supervision and quality 
assurance, it appears that the current practice is that the 
MA performs the assessment and then the PhD simply 
signs off on the assessment. 

Dr Gelmych: Not necessarily. . 

Dr Cheston: Usually a PhD is supervising; that means 
he or she will go over the raw data with the MA person. 
The PhD person is responsible for what goes in that report 
and the interpretation of the data and the recommendation. 
Although the MA person may actually write the report, it 
is not a matter of just reading it and signing it off. 


Mr Owens: Would that practice change and how 
would it change if you folks were regulated or were part of 
the college as the PhDs are and will be? Will that practice 
change at all? 


Dr McGrory: If our interpretation is correct that 
under the legislation the terms “psychological” and “psy- 
chology” are not regulated, presumably it would mean that 
anybody could write a psychological report, which is what 
the title of our reports are now, without supervision of a 
psychologist. 

The bottom-line issue is that certainly many MAs are 
quite competent and are able to do that. I do not think we 
are concerned with the MAs. What we are concerned with 
is untrained people presenting themselves as professionals, 
writing reports that may be construed as professional re- 
ports, but who are not regulated and with no regulating 
body for the consumer to respond to. 

Mr Wessenger: I have a comment with respect to the 
whole question of providing health care. It should be under- 
stood that it is not the site where the service is provided; it 
is really providing health care whether that is in an educa- 
tional institution or in a health facility. It really does not 
make any difference. 


The Chair: If there is any additional information over 
the course of our hearings or deliberations that you think 
would be helpful, please feel free to submit to us in writing 
by our clerk. 


ONTARIO PHARMACISTS’ ASSOCIATION 


_ The Chair: I call the Ontario Pharmacists’ Associa- 
tion. You have 20 minutes for your presentation. 


Mr Krall: My name is John Krall. I am the immediate 
dast president of the Ontario Pharmacists’ Association. I 
am presently chairman of our ad hoc committee, which has 
reviewed this legislation. With me today is Gary Sands, 
dur manager of government and public affairs. 

The Ontario Pharmacists’ Association is a voluntary 
orofessional organization representing approximately 4,000 
dharmacists in Ontario. Under enabling legislation passed 
n 1986, OPA negotiates with the Ministry of Health on 
dehalf of all pharmacists for the professional fee paid to 
dharmacists under the Ontario drug benefit program. 
~ On behalf of our elected council, I want to thank the 
2ommittee members for this opportunity to appear before 
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you today and outline OPA’s position on the Regulated 
Health Professions Act. 

Notwithstanding some concerns, the Ontario 
Pharmacists’ Association wishes to indicate its support for 
the proposed legislation presently known as Bill 43 and 
Bill 61, the Pharmacy Act. 

The primary purpose of this legislation and the basis of 
OPA’s response to it is the protection and safety of the 
public. Our association also accepts that the legislation 
was intended to strike a balance between preserving the 
concept of self-regulated health professions, while at the 
same time ensuring public accountability. It is within this 
context that we outline our concerns with certain sections 
of these bills. 

Our first concern is the controlled act exemption. It is 
recalled from a briefing by Ministry of Health staff last year 
that its main objectives were to level the playing field and to 
make the public interest paramount. It was these principles 
that resulted in the designation of controlled acts along 
with the prohibitions set out in subsection 26(1) of Bill 43. 

However, clause 39(1)(b) of the same bill allows the 
minister to exempt a person or activity from subsection 26(1). 
Our association does not comprehend the rationale for this 
exemption provision, nor does it accept that government 
interest and public interest are always convergent. The 
government must be subjected to the same rule of the level 
playing field as the professions. 

The issue has been raised with Ministry of Health staff, 
and no explanation or rationale for the exemption provi- 
sion has been given to the Ontario Pharmacists’ Association. 

Therefore, we would agree with the Minister of Health 
when she said, “The 13 controlled acts provide ample pro- 
tection for consumers,” and would further submit that allow- 
ing the minister to arbitrarily exempt a person or activity 
from the regulations that health professions will use to govern 
themselves does not conform to the spirit of this legislation. 


0940 

Under the subject of titles, the proposed legislation will 
ostensibly prevent any pharmacist who holds the PharmD 
degree or the PhD degree in pharmacy from using the title 
“doctor” as a vocational designation. These degrees are 
highly regarded by our profession, and the obtaining of 
such should be encouraged and appropriately recognized. 

The Ontario Pharmacists’ Association joins the Ontario 
College of Pharmacists and the Ontario branch of the Cana- 
dian Society of Hospital Pharmacists in asking the committee 
to amend section 30 of Bill 43 to permit duly qualified 
pharmacists to use the title “doctor.” 

Hospital exemption: Under the Health Disciplines Act, 
the provision of drugs in a hospital, health or custodial 
institutions has been exempted from the regulations laid 
out in the Pharmacy Act under the Health Disciplines Act. 
This exemption has been maintained under the proposed 
legislation before this committee. 

The Ontario Pharmacists’ Association believes that the 
practice of pharmacy, as defined in section 3 of Bill 61, in 
a hospital, health, or custodial institution must be directed 
by a pharmacist who is accountable to the Ontario College 
of Pharmacists for his or her professional activities. In the 
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public interest, the current blanket exemption cannot be 
justified, and we urge it to be amended accordingly. 

The midwifery amendment: The draft amendments ta- 
bled with the committee on August 6 included an amend- 
ment to section 4 of Bill 66. One new clause will allow 
midwives the right to prescribe drugs. While the minister 
referred in her statement to an unknown “limited list of 
medications,” our association has some reservations about 
this proposal. 

As the report of the Pharmaceutical Inquiry of Ontario, 
chaired by Dr Lowy, pointed out last July, the issue of 
proper prescribing practices is already something that is 
challenging the medical profession. 

Pharmacists have no objections in principle to the con- 
cept of midwives prescribing drugs. Indeed, this may rep- 
resent an area where traditional medicine can utilize 
conventional medicine for the betterment of women. 

However, we understand there is at present no specific 
educational program in Ontario for midwives that provides 
training and education in pharmacology and therapeutics. 
We believe an adequate knowledge of pharmacology and 
therapeutics is essential and that the corresponding educa- 
tional requirements should be put in place for midwives. 

In addition, would the right to prescribe drugs also allow 
for their purchase? We understand from ministry staff that 
this would, in fact, logically allow midwives to purchase 
or acquire certain drugs. This too requires clarification. 

The current safeguards over the provision of drugs to 
the public has been accomplished through professional 
regulation and the rules of pharmacy ownership. A weak- 
ening of these strict controls poses serious ramifications. 

We would suggest the amendment allowing the pre- 
scribing of drugs by midwives be reviewed with these 
points in mind. Since the minister has indicated that the 
regulated health professions will be continuously re- 
viewed, we would be more than happy to participate in a 
further review of this amendment. 

Membership of college council: The Ontario 
Pharmacists’ Association supports self-regulation with an 
appropriate balance of public representation of councils. 
The Health Professions Legislation Review headed by Alan 
Schwartz stated, “Self-regulation cannot function success- 
fully unless the individuals regulated consider it to be a fair 
and appropriate balance,” and suggested that one third of the 
council membership be composed of public representation. 

In March 1991, the Premier’s Council on Health Strategy 
also made a recommendation related to public participation 
on governance structures, which include “governmental and 
quasi-governmental authorities and committees, and boards 
of publicly funded agencies.” The council recommended in 
objective 2.2: “By 2000, ensure that the representation of 
consumers of health and social services be at least one third 
of the membership on governance structures.” 

Public membership of just under 50% poses a serious 
threat to the concept of self-regulation. Again, as the 
Schwartz review pointed out, the complex and specialized 
nature of professional work demands that professionals 
play a significant role in their own regulation. 

While we appreciate that the government’s intention is 
to increase public membership above the one-third level, 


the Ontario Pharmacists’ Association feels that the rationale 
for the recommendation of the Schwartz review and the 
Premier’s Council should be carefully considered. We 
would suggest to the committee members that public 
membership of just under half, in a system of self-regula- 
tion, is not an appropriate balance. 

I would like once again to thank you for listening to our 
concerns, and we certainly would welcome any question’ 
from the committee members. 


The Chair: Thank you very much for your excelled 
presentation. 


Mr Wessenger: I would like to have ministry sta 
clarify a couple of the points raised in your brief. 


Mr Burrows: I would like to clarify a couple of things 
First, with respect to the controlled act and exemption, there 
must be some misunderstanding in terms of communica- 
tion with the ministry, because as recently as a week age 
Mr Sands and I had a discussion on this subject and I di¢ 
provide him with rationale, but I am pleased to reiterate that. | 

I think it is important to read the whole section. Sectior| 
39 starts with, “Subject to the approval of the Lieutenant! 
Governor in Council, the minister may make regulations, 
and there is more than one thing that is covered in this; 
“(a) prescribing forms of energy,” which the committee 
has heard about previously; “(b) exempting a person Oj 
activity from subsection 26(1),” which is the controlled acts! 
“(c) attaching conditions to an exemption in a regulatior| 
made under clause (b);” and “(d) allowing the use of th 
title ‘doctor.’” So there is a series of things. : 

But I would like to point out, first, that the ministei) 
alone would not make such a regulation, that these regula: 
tions would have to go through due process. In terms 0} 
due process, under this act it is envisioned that regulations 
of all types, regardless of their source, would be discussec 
and vetted by the advisory council, and the process for the 
advisory council is such that it would be an open and 
public one. | 

Also, the test of the public interest would have t¢ 
apply. I have discussed this with legal counsel, and ar 
arbitrary exemption would be subject possibly to review; 
and it would have to be defended if it were challenged or 
the basis of the need for the public interest. 

It is also envisioned that situations could develop sucl 
as a pressing need, for example, a natural disaster in an ared 
of the province where there were not sufficient regulatec 
professions to cope—a good example would be areas 0: 
northern Ontario—and the government must have the ability 
to move very quickly to approve things if such a situatior 
were to develop. 

Specifically, the need for exemption has already beer 
brought before the committee too in such things as a sim} 
ple procedure like ear-piercing, which, if there were not ar 
exemption, would be illegal—acupuncture and so forth. S¢ 
it is designed as a mechanism for flexibility. 

I would also like to point out that this particular exemp’ 
tion has not apparently been a problematic one for most 0) 
the other health professions we have dealt with, with respec 
to the development of this legislation. \ 
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With respect to the midwifery amendment, I would 
simply like to say that what is envisioned is a situation that 
is not unlike that which presently prevails for optometrists. 
Optometrists are able to use a short list of drugs which is 
provided for by regulation. We would expect the same sort 
of thing here. 

Certainly the government would not disregard the 
opinion of Dr Lowy with respect to the need to protect the 
public. It might be advisable, if the Ontario Pharmacists’ 
Association has specific suggestions in this: regard, to 
make its views known to the interim regulatory council on 
midwifery, which is charged with, among other things, 
working on the educational program. Clearly, if midwives 
are going to be authorized to use drugs, they would need 
some appropriate training in that regard. 

Mr J. Wilson: I would like to ask about your com- 
ments on the controlled acts exemption. Is it just the incon- 
sistency you see there that you are not pleased with, or can 
you give us something more concrete about how this could 
be detrimental? 

Mr Sands: Going back to Alan, the first thing to clar- 
ify is that yes, Alan and I did discuss it last week. Unfortu- 
nately, the brief had already gone to the council for 
approval. They still felt it was contrary to the spirit of the 
act, and we had corresponded with the branch a couple of 
times and had no explanation or rationale received. But the 
opinion of the council is that it still feels that mechanism is 
contrary to the spirit of such a regulation. 

0950 

Mr Beer: I would like to ask you a question about 
your comments around the membership of the college 
council. The points you raised there are somewhat similar 
to some that were raised yesterday by the College of Phy- 
sicians and Surgeons. In their proposal to us they sug- 
gested a 60-40 split. One of the questions that arose as well 
was about academic deans being involved in the council; I 
guess there is just one academic dean so it may not be the 
Same issue with you. Could you elaborate on where we 
might find the perfect balance between one third and just 
under one half which you believe would provide the bal- 
ance for self-regulation you are looking for? 

Mr Krall: I am not sure I have that solution with me 
today. I am sure this committee will solve that. We merely 
wanted to point out our support for some point in between, 
and we think that is a reasonable compromise that would 
doth protect the public yet leave our profession as a self- 
regulated profession. I still believe that if it is a true profes- 
sion and we are self-regulated, things will be done correctly. 
{f they are not, the government has certainly got regula- 
tions to make sure they will be taken care of in the future. 

' Mr Sands: Just to add to that, the colleges are different. 
Just to point out to the members, if the academic is the 
nechanism by which the government is looking at possibly 
addressing the membership issue, for some like medicine I 
elieve it would be around five, but for us it would be more. 
{tis still, as far as the college is concerned, not workable. 

| Mr Owens: I would like to thank Mr Sands for coming 
all the way from Scarborough Centre to make his presenta- 
‘ion to us this morning. 
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I have a question with respect to your comments on the 
hospital exemption. How would you see the exemptions 
working, understanding that there may be a need for some 
exemptions out there? How would your association approach 
making those exemptions? 


Mr Krall: At present, all hospital pharmacists are ex- 
empted. One of the discussions that took place was: “In- 
clude everyone. We realize there are going to be some 
areas of the province, some locales that have a difficult 
time obtaining the services of a pharmacist, but rather than 
giving the entire province a blanket, let’s exempt those 
areas that perhaps have a problem, but let’s not just leave 
the problem there. Why don’t we work together to try to 
solve those problems?” 


Mr Owens: Would you have any recommendations 
you could make to this committee or the interim advisory 
council? 


Mr Krall: At the moment my recommendation would 
be that we sit down and try to work out a solution. I did 
not bring a brief with me on how to solve that problem, but 
I can assure you that, with the public good involved, the 
Ontario Pharmacists’ Association would look to see what it 
could do to help. 


Mr Johnson: Following Mr Owens’s questioning, just 
how widespread is this concern you have about the hospital 
exemption? Are most hospitals staffed by pharmacists, or 
could you give me some numbers? I know that often in 
smaller centres they are like a dispensary more than an 
actual pharmacy, but certainly in larger centres I would 
imagine they would be equivalent to a full-blown pharmacy. I 
was wondering if you could give me some numbers. 


Mr Krall: To be frank, I do not have those numbers. 
They are certainly obtainable, probably through the col- 
lege, to determine how many hospitals do have licensed 
pharmacists on board. 


Mr Johnson: I asked because I was wondering what 
you are basing your concern on. I know that if there were 
an exemption under the Health Disciplines Act, then this 
will continue under the new regulations. 


Mr Krall: We expressed that concern in the past; this 
is not a new concern. Speaking frankly to the committee, 
the concern is really for the public. Pharmacists are already 
there, already serving the public in all these institutions. 
The pharmacists who are working there are asking also to 
fall under the regulations. I see it as a win-win situation to 
have them included. It protects the public. It makes the pro- 
fession more responsible. I see it as a total win situation. 


Mr Sands: Just to add to it, Mr Johnson, you might 
want to ask Mr Schwartz about it when he is before the 
committee. We did discuss it with Mr Schwartz. For some 
reason it was not addressed in the report, I believe. I under- 
stand that the rationale for not dealing with it is financial 
concern on the part of some hospitals. We believe the finan- 
cial concerns are not that significant in terms of the overall 
considerations, and when you weigh those concerns 
against the public interest of having all pharmacists cov- 
ered under the act, we come to the side of the public. 
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Ms Haeck: I want to address the issue of the title 
“doctor.” Definitely my own concern is that there is a certain 
amount of confusion in a hospital setting. When you are 
talking about using “doctor,” do you mean at the pharmacy 
or in a hospital setting? 


Mr Krall: The title we are looking for is the PharmD 
In Ontario at present almost all of these people are work- 
ing in hospitals, and the vast majority of them are working 
in hospitals in Toronto. It is possible that some of these 
people could possibly work in the community; it is a possi- 
bility. Their degree would say “doctor of pharmacy.” 


The Chair: I have an appeal from Mr Hope for a 
short supplementary. 


Mr Hope: To follow up on Mr Beer’s comments, you 
said the just under 50% poses a serious threat. By my 
recollection from dealing with this, as long as you have 
51% you still hold the dominant vote on these councils. 
That is why I do not understand where you Say it poses a 
threat. As long as you have the majority vote on the deci- 
sion process, where is the threat? 


Mr Krall: I guess the word “threat” is a pretty strong 
one. The significant word is probably “self-regulated.” 
With some of the material and experience we have had to 
deal with, I think the word “threat” is probably a strong one. 
But in the public interest, balanced with the self-regulated 
principle, I think somewhat less than that would probably 
be beneficial to both parties. 


The Chair: Thank you for your presentation before 
the committee this morning. We appreciate your taking the 
opportunity to appear before us. We know you are aware 
that if there is additional information you would like to 
share with us, you can do so at any time in writing, ad- 
dressed to our clerk. 


1000 


ALGOMA HOME CARE PROGRAM 


The Chair: I call next the Algoma Home Care Program. 
Welcome. We are very happy to see you this morning. You 
have 20 minutes for your presentation. 


Ms Hamilton: My name is Anna Hamilton. I am the 
administrator of the Algoma Home Care Program. I thank the 
committee for this opportunity to make this presentation, 
and my brief will be brief. 

I am concerned with Bill 43, subparagraphs 26(2)6iv 
and vi, and also paragraph 26(2)5. They refer to catheter- 
ization; the next deals with bowel routines, going past the 
anal verge; and the third is injections. 

I would like to outline three specific situations, because 
I am not sure how else to describe the problems that arise 
from this. Unfortunately, the legislation with those con- 
trolled acts lumps people with stable medical conditions in 
with people with unstable medical conditions who may 
require those treatments. That can create real problems in 
the community. 

The three situations I would like to describe are a child 
with spina bifida in grade 1, a quadriplegic living alone, 
and an elderly person who is insulin-dependent who is also 
living alone. 
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The child with spina bifida in grade 1: Children with 
spina bifida usually require catheterization in order to 
empty their bladders. Catheterization requires passing an 
instrument “beyond the opening of the urethra.” As children 
mature, they usually develop the muscular and hand-eye 
co-ordination to do this independently. However, until their 
skill is developed, someone else has to do this for them. 
When they enter school for a full day, this procedure must 
be done at least twice during the school day. Even for the 
kids going into kindergarten a half-day, it usually has to be 
done at least once from the time they leave home until the 
time they get back, depending on the circumstance. 

The child in question is being taken by bus to school, so 
is unable to return home during the school day. Both parents 
work outside the home and are unavailable to go to the 
school to provide care for the child. The child does not 
usually have the necessary skills at this age to do the treat- 
ment independently. Under the legislation as it is presently 
being discussed, the only solution to the problem would be 
to have a registered nurse available when the child needed 
the help. 

This immediately brings up several problems. The major 
one is that it results in a focus on illness because a nurse is 
required. This focus interferes with both the child and those 
in the child’s immediate environment learning to accept the 
“child with a chronic condition” rather than “a chronically 
ill child.” While the words in the two expressions sound 
very similar, in fact, from a philosophical and an attitudi- 
nal approach, they are almost diametrically opposed. In the 
first instance, the child is seen as a child, as an individual, 
and is not being defined by the child’s medical problem. 

A second problem is that having someone come in 
from outside the child’s school environment is intrusive 
and disruptive. It is not the best way of meeting the needs. 
Even with the best effort to time a visit, there is little 
guarantee the visits will consistently happen when the) 
child needs the visit and when the school schedule can best 
accommodate the visit. The care must be given when the 
nurse arrives, even if it means the child has to be with-| 
drawn from a classroom while a class is in session. When| 
this occurs, attention is immediately drawn to the child and) 
emphasizes to the child and to the others that the child is, 
different. The main advantage of using an individual who 
is already present in the child’s school environment is that! 
the care is available as soon as the child needs the care and) 
the care simply becomes a part of the child’s everyday 
environment; it is a task which must be done. It de-empha-| 
sizes the whole thing and basically does not permit the 
child to start manipulating around the whole fact that he 
has this problem. 

A third problem is recruitment of nurses to provide 
these services when and where the child requires them! 
Algoma is no different from other areas in Ontario when it 
comes to having schools in sparsely populated areas. For 
example, the Montreal River School is approximately one 
hour north of Sault Ste Marie. If a child requiring catheter- 
ization were to enrol in that school this September, there is. 
no source of nursing service for that child at this time, 
Even if a nurse lives in the area, there is no onus on that. 
nurse to provide service for that child. They may not 
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choose to do that type of work. Given no available profes- 
sionals, must the parents move to an area where the service 
is available? Or should the child not be allowed to attend 
the closest neighbourhood school and be forced to take a 
bus to the school in an area where the service is available? 
Neither of these solutions are acceptable if there is a true 
commitment on the part of the system to integrate these 
children into their own neighbourhoods. 

All these comments I have made pertain to children 
with stable medical conditions. For these children, it is my 
strong belief that if a parent can be taught to provide such 
treatment, then an attendant or aide can also be taught to 
care safely and effectively for the child. However, the safe- 
guards that must be built in are adequate training for the 
care giver, adequate and ongoing supervision by a health 
care professional, and adequate updating—that is, in ser- 
vice—if the child’s needs change. 

The other situation is a quadriplegic living alone. This 
is happening more and more. We have got to the stage 
where we are actually freeing these people to go out and 
live their lives and make their own decisions and take care 
of themselves. 

If, for example, the individual was on a bowel routine 
that included the use of enemas or suppositories, this legis- 
lation would prevent that person from hiring someone 
other than a nurse to carry out this particular function. If 
the individual were male, he may prefer a male attendant 
for all such personal care and be unable to find someone in 
his immediate area to meet his needs, because male nurses 
are not all over the place out there, while there is a larger 
pool of individuals to choose from if the criterion of 
“nurse” is taken off and you are simply looking for a male. 

This legislation will again create more barriers for dis- 
abled persons in the area of personal care and will take 
some of their control back from them. This is a step back- 
wards in time. 

If what control the disabled have gained is not to be 
forfeit, then the health care system must face staggering 
increases in costs to meet their needs. There, I simply 
mean that if we are saying it must be a nurse, then the 
health care system had better come up with a nurse to 
provide the care when the person needs it. 

The elderly person who is insulin-dependent: Many of 
these people do very well doing their own injections. As 
time progresses, they may become less able to do it. For 
varying reasons, the individual could no longer do her own 
injections. Her neighbour in the seniors’ apartment build- 
ing was willing to learn how to do the injections to help 
her friend out. This legislation would preclude such help 
from the informal care-giving network unless the person 
“needing care lived in the same household with the person 
giving care. 

What seems to be missing from the act is a definition of 
what constitutes a person’s household. From a community 
health care perspective, this creates real problems. Does 
the same roof overhead define it? Does some relationship 
established by law or by blood define it? Can the daughter- 
in-law of an individual who lives in a different part of 
town come in daily and give the insulin? If the require- 
ments of the legislation result in a nurse being the only 


answer, a problem arises when the individual lives in a 
relatively remote community with no availability of daily 
nursing visits. Again, I am talking about simply finding the 
bodies to do the work that seems to be needed. Should the 
individual be forced to move to where service which meets 
the demands of the legislation is available to him or her? 

Those are the three situations, and I would suggest that 
in none of them would having legislation that requires it to 
be a nurse giving the care be in the best interest of the 
individual. Free choice of place of residence may be re- 
stricted if necessary health professionals are not available 
as needed or if the health professionals living in the 
neighbourhood did not want to do that type of work, and 
health professionals, regardless of where they live, also 
have the right to choose to work or not to work and choose 
what type of work they wish to do. 

That is the end of the written brief. Basically, I would 
suggest that I think, because we are talking about stable 
situations, the legislation needs to be looked at very care- 
fully so we are not running into situations where we are 
being inappropriate in the type of care or level of care 
giver we are asking to provide this care. I would be happy 
to respond to any questions. 


The Chair: Thank you for your very thoughtful pre- 
sentation. I am going to ask the clerk to give you a copy of 
the Hansard which addressed the concerns you have raised 
regarding disabled persons and personal care. It is on the 
record, but Mr Wessenger is going to respond at this time 
as well. 


Mr Wessenger: I would also like to thank you for 
your very thoughtful presentation, and I would like to as- 
sure you that the minister and previous ministers have in- 
dicated that there would be an exemption for attendant 
care givers by regulation under the legislation. That com- 
mitment is there, and certainly the committee is very much 
aware of the need to have that exemption. 

I wish to ask you a particular question. You indicated 
you want certain safeguards with respect to the provision 
of care for children. I wonder if you might elaborate on that, 
when you say there should be ongoing supervision by health 
care professionals. First, I ask what you envisage by that 
and, second, do you envisage this with respect to children 
only and not to adults? 
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Ms Hamilton: I would suggest that any health care 
professional, specifically in nursing, who is going in and 
teaching someone how to do something is not going to sim- 
ply say the individual can do it and back out of the situation 
unless she feels comfortable with the level of understanding 
of the individual and ability to give the care properly. 

I would suggest if I am dealing with children, in many 
instances, and again I emphasize that I am talking about 
children with stable medical problems to a large extent, the 
responsibility for flagging changes in the child’s condi- 
tions lands with the parents anyway, and the parents sup- 
posedly have contacts with physicians or whatever. When 
it comes to a child in a stable condition, you are not going 
to have a situation where somebody wandering in once a 
month and looking at the child is going to pick anything 
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up. As for a child in an unstable condition, then I would 
not want to be talking about this anyhow when we are 
talking about attendants. I think I danced around the point. 

Mr Hope: Good politician. 

Ms Hamilton: I would suggest that in any situation, if 
someone is going in teaching, there should be some sort of 
care plan or description of what is being taught to that 
individual. It should be documented by the health care 
professional that, “I went in and taught that.” If that is 
available, then there should be some safeguard in there. 


Mr Beer: I would like to ask which date of Hansard 
was provided to the witness. Is that yesterday’s? 


The Chair: No, the one from the first week when Ms 
Bohnen— 

Mr Beer: All right. 

The Chair: I will give you a copy of it. 

Mr Beer: I think it would be useful as well if perhaps 
yesterday’s Hansard—the reason I mention that is that 
there was a group of people concerned about this issue who 
got together with the Ministry of Community and Social 
Services, the Ontario Medical Association and others. 
They came up with a draft amendment to the legislation 
which I think would be of interest to you and your col- 
leagues in looking at how they approach this. I know there is 
a provision for regulation, but I think that would be useful 
as well, particularly as we go forward with long-term care 
and so on; all of these programs are going to have a greater 
need for this. 

I wanted to come back to the issue of supervision. 
What are the particular problems you see here? You men- 
tioned the school, Montreal River, and so on. I imagine 
you are involved in some of the planning around how 
long-term care is going to be provided here in the long run. 
What are some of the particular training issues and prob- 
lems you see, and how are you trying to approach them in 
the north? 


Ms Hamilton: In isolated communities, to a large ex- 
tent we depend very heavily on finding somebody to teach 
who is someone other than a registered nurse or a regis- 
tered nursing assistant. Again, the issue becomes whether 
you can find somebody who can be trained and whether, 
once the training has happened, you feel comfortable with 
their ability to carry it out appropriately. The third issue is 
of someone in that system, that individual who is the focus 
of the care, being able to flag when things are changing, 
for example, when it is no longer stable, when something 
else needs to be done. 

We have a real problem because of the socioeconomic 
situation, especially here in Algoma. People are leaving the 
district. Those people are taking, in most instances, their 
wives, who are the nurses, the whatever. 

As far as that is concerned right now, a lot of the super- 
vision for any of the stuff that is happening out in the 
smaller communities is happening from the centre, that is, 
we try to dance very lightly and keep our finger very 
closely on any situation that we feel has the potential of 
somebody in there being at risk and needing closer super- 
vision. Does that answer what you are asking? 


Mr Beer: Yes, you have a list. 
Mr Martin: My question has mostly been answered by 


the parliamentary assistant. It was to try to make a connec- | 
tion between the issue we have heard about so far on a | 


number of occasions over the month around attendant care. 


You brought to me a further concern of attendant care | 


to children, because the assurance of quality of care was an 


issue. With the adult the adult himself can assure that he is | 
getting the quality of care he needs; with children there is | 
another concern there, and you also bring a perspective | 
from the north and the unavailability of professionals. Will | 
an exemption from this legislation in any way enhance | 


your ability to do what you do best? 


Ms Hamilton: Yes, it will, simply because if the pro- | 
fessionals are not available I have no answers as to how | 
we provide these services, therefore we have to have some | 
exemptions so we can train somebody. But that puts the | 
onus back on our system again to make sure supervision | 
happens and that somebody is flagging things when kids | 
are at risk or whatever, if for some reason there is nobody | 


else in the system to flag it. For example, if the parents or 


the care givers who are with the children on an ongoing | 
basis are not able to flag it, then the formal system of | 
which I am a part is going to have to have something in | 
there so we can catch those as well. I do not see that as a | 
big problem, because generally the parents are good. They | 
are going to pick up most of those sorts of things. But | 
certainly some type of exemption is going to be necessary | 
in order for us to deal with the kids out there, as I say, | 
unless we are going to force people all to move into a | 
centre somewhere and say, “I’m sorry, you can’t live in | 


Wawa” or wherever. 


The Chair: I make the observation that the last state- | 
ment by the presenter should be noted by the Ontario | 
Pharmacists’ Association, which is still here. I think it | 


gives you a practical example of, and a response to, your 


question on why the exemption is in the public interest. Mr | 


Hope, a question. 


Mr Hope: Charles hit on it first, but I think it is im- | 
portant that we have a perspective from rural Ontario on 
the concerns you put forward around the disabled. I notice | 
you keep using the word “flag.” You are not saying “diag- | 
nose” but “flag” people. That is appropriate. You are not | 
looking for a profession. With the papers out on long-term | 
care, multi-year plan, trying to deinstitutionalize things, it | 
is important that we have the non-Metropolitan Toronto | 
view of things. I think it is important that you either com- | 
municate with the clerk or the clerk makes sure you get a | 


copy, because the input would be valid. I just wanted to 
make that comment because Charles beat me to the question. 


The Chair: Thank you for the comment. We appreci- 
ate that, Mr Hope. 

I am going to do something we have not done before at 
this committee, with the support of the members. Our re- 
search assistant has available and is able to read into the 
record the amendment that was proposed yesterday at our 
hearings. With the permission of committee members I 
will ask him to read it into the record for all to hear again 
today, as that issue was raised. 
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Mr Gardner: This was presented yesterday by the At- 
tendant Care Action Coalition. It was developed by them 
and a coalition of other groups and endorsed by quite a 
wide variety of groups. They want to add an amendment to 
subsection 26(2). It reads: 

“To facilitate independent living, add a further subsec- 
tion to read: 

“< An act by a person which comes within paragraphs 5 
or 6 is not a contravention of (1) if the act is done in the 
course of providing for a person physical assistance with 
routine activities of living which the person would other- 
wise do if the person were able to do so.’” 


The Chair: Thank you very much. That will be avail- 


able in written Hansard form over the course of hearings, 


but we thought it might be helpful for you to have it today. 
Mr Hamilton: It makes me feel better. 


The Chair: Did Hansard pick that up? I think that is 
important. The committee would want to hear how you felt 


about that. Thank you very much for your presentation. 


| 
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ONTARIO ASSOCIATION OF SPEECH-LANGUAGE 
PATHOLOGISTS AND AUDIOLOGISTS, 
ALGOMA CHAPTER 

The Chair: We ask the next presenters to come forward. 
The Ontario Association of Speech-Language Pathologists 
and Audiologists, Algoma chapter. 


Mr Roy: Madam Chair and members of the committee, 
my name is Nelson Roy. As chairperson of the Algoma chap- 


ter of the Ontario Association of Speech-Language Pathol- 


| 


ogists and Audiologists and a practising speech-language 
pathologist, let me begin by saying that our members en- 
thusiastically endorse the intent and goals of this legislation 
as well as the vast majority of its provisions. However, we 
believe additional clarification and requirements are needed. I 


will attempt to summarize and highlight these today. 


As members of this committee, I am sure you are now 


painfully aware of our very serious concern regarding sec- 
tion 26, pertaining to the authorized act of diagnosis. Un- 
fortunately, as the act now reads it negates the basic 


objective of our association. It places a double burden on 
an already overburdened health care system. It means that 
the professional who performs the assessment, analysis 
and interpretation, the recognized expert in the field, is 
unable to give comprehensive information to the patient or 
the patient’s family. Without question, this clause requires 
and deserves further review. We echo the sentiments of our 


colleagues in other health care fields when we state that 


patients are best served by direct communications between 
themselves and their clinicians. 
The remainder of OSLA’s concerns centre around sec- 


tion 15, the issue of title restriction. This legislation aims 


to provide greater public protection through restriction of 
the title “speech-language pathologist.” It will provide pre- 
cise language for the public to distinguish between regu- 
lated and unregulated health care providers. For this 
reason, we believe it is essential to the protection of the 
public that the title “speech therapist” also be restricted. 
The title “speech therapist” is the historical designation for 
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the profession of speech-language pathology. “Speech 
therapist” continues to be the professional title in use by 
many institutions such as school boards, government min- 
istries, district health units and hospitals. Because the gen- 
eral public equates these two terms, there is a significant 
risk that persons seeking speech-language intervention 
would not necessarily differentiate between practitioners 
and their qualifications, thereby failing to make informed 
choices. Protection of this title protects the public from 
people who call themselves speech therapists but who are 
not qualified as speech-language pathologists. 

In the same vein, we also urge that the phrase “in the 
course of providing...health care” in section 15 be re- 
moved as it further. limits the protection of the public. As 
this clause now reads, unregulated people could use the 
titles as long as they were not practising in strictly defined 
health care fields. As you know, many speech-language 
pathologists and audiologists are employed outside tradi- 
tional health care settings; they work in private practice, 
education, industry and social services. OSLA therefore 
believes that complete public health protection is provided 
through the protection of professional titles in these non- 
health care areas as well. 

Finally, we wish to stress the need for a stronger holding- 
out clause. OSLA would like to see a much more compre- 
hensive degree of title protection. We believe a stronger 
holding-out clause would prevent unqualified individuals 
from implying a level of training or regulation which they 
have not achieved. As the wording stands now, there is noth- 
ing to prevent an unqualified practitioner from advertising 
audiological services or speech-language pathology services. 

We suggest that section 29.03 of the Health Professions 
Procedural Code in the report titled Striking a New Balance: 
A Blueprint for the Regulation of Ontario’s Health Profes- 
sions provides a less ambiguous definition of holding out. 
The information provided in this written submission high- 
lights all the concerns I have expressed today. In addition, 
letters of support from various local interest groups are 
included for your review. 

At this time, I would like to introduce Bruce Shaw, 
former president of OSLA and a practising audiologist 
from Sudbury, Ontario. 


Mr Shaw: Starting off, we will change from a few of 
those issues to one I am sure the committee has been made 
well aware of over the last number of weeks with respect to 
the authorized act of the prescription of a personal hearing 
aid. Many of the concerns in the past presentations have 
focused on issues such as cost and access to services, as 
well as the risk-of-harm criteria that make that sufficient to 
become authorized. 

Today I would like to touch briefly on some of those 
issues, because I think they have been well presented in 
the past. More important at this time is to really try to 
clarify what the basic outcome of the legislation is, and 
separating this basic outcome from the assistive devices 
program policies surrounding the provision of hearing 
aids. Historically there have been difficulties, even among 
professions providing services, on making that differentia- 
tion, and we would really like to focus on that today. 
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The cost concerns and risk-of-harm concerns were pre- 
sented to this committee in London by a colleague of mine 
named Brian Field. The cost concerns, specifically with rela- 
tion to OHIP billing for audiology services, were clarified, 
and system inefficiencies perhaps identified that now allow 
physician reimbursement for the supervision of audiologists. 

As indicated to the committee at that time, the associa- 
tion is optimistic that, as one of the outcomes of this legis- 
lation, inefficiency in the system can be reduced, and that 
perhaps alternative funding mechanisms outside of traditional 
fee-for-service mechanisms be instituted that will allow 
funding for audiologists, not only in institutions but, most 
important, in community-based settings. That will be im- 
portant particularly in the north, as I will allude to a little later. 

The risk-of-harm criteria through instances of misdiagno- 
sis, overamplification, particularly in the infant and child 
population, has also been identified to the committee. They 
have also heard a rationale that the prescription of a hearing 
aid is not a discrete act, that it is an outcome of assessment 
and diagnosis in taking into account a number of factors 
particular to each person. Again, those issues have been 
well clarified. 

One issue I will deal with a little more specifically 
from a northern perspective is the issue concerning access 
to services. It is one that, having practised in the north for 
eight years now, I found of particular interest. I would just 
like to point out a couple of things to the committee con- 
cerning access. The picture that was painted back in 1988, 
when the assistive devices program was expanding to pro- 
vide funding for adults and hearing aid services, was that 
access to these services by audiologists, particularly in non- 
metropolitan areas, was abysmal. There was really no good 
information available at that time to document one way or the 
other whether that was the case. 

It was with great interest that we were finally able to 
get information through the assistive devices program, 
which was presented to a number of parties back in No- 
vember 1990. Contrary to the description that was pre- 
sented that audiologists are metropolitan-based creatures 
who do not venture into the north at all, and that alterna- 
tive service providers in the form of non-audiologist au- 
thorizers are carrying the brunt of that service delivery, it 
was the exact opposite. 

We saw a picture where, in the northern region, 72% of 
hearing aid authorizations were being conducted by audi- 
ologists. When we examined the non-audiologist autho- 
rizer profile, we found that almost three quarters of those 
authorizations were occurring in metropolitan areas. The 
reality of the situation seemed to be almost the reverse to 
what had been described. 

One thing that was particularly perplexing to me was 
that despite apparent distribution of manpower and where 
services were provided, there was still an attempt on be- 
half of those service providers who are focused in metro- 
politan areas to suggest the most appropriate way to deal 
now with service shortages in rural areas—perplexed, and 
perhaps, having dealt with that similar situation in man- 
agement positions and so forth over the last seven or eight 
years, a little annoyed at times. 
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Service delivery in rural areas, particularly the north, 
faces very unique circumstances. We realize in the major- 
ity of health care fields that it will take special incentives 
to try to deal with those difficulties. What has been put 
forth as an option to address accessibility concerns is the 
distribution of non-audiologist personnel to provide autho- 
rizations for hearing aids. 

That has been put forth as a cost-effective method as 
well. I cannot tell you how strongly I object to that from a 
functional standpoint. I have grave difficulties with the 
rationale that it is cost-effective. In a health care system 
that is overburdened, I fail to see the rationale of how 
training a one-dimensional professional and putting him in 
a rural setting, where the demands are multidimensional, 
will result in cost savings. 

In satellite clinics that have been set up through the 
underserviced areas program—and Elinor is well aware of 
those in Manitoulin Island, in Elliot Lake, to which I con- 
tinue to provide service along with other audiologists—the 
vast majority of the work done is assessment work. Au- 
thorizing hearing aids is a small portion of the work that is 
done. What makes it cost-effective to provide those ser- 
vices in those areas is the fact that you can combine the 
two. And in those instances, you can provide a profes- 
sional who is going to be able to assess children, infants, 
multiple-handicapped individuals, and is not going to be 
restricted to the provision of services to strictly adults. 

On that rationale, I always have difficulty with the jus- 
tification of pointing to rural areas and saying here is the 
way to solve the manpower needs up there, utilizing per- 
sonnel that are concentrated in and provide services in the 
metropolitan area, and do so effectively in those areas. 

When I hear myself talking that way, though, the other 
thing that strikes me is that those concerns regarding ac- 
cess and cost become very tangential to what the intent of 
the legislation is. I would ask the committee to really focus 


on what the basic intent of that authorized act is and what | 


the basic functional outcome is, and to separate that from 
ADP policy. 


Very clearly, that prescribed act does no more than — 
ensure that a hearing-impaired person, whether that person — 


is eight months old, eight years old, 98 years old, whether 
that person has other physical disabilities or is a so-called 


standard case to deal with, will be seen by a physician or — 





an audiologist in the province of Ontario. It does no more — 


than that. 


ADP policy comes into play and will determine who © 


can authorize some of these devices. But that legislation 


does not prohibit any service delivery model from existing 


under ADP policy. All it does is entrench what I think is a 
very substantial hearing health care goal in ensuring that a 


hearing-impaired individual is seen by a physician or audi- — 
ologist. It provides a very comprehensive health care um- — 


brella under which a funding program can operate without 
its hands tied. It can look at alternative service delivery 
models, alternative personnel, if it so desires and if 
through the advisory committee, through that program, 
there is sufficient information to justify looking that way. 
That program also has to take into account regulating the 
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business aspects of the industry, dealing with conflict of 
interest concerns that come up. 

What I need to really stress to the committee, and what 
becomes very muddled and has historically been muddled 
in discussions concerning the legislative intent versus ADP 
policy, is that the two are separate. What we have here is a 
solid piece of legislation. It provides a good umbrella that 
says, if you are hearing-impaired, be seen by a physician 
or an audiologist if you need a hearing aid. 

Under that, we have a program that provides funding, 
that, through an advisory committee to that program which 
has consumer representation, professional representation, 
can then determine in future years what the best way is to 
deal with access concerns, deal with cost issues, deal with 
training issues if alternative personnel are required. 

I would urge the committee to try to focus and separate 
the two. What is in front of you now I feel is a very progres- 
sive piece of hearing health care legislation. It meets a 
hearing health care goal without tying anybody’s hands in 
the delivery of service. There are very few programs or 
legislative intents that do that. I would urge the committee 
to seize the opportunity and ensure that clause and that 
authorized act remain in the legislation as it now is. Having 
said that, I now welcome any questions from the floor. 


The Chair: Thank you very much for an articulate 
presentation before the committee. I think you have clarified 
for members many of the questions that have been raised 
previously, as well as your point of view and the point of 
view of your association. I would remind you that if there 
is additional information at any time, you can always sub- 
mit in writing through our clerk. There are five minutes 
available for questions. Ms Haeck. . 


Ms Haeck: Thank you for an articulate presentation. 
Over the past four weeks we have heard from a number of 
consumers. One organization which made what I thought 
was a very interesting presentation was the Consumers’ 
Association of Canada (Ontario), and it is stressing public 
information. As in some respects you did raise public 
awareness, particularly Mr Roy, I ask you what your asso- 
ciation is looking at as a means of making the public much 
more aware of what either you as a speech-language pa- 
thologist, or Mr Shaw as an audiologist, really truly do. 


Mr Shaw: Over the last couple of years, that ‘has really 
been identified as a main goal of our association. Significant 
human and financial resources have been put to that end in 
developing what is basically a long-term public relations 
plan or public information plan. It has identified specific 

‘target groups who need to be made more aware of our 
‘services and what we do, defining them by physicians, 
other allied health care professionals, and the public. Strat- 
egies have been put in place with the help of consultant 
firms and the like to begin developing information pack- 
ages. Certainly it is something that has been undertaken 
over the last couple of years and will continue to progress. 


Mr Beer: Thank you for the presentation. Particularly 
in the audiology area, we have been struggling with that 
whole issue. For me, the way you place that in relationship 
between the ADP and this helps us tremendously. 
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I would like to go back to where you were outlining the 
results of the survey you did, because that really is an 
interesting result. You are based in Sudbury. How do you 
handle the outlying areas in terms of seeing patients and 
providing hearing devices and so on? How does that work 
for somebody who is in that outlying area? 


Mr Shaw: That was a program that was developed 
initially, as I said, under the underserviced areas program. 
What it is focused on now are two communities in particu- 
lar, Elliot Lake and Manitoulin Island. Elliot Lake is ser- 
viced approximately eight to nine days each month. I or 
another audiologist visit that community not only to pro- 
vide dispensing services or repair services and the like, but 
also, as I was saying, the vast majority of time is still spent 
doing assessment work and counselling work and the like. 
There is a Similar program on Manitoulin Island. I believe 
it is usually five or six days a month that we are down 
there providing similar services. The service is compre- 
hensive in that it is a one-stop shopping service. That is 
one model of service that is available, and in this particular 
instance it is effective. That is the way the devices are 
provided, with repairs and follow-ups along a similar line. 
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Mr Owens: A question around access: You referred to 
diametrically opposing views. I share your annoyance, ac- 
tually, at trying to get at what could be called the truth. My 
question is, where does the buck stop? Where do we draw 
the line? 


Mr Shaw: On access, it is basically with a couple of 
things: in data that were verifiable on where people are 
getting services—data were finally made available to us in 
October and November of last year, once the assistive de- 
vices program had been able to gather specifics from when 
your program was expanded. I think the picture outlined 
was as objective a picture as you are going to get. There is 
always confusion that arises because the authorizing of a 
hearing aid has been intermingled with what happens to 
get service for a hearing aid. The two are not related. The 
authorizing of a device has nothing to do with the follow- 
up servicing and so forth. Those services can still be pro- 
vided in exactly the same fashion as they have been in the 
past. Where I think the confusion arises is in not being able 
to separate out some of those access concerns. 

In all fairness, there are areas of the province that are 
underserviced and there probably always will be. It will be 
very incumbent upon the assistive devices program partic- 
ularly and the advisory committee to that program to ex- 
amine those areas and say, “How are we going to 
manpower-plan for those areas, utilizing audiologists’— 
and of course my preference would be that—“or other 
allied health personnel if necessary?” I think there is a 
good mechanism now in place for that. The current legisla- 
tion does nothing to address immediate access. It gives us 
a full generation to manpower-plan by tracking that man- 
power now through the programming. 


The Chair: Thank you very much once again for an 
excellent presentation. 
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ONTARIO NURSES’ ASSOCIATION, LOCAL 46 


The Chair: I would like to welcome the Ontario 
Nurses’ Association, Local 46. You have 20 minutes for 
your presentation. I appreciate your being patient. 


Mrs Olsen: May I introduce Karen Scott, a nurse 
practitioner from the Group Health Centre, and Elaine 
Craig, a home care co-ordinator. 

Madam Chairman and members of the standing com- 
mittee on social development, my name is Suzanne Olsen. 
I am a registered nurse, a member of the legislative com- 
mittee of the Ontario Nurses’ Association, and a staff nurse 
in the emergency department of the General Hospital in 
Sault Ste Marie. With me today are nurses employed by 
the Group Health Centre, Plummer Hospital, home care 
and the General Hospital in Sault Ste Marie. 

Thank you for allowing me to present some major con- 
cerns we have as direct care givers concerning these three 
pieces of legislation, the Regulated Health Professions Act, 
the Nursing Act and the Midwifery Act. I understand that 
many health professionals, including nurses, have been 
part of a lengthy process of putting these pieces of legisla- 
tion together. We applaud you for the intent of this legisla- 
tion to protect the public from unqualified, incompetent 
and unfit health care providers. 

After meeting with many staff nurses in this commu- 
nity, the general consenus is that there is much disappoint- 
ment with this legislation as it pertains to nurses and their 
ability to practise safely and efficiently. This government 
has in the past been very supportive of nursing and its 
expanded role in the health care system. However, it ap- 
pears to us that this legislation sets nurses back to a very 
subservient role. 

We, aS nurses in a northern community, do not have 
access to residents or supportive 24-hour physician staff 
and therefore have to rely on our educated decisions, 
which in the past have been backed up with supportive 
physician orders. But never before has there been the threat 
of a $25,000 fine or a six-month jail term that impedes our 
right to protect the patient’s health by our decisions. 

As you are aware, standing orders and protocols do not 
have the legal authority of written orders. They change 
constantly, and doctors often write orders for us after we 
have done the work. This works efficiently for patient 
safety, but not for our own. It is an entirely unsatisfactory 
way in which we have to work. Every day we are at risk of 
being reported to the college for exceeding our authority. 
How then do you expect us to continue to act in the best 
interests of the critically ill patient if you are putting us in 
the position of being faced with being imprisoned or fined 
for doing what is prudent for cautious patient care? 

We as nurses working in the north are not given the 
benefit of 24-hour physician presence, so therefore we are 
expected to act quickly to intervene in life-threatening 
health situations. We have always placed patient safety 
first, but we now have to rethink our direction, as you put 
us in a very quasi-legal position in which to practise. 

We are accountable to the College of Nurses of Ontario 
as professionals and we are also accountable to our employ- 
ers as employees. Management nurses in your legislation 
should be fully accountable to the college and this should 
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be explicitly stated in the Nursing Act. As you must be 
aware, there are cases where the courts have found that the 
college’s jurisdiction extends only to nurses who perform 
hands-on care. We believe that if management nurses were 
accountable to the college for their policies and staffing, 
they would have to be much more realistic in their ap- 
proach and this would reduce our double-jeopardy situa- 
tion dramatically and would result in better protection for - 
the patient. 

I would now like to address the controlled acts. One of 
the areas of concern to myself and other staff nurses is the 
use of the phrase “on the order of a qualified person” 
which appears in two of the authorized acts for nursing. 
Restricting the activities of nurses by requiring an order 
for all controlled acts is detrimental to the public in that it 
will not coincide with efficient and safe patient care. If, 
however, these acts are to be restricted to qualified per- | 
sons, I would hope that this group of persons would be as 
large as possible. 

From my understanding, as it stands now some nurses, 
prescribed persons, will be allowed to write their own orders | 
for two controlled acts: (1) performing a prescribed proce- | 
dure below the dermis or mucous membrane and (2) putting | 
an instrument, hand or finger beyond certain points of the 
body. These nurses will be selected by the council of the 
College of Nurses of Ontario, and I would suggest that it | 
would greatly improve patient care if this group of pre- 
scribed persons were made as large as possible. | 

Controlled act 1, “communicating to the individual or 
his or her personal representative a conclusion identifying a | 
disease, disorder or dysfunction as the cause of symptoms | 
of the individual in circumstances in which it is reasonably | 
foreseeable that the individual or his or her personal repre- 
sentative will rely on the conclusion”: This is not a con- 
trolled act listed for nurses and thus creates great concern | 
among nurses. If it is not a controlled act for nurses, how | 
will we continue to act in our present capacity as health | 
teachers? On a daily basis we answer questions posed to us | 
by patients who are under a great deal of stress, given the | 
fact that they are anxious concerning their disease. If we | 
are unable to discuss their illness, how will we obtain con- | 
sents for surgery and continue with nursing diagnosis? 

As you know, nursing diagnosis is a practice that is | 
widely accepted all over North America. Many consents | 
for surgery are obtained by nurses after initial examination by | 
a physician and before sedation. This will not be allowed | 
under the new legislation, as nurses will no longer be able 
to discuss medical diagnosis with patients. Because consents | 
are not legal after the sedation, these same patients will have ) 
to remain in pain until the surgeon explains their diagnosis 
and ensuing procedure to them. Because of the time ele- | 
ment, a great deal of time this happens immediately before | 
surgery, and we as nurses do not find this acceptable. 

Staff nurses spend a great deal of time giving patients | 
pre-op teaching, prenatal care and discharge and home 
care planning. How then can we continue to discuss any 
matters concerning their diagnosis? Nurses spend 24 hours | 
a day with their patients; physicians spend minutes per day 
with their patients. How then can we protect their rights? A 
fast explanation of a disease by a physician leads to many | 
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questions, to which we as care givers feel the public has a 
right to answers. 

On many occasions receiving health information in a 
timely manner is imperative for the maintenance of the 
health and life of our patients. We as nurses do not con- 
ceivably feel that we should determine the medical diagnosis, 
but we would be wrong, however, to deny that we must 
have the right to draw conclusions using nursing diagnosis 
and to feel free to answer our patients’ reasonable ques- 
tions. Therefore, the communication of a dysfunction 
needs to be a controlled act for nurses, or you, ladies and 
gentlemen, will be tying our hands and driving more of us 
away from our profession. 

When I first entered nursing in the late 1960s, it was 
unheard of to answer any patient questions relating to dis- 
ease. We have come a long way in 20 years. We have 
maintained our confidence through continuing education 
and we have accepted the role of patient advocate, but 
without this as a controlled act for nurses, we will be 
forced to be quiet once more. May I stress that I do not feel 
that this is the intent of your legislation. Please do not 
ignore our skills and experience by denying us the right to 
do more controlled acts independently. 

Controlled act 5, “administering a substance by injection 
or inhalation”: This is a controlled act listed for nurses, but 
on the order of a qualified person. The amendment to this 
controlled act in the Nursing Act, paragraph 4(1)2 changed 
“on the order of a qualified person” to “on the order of a 
member of the College of Physicians and Surgeons of On- 
tario.” This will create great problems for nurse practitioners 
working at an advanced level in this community. I strongly 
question the reason for amending this section. - 

Controlled act 12, “managing labour or conducting the 
delivery of a baby”: After discussion with many nurses, I 
have been asked to emphasize just how important it is to 
include managing labour as a controlled act for nursing. 
‘We as nurses do not oppose midwifery, but we do feel that 
midwives must be nurses, especially if they are employed 
in a labour area that is managing difficult labours. The scope 
of practice of midwives overlaps the scope of practice of 
nursing. It is not logical to feel that there are enough trained 
midwives to take over every labour and delivery area in 
Ontario. How then will the obstetrical departments con- 
tinue to function if this is not a controlled act for nurses? 

Nurses currently employed and practising in these 
areas clearly manage labour, and in many cases in the 
north they deliver the babies when the physician does not 
arrive in a timely manner. Managing labour is included in 
the basic educational program for nursing. Managing lab- 
our envelops below the dermis or mucous membrane or 
beyond body orifices and non-intrusive actions. Because 
intrusive interventions are regulated by other controlled 
acts, I assumed that managing labour would be the care, 
Support and assessment of the mother and foetus and the 
recognition, prevention and intervention in a labour crisis. 
If this assumption is true, it would be very important for 
the safe care of the mother and foetus to include managing 
labour as an authorized act for nursing. May I suggest that 
nurses aS well as midwives and physicians should be able 


to manage labour. We in fact already do this and it over- 
laps the scope of practice, and this should be recognized. 
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The specific recommendations I would make after con- 
sultation with my colleagues are: 

1. That prescribed persons who will be selected by the 
council of the college of nurses be made as large a group 
as possible; 

2. That nurse administrators, educators and researchers 
should be fully accountable to the College of Nurses of On- 
tario and this should be explicitly stated in the Nursing Act; 

3. That the first controlled act must differentiate be- 
tween medical and other types of diagnosis, medical diag- 
nosis being limited to doctors, but nurses and other health 
professionals should be able to communicate their diagno- 
sis to their patients; and, 

4. That nurses, as well as midwives and doctors, should 
be able to manage labour. 

In closing, I would urge you not to overlook the valu- 
able source of human resources that you have existing in 
the nursing profession. Our aspiration for the health care 
system in Ontario is that it can remain one of the best 
health care systems available for the people of Ontario. We 
appreciate that costs are soaring. However, we feel that 
compromising the quality of health care is not acceptable 
and we are willing to do whatever is possible to ensure that 
the health care system remains as it is today. We hope to be 
considered as a valuable source of input into the future 
decisions that directly impact on patient care and safety. 

The Chair: Thank you very much for your presenta- 
tion. A comment first from the parliamentary assistant, Mr 
Wessenger. 


Mr Wessenger: Thank you for your thoughtful pre- 
sentation, but I would like to indicate that certainly in our 
opinion there is nothing in the legislation that prevents you 
from discussing a diagnosis with a patient. I would also 
like to indicate that the whole question of assessment is not 
covered as a controlled act, and also the communication 
and discussion of assessment, again, is permitted to you as 
health professionals. It is not a controlled act. 

I also would like to indicate with respect to the question 
of managing labour that we understand that is dealt with as 
a delegated act, so I understand you would be able to 
continue to do that as a delegated act. 


Mr Beer: I have a couple of questions, one in terms of 
the managing of labour. I ask the parliamentary assistant— 
and I would appreciate your thoughts on that—what the 
reason was for having that as a delegated act as opposed to 
its being in the act itself. What is the rationale for that? 

Mr Wessenger: | will refer that to the ministry staff. 

Mr Burrows: It is unfortunate that legal counsel is 
not here today. My understanding is simply that there are 
valid reasons. I wonder if it would be possible to raise that 
question with legal counsel on September 16. 

Mr Beer: I will do that. We will follow up on that one 
and see if we can get a clearer answer. 

The question around the nurse administrators, the edu- 
cators and the researchers has come up in a number of the 
presentations. What you see is that because they are in 
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effect managing what you do, they should carry the same 
responsibility you would have to carry before the college if 
there was any disciplinary measure. What is their status 
right now? 

Mrs Olsen: As far as I understand, in cases they have 
not been held accountable; it has been the individual nurse. 
We are placed in a position, through staffing for instance, 
that if an administrator or a nurse-manager, who is part of 
middle management, decides, when we ask for help, say, 
in the emergency department because of an extra workload, 
that it is not necessary and something happens on that 
particular shift that endangers the life of somebody, then we 
are actually accountable as professionals before the college 
but he or she is not held with the same responsibility. 


Mr Beer: Would you agree that if they were covered 
by the law that there could be instances where both of you 
might be held accountable? 


Mrs Olsen: Absolutely. 


Mr Beer: You just want to see that they are there as 
well. 


Mr Martin: Because I am from Sault Ste Marie, I just 
wanted to say that I have had the privilege of having a 
nurse practitioner look at me, and also in the delivery 
room. However, my question is around the non-inclusion 
of nurse-managers in the college. I do not understand that. 
Maybe you could expand on that a little more for me, how 
that would impact on your ability to operate as a nurse. 


Mrs Olsen: As a nurse, I am accountable to the col- 
lege for the things I do in my everyday practice, but man- 
agers are not doing direct patient care. They are providing 
the service only in that they are staffing their particular 
departments. They are not there 24 hours a day; they are 
there only from 8 to 4. We are practising 24 hours a day 
and we do not have the same resource on certain shifts. 

It just seems that if they leave us in a position where 
our practice can get into trouble, they are not as account- 
able as we are. We are there doing the work. They are at 
home, not worrying that we are understaffed, that we are 
trying to take care of four different things where we should 
be doing only one. 

If they were accountable for staffing, they would have 
to have the proper number of people to care for the pa- 
tients, whereas they can kind of wash their hands of it and 
say, “Cope.” That is something we hear an awful lot, “Just 
cope; we know you can handle it.” Sometimes that puts 
people in jeopardy. That puts people in a position where 
they are not going to get proper care. 

Mr J. Wilson: I very much appreciated the brief. It 
was a very good job of articulating the views. We have 
heard some of them before. I am particularly interested in 
your comment that this government has a good track re- 
cord with nurses. I would simply comment that they have 
zero track record with nurses. They have not been the 
government long enough to have a track record, but per- 
haps you are referring to their statements in opposition. 
They are now discovering that being a government is not 
as easy it looks. But I will ask a question. 


Mr Hope: It is about time. 
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Mr J. Wilson: Well, these things keep creeping into 
these briefs and I cannot understand it. Having said that, 
perhaps you can give us a better feel of what a nursing 
diagnosis is versus a medical diagnosis. 

Mrs Olsen: We use all sorts of tools to determine 
nursing diagnosis. We have assessment forms we fill out. 
When someone is admitted to the hospital, we have a two- 
page form that asks various health questions that physi- 
cians would probably ask in their initial assessment, but 
they seem to refer to our nursing diagnosis to determine 
some of the symptoms of their patients, after the fact. They 
depend on us to spend a lot more time with these people, 
questioning them on their health habits, on what they do to 
prevent disease. They do not have the time. A lot of times 
their physical assessment is very different from what our 
nursing assessment is. Then we discuss together why they 
made a certain medical diagnosis versus why we feel there 
are other things that might be bothering this person. 
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Mr J. Wilson: Has the association sought a legal 
opinion on whether it would be prohibited to bring a num-— 
ber of things under the scope of nursing diagnosis because 
of the controlled acts? 


Mrs Olsen: I believe they have done some looking 
into some things legally, but I cannot hope to answer for 
the association. I am only a nurse. I am concerned as a 
staff nurse. I do represent, partially, the Ontario Nurses’ 
Association, but my scope of practice is not directed by 
them. I am responsible for myself as a professional and to 
my patients—most of all to the protection of the patients in 
the north. 

We do not deal, in the north, with southern Ontario 
medicine, where you have people around all the time. I 
work in a very busy emergency department. In this city, we 
have one doctor on call for 15 physicians, between two hos- 
pitals, for 75% of the day. They are not there when people 
walk through the door having a heart attack. They depend 
on us to start all sorts of things. We start the IVs. We order 
the blood work. We have everything done by the time they 
come. We stick them on the monitor and realize before | 
they have even arrived that they are in a lot of trouble. 

We have always done that. I am not saying we have | 
even protocols that say, yes, we can do an invasive action 
like starting an IV, but we do it and we get coverage from 
these physicians. But when you are threatening us with 
being fined and imprisoned, we are not going to feel quite 
as safe working on our diagnosis. 

As an emergency nurse who has worked for 20 years, I 
can look at a monitor and know that somebody is infarcting. I 
do not have to wait until the physician walks through the 
door and says: “Start everything. Do the blood work. Do. 
the ECG.” I do that and I do that because I care for the | 
person who is lying there on the table. Time is of the | 
essence. We do not have a doctor there all the time. 

Personally, I will probably continue in the same practice, 
but it is going to make me a little bit nervous if I think I can | 
be reported for overstepping my authority, because really I | 
do not have authority to start all those invasive actions. | 
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\But we have been doing it for years, and it is necessary for 
\the safety of the patients up here. 

_ The Chair: I have a very short supplementary to the 
statement you just made. Are you saying that in your hos- 
‘pital there is no hospital protocol for managing of emer- 
gency procedures? 

| Mrs Olsen: You can say “protocol for managing 
emergency procedures.” There is a blanket protocol. A 
‘nurse on the IV team can institute an intravenous, but we 
do not have standing orders from every physician. We 
have standing orders from cardiologists, but now that the 
general hospital does not have a cardiology department, 
those standing orders are quasi-legal. They are legal in that 
if you work in a cardiac unit you can start all this stuff. We 
get blanket orders, but we really do not have anything that 
_ says: “Yes, Suzanne, you can take the blood work. You can 
do the cardiac workup.” We get it covered. We have never 
had any trouble with the physicians saying, “You shouldn’t 

have done it.” 

Well, no, I should not say that. We have had trouble 
with physicians saying: “What do you think you’re doing? 
I didn’t order that.” We just basically ignore them and say, 
“This is our protocol.” They do not fight us on it. 

But we have never been threatened before with being 
fined for doing this stuff. We have physicians who come 
from southern Ontario who cannot believe all the things 
we do, but we have done it because there is a need there, 
because there is not somebody there to say, “Do it.” 


Mr Owens: I want to follow up on my colleague’s 
question with respect to nurse practitioners. I wish you 
folks had been a little more detailed on exactly what im- 
pact this legislation may have on nurse practitioners. As 
Sault Ste Marie is a relatively more urban centre, again 
relative to Beardmore or Pickle Lake, how do you perceive 
this legislation impacting on what nurse practitioners are 
able to do? 


Mrs Scott: I can answer that. Nurse practitioners in 
Sault Ste Marie basically are doing physicians’ jobs. We 
have-booked patients. We diagnose. We treat. All of these 
orders are countersigned following the fact, not pre-empted. 
We have a protocol on things we can and cannot do, but all 
of our delegated acts are countersigned afterwards. 

We feel this legislation has not opened up to allow us 
to do the things we are doing, and that we should be part of 
that delegated act. You are allowing it for midwives but 
you have totally ignored the nurses. People are looking for 
a different type of health care. I hear it every day in my 
practice: “You listen to me. You hear what I am saying.” 
With this act, you are going to take that away from them. 


The Chair: Thank you for an excellent presentation. I 
know you have answered some questions for the committee 
that have been lingering. Today is the last day of our hear- 
ings and we really appreciate hearing from you. I would 
remind you and all other presenters that there is an oppor- 
tunity to communicate further with the committee in writ- 
ing during the course of our deliberations if you feel there 
is any additional information that would be helpful to us. 
Thank you again. 
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FAMILY SERVICES CENTRE 


The Chair: I would like to call next the Family Ser- 
vices Centre. You have 20 minutes for your presentation. 


Mr Rivard: My name is David Rivard, executive di- 
rector of the Family Services Centre. I may not take the 
whole 20 minutes allotted. I was listening to the previous 
presenter, who identified herself only as a nurse. I guess I 
identify myself only as a social worker. 

As a preamble, part of the concern you may have come 
across in other communities is the fact that social work has 
not been included as a part of Bill 43, and certainly that is 
initially a problem that the social work profession sees as a 
major difficulty. Particularly within many of the health set- 
tings, social workers play a most significant part in the 
whole health care team, as do nurses and other profession- 
als. Undoubtedly, without any kind of legislation to protect 
the practice of social work, individuals who work in our 
employ are placed in much jeopardy. I will basically use 
that as a preamble and get into some of the key things I 
wanted to mention. 

Who are we as an organization? We are not necessarily 
considered a health care service, but if you look at the defini- 
tion of health care, it would in fact, in my mind, include 
agencies that are providing what we will call mental health 
services. Locally, the family service agency is a non-profit 
social service organization committed to strengthening and 
enhancing family life, and a large number of the programs 
that we provide fall into that category of mental health. 
Some of the programs we provide are funded directly by 
and under the auspices of the Ministry of Health. 

Some of the client population groups we deal with, as 
well, are individuals who have been through the health 
care system, most notably those who are survivors of 
abuse, particularly sexual abuse and wife abuse. In fact, 
when you look at the research involved with that, approxi- 
mately 80% of these individuals have had contact with a 
physician prior to coming to a social service agency. Part 
of the difficulty has been the improper diagnosis of these 
individuals and giving them a psychiatric diagnosis when 
that was not necessarily the issue they were dealing with. 
So we see many of these people who have been through 
medical, psychiatric settings and are now showing up 
within social service organizations and who have been im- 
properly diagnosed. In fact, 80% of the client group we deal 
with currently falls into this category of being survivors or 
victims of domestic violence and sexual abuse. 

The other major category we deal with are those, par- 
ticularly youth, who are struggling with problems around 
drugs and alcohol. Again, many of these young people, as 
you know, unfortunately end up going into the American 
system and often getting diagnosed and so on and spending 
large sums of money. Again, we would want to see more 
of that being put into our province. 

Other groups are the developmentally handicapped 
adults, many of whom, as well, are deinstitutionalized and 
are now moving back to the community. They are suffer- 
ing from a variety of problems and disorders, and we have 
a program that deals with really helping them to reinte- 
grate to community life. 
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One of the final groups is what is called the stage 1 young 
offenders. These would be people 12 to 15 years of age 
who have been through the court system and are now what 
is called post-disposition. Our service would provide some 
counselling and support for them within the community. 

The majority of staff employed by our organization 
would be deemed social workers: addiction counsellors, 
graduates of community college and university in child care, 
social sciences and a variety of other degrees. All of our staff 
are trained to complete what is called a psychosocial as- 
sessment, which really looks at the psychological and so- 
cial, environmental makeup of the individual, and, as well, 
to conjointly share that assessment, or “diagnosis” if you 
wish, with the client directly. Again, there is that whole 
essence of being involved directly in reporting to the clients 
the nature of the problems they are experiencing. So that is 
a little something of who we are as an organization. 
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What are some of the concerns we have? Certainly, up 
front we want to support the intent of Bill 43 and really see 
it as an excellent piece of legislation. However, one of the 
gravest errors was not to include a profession which has 
been struggling for years to be recognized by the legislators 
as a profession, and that is the profession of social work. 

It is unfortunate that we are the only province now in 
Canada that has no particular legislation to protect the pub- 
lic from persons who will call themselves social workers 
who do not have any specific training and so on. In the 
absence of legislation, this leaves, in my mind, people in 
our employ who in essence can call themselves social 
workers in some amount of risk of being prosecuted. 

We have as an organization supported the need for spe- 
cific legislation. Mr Beer will know from his position in 
previous governments that it was supported, basically, to 
go ahead with a social work act. We would really encour- 
age this committee to talk to the current government to 
say, yes, there is a need to proceed with legislation to 
protect the public. Whether that be a specific social work 
act or an omnibus social services act that would include a 
number of other quasi-professions, certainly it is important 
to move ahead with that. 

As an organization, one of the clauses we would be 
specifically concerned about is the one that is referred to as 
the diagnosis clause. My concern in reading this particular 
clause is that it may hamper individuals within our organi- 
zation from making what we call a psychosocial assess- 
ment or a specific diagnosis as to the nature of the 
difficulties the client is presenting to our organization, if 
that would prohibit our staff from completing their job 
functions. 

In turn, one of your other subsections points specific- 
ally to the fact that employers and boards and so on, orga- 
nizations that employ these unregulated practitioners, may 
in fact be in a position of possibly ending up in litigation. 

Those are, from our perspective, some of the primary 
concerns, particularly around this whole issue of diagno- 
sis: who is allowed to make a diagnosis and what kind of 
implications that will have on an organization that is cur- 
rently employing staff who are not regulated. 
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What are the solutions? One of the primary solutions — 
that would, I think, assist in the whole process is to pro- 
ceed with a social services or social work act which will 
incorporate those professions currently not listed in Bill 43. 

There is an employment base of approximately 10,000 
professional social workers in Ontario, and a little over 
25% of those social workers work directly in the health 
care setting. Again, under this present bill, there is no pro- 
tection for these individuals who do actively participate on 
the health care team. In fact, many of them, as with nurses, 
are often the first individuals to share with a patient or 
client the whole nature of the diagnosis and the problems 
that the individual is dealing with. So I will be waiting to 
hear from you whether you feel the current bill expands or 
hampers the ability of these health care professionals to in 
fact deal directly with patients or clients. 

The whole issue of the communication around the diag- 
nosis or assessment—I am referring to point 2: Should this 
really, then, be inclusive to all other sections of the legisla- 
tion, not just those involved in the controlled acts? I am 
aware that the Ontario Association of Professional Social 
Workers, in conjunction with the Ontario College of Certi- 
fied Social Workers, made a presentation and also asked 
your committee to look at that option. If you are going to 
include this for certain segments, why not include it for all 
within the legislation? 

When we look at definitions such as “disease,” “disorder” 
and “dysfunction,” again, I think those clearly have to be 
defined. Many of the health care practitioners, social 
workers in particular, tend to shy away from using termi- 
nology such as “disease.” If you are going to use “dis- 
ease,” “disorder” and “dysfunction,” I think it is only 
appropriate that those be clearly defined. 

Fourth, until legislation can be brought forward to really 
regulate professions currently not included, every consid- 
eration must be given not to prevent organizations such as 
ours and other social service agencies from practising pro- 
fessions which are recognized—they may not be recog- 
nized in legislation, but are recognized locally and at the 
provincial and national levels—due to the fear of prosecu- 
tion. Again, I know this is a concern that has been brought 
to your attention previously. 

It is our hope as an organization that some of the issues 
we have discussed today, along with many of the issues 
brought forward by our colleagues across the province, will 
be listened to by your committee, and in any way if they 
can be adopted into legislation, we would appreciate that. 


Mr Hope: Under your solutions to the problems, you 
indicate a social worker act. We have had presentations, 
both in support of a social worker act and against a social 
worker act. Dealing with this legislation we see a lot— 


The Chair: The social work act is not before the com- 
mittee at this time. 


Mr Hope: I know, but it is part of his solution as a 
recommendation to the committee and point 1 of his brief. 
With the issue of diagnosis—I know you make reference to 
making it clear under “disease,” “disorder” and “dysfunc- 
tion’—would it be appropriate for “disease” and “disorder” 
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to be deleted under the social work part of it so that you 


_ can communicate? 


Mr Rivard: Certainly, as I mentioned previously, social 
workers would shy away from using that type of terminol- 
ogy. Often, though, if you are working within a health care 
setting, you would have no choice but to communicate that 


to a client or a patient. Under this current bill, there is no 
_ opportunity for social work to participate. That is the grave 
error I was concerned about. If there is an opportunity to 
_ include that, I would recommend it. If not, there may have 


to be a decision to look at some other piece of legislation that 


would protect the public, because the whole intent of this 
legislation, from my reading, is the protection of the public. 


Mr Beer: I would like to follow up on the terms “dis- 


_ ease,” “disorder” and “dysfunction.” If the word “dysfunc- 
tion” were taken out of paragraph 26(2)1, in terms of what 
_ social workers are doing would that alleviate the problems 


you see around that diagnosis clause? I appreciate the other 
question around the social work act, and that may come 
about, but certainly this is going to be dealt with first. But 
is that the term which for the social work practitioners is 
the biggest problem with this? 


Mr Rivard: I would not say that is the only term, 
necessarily. I think the three terms together cause some 


difficulty for social workers. We think of “disease” as 
-much more a medical terminology but, as well, I think you 
_can broaden that to say a community can be diseased, if 


we look at our own community being economically af- 


_ fected. Again, whatever terminology you are going to use 


has to be clearly defined, because we all have our own 
interpretation. 


Mr Sola: You said something in your preamble that 
disturbs me greatly, and I hope I heard wrong or misinter- 
preted what you said. I think you said that of your client 
group, 80% are misdiagnosed. I wonder if you would elab- 
orate on that, because that is very disturbing to me. 


Mr Rivard: From our own practical experience, with 
80% of the client groups we are dealing with being victims 
or survivors of domestic abuse and sexual abuse, a large 
portion of these individuals have been into the health care 
system and have been given a psychiatric diagnosis which 
in retrospect may not necessarily have fit the condition that 
person was experiencing at the time. They may have been 
manifesting certain behaviours and a diagnosis was placed 
on that. Part of the difficulty now is that these people are 
coming forward and saying: “I was a victim of sexual 
abuse within my family of origin. I wasn’t at the time able 
to talk about it, but that was the secret I was keeping 
within. I may have been manifesting certain behaviours 
and from that a diagnosis was made.” The person may have 
been put into a psychiatric facility. A lot of these people 
are now coming out and saying, “I didn’t really have psy- 
chiatric problems, but I was put into that particular institu- 
tion, so maybe I was inappropriately diagnosed.” 

The Chair: Thank you very much for your clarifica- 
tion and your presentation. We appreciate your appearing 
before the committee today, and I know you are aware that 
you can continue to communicate with the committee in 
writing over the course of our deliberations. 
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Mr J. Wilson: Madam Chair, I have a request for in- 
formation from the parliamentary assistant. I believe it is 
on September 16 or 17 that we are meeting with ministry 
officials. Could we add to that list, if we have not done so 
already, the Attorney General’s office? I know there are 
officials over there who have given comment in the past 
on this legislation and we would like the opportunity to 
address some concerns with them. 


The Chair: The request is noted. 
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TOM HENDRIE 


The Chair: I call next Tom Hendrie. You have 10 
minutes for your presentation. 


Mr Hendrie: Thank you, Madam Chair. As practising 
medical laboratory technologists working in the hospitals 
of Sault Ste Marie, we are pleased to have this opportunity 
to address this committee and we hope our comments will 
be helpful in the committee’s consideration of Bill 43 and 
companion legislation, Bill 44 to Bill 64. We are specific- 
ally interested, of course, in Bill 53, related to medical 
laboratory technology. 

Our interest in this legislation is heightened by the fact 
that one of us was chairperson of a special committee of the 
Ontario Society of Medical Technologists back in the early 
1980s whose deliberations and representations enabled the 
OSMT to mount a successful lobby in the Ontario Legisla- 
ture, which we felt was a contributing factor to the deci- 
sion to conduct a Health Professions Legislation Review. 

Ten years later we are on the verge of having appropri- 
ate legislation enacted, and as private citizens we maybe 
should be concerned that it has taken so long and that the 
legislative wheels turn so slowly. As professionals, how- 
ever, we are confident that the necessary research and fact- 
gathering has been very thoroughly carried out and we 
have a piece of legislation which is acceptable to the pro- 
fessions concerned, which truly benefits the citizens of 
Ontario—although, from what I have heard in the last half- 
hour, we could go on talking about it for another 10 years. 

Anyway, we are very pleased that we will soon be 
forming a college of medical laboratory technologists to set 
standards for the practice of our profession in Ontario, and 
will charge the profession with the responsibility of ensur- 
ing these standards are upheld. We are pleased that our 
leaders have been able to show the profession is ready for 
this responsibility and we wish to assure you that the rank 
and file medical laboratory technologists is ready, able and 
enthusiastically willing to assume this responsibility. 

We feel that the legislation can only enhance Ontario’s 
reputation as having one of the best health care systems 
anywhere. We feel this reputation is deserved and pray the 
standards can be maintained in spite of the present federal 
government’s new approach to funding. 

Concemed professions as represented by Interhealth were 
asked by Elinor Caplan—I did not realize when I wrote 
this that she was chairing this session today—that the leg- 
islation should move forward in spite of imperfections. A 
unanimous “aye” was given as answer to this question and 
everybody was very happy. 
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Now I would like to bring the committee’s attention to 
some points which we see as imperfections and express 
the hope that they can be dealt with later. 

1. The minister’s proposed amendment recommending 
the inclusion of a controlled act permitting medical labora- 
tory technologists to obtain the blood sample for testing 
with the addition of a subsection 3(1): “In the course of 
engaging in the practice of medical laboratory technology, 
a member is authorized, subject to restrictions on his or her 
certificate of registration, to take blood samples from veins 
or by skin pricking.” 

We feel it is strange that this is the only controlled act 
considered necessary for inclusion in this bill. It may be 
that the committee, mostly being lay people, feels that in- 
vasive procedures using needles were considered the only 
medical laboratory technology activity which was poten- 
tially hazardous to the laboratory services users, that is, the 
patients who come to us. 

The legislators and the public need to know that there 
are dozens, perhaps even more, of acts performed exclusively 
by medical laboratory technologists which, if not done ex- 
actly right, can result in serious injury or death. The most 
obvious of these potentially hazardous procedures is perhaps 
testing and matching of blood for transfusion. This task is 
carried out exclusively by our profession and needs a thor- 
ough knowledge of blood transfusion theory and technique 
along with considerable dexterous skills, which often have 
to be called upon in highly stressful situations. There is no 
room for error, and serious error can result in what could 
arguably be called wrongful death. 

Many other tests we do concern monitoring levels of 
drugs, ie, digoxin, when the attending physician needs to 
know the blood levels so he can prescribe dosage and 
avoid calamitous overdosing. The technologist performing 
those analyses has great responsibility, and mistakes can 
cause very severe harm to the patient. 

I could go through a whole litany of these situations. 
As to listing them in the Medical Laboratory Technology 
Act, it could be argued that all of these tests should be 
designated as such. 

We also have a concern, a lesser concern, I have to 
admit, about the practice of medical laboratory technology 
in unlicensed facilities, for example, in doctors’ offices. 
Doctors’ office testing, though presently limited, is ex- 
empted from control of the director of laboratory licensing 
by authority of regulation 845 under the Laboratory and 
Specimen Collection Centre Licensing Act of Ontario 
when performing certain simple tests. We feel that doctors 
should not delegate this testing to personnel who may not 
be regulated by the proposed new college under this legis- 
lation. We are not saying this kind of thing is happening at 
present, but we realize there is a potential. We would hope 
these concerns can be appropriately dealt with in the regu- 
lations under the act. 

Thank you for this meeting. We look forward to a speedy 
implementation of the said acts and wish your committee 
success in its final deliberations and recommendations 

Ms Haeck: Thank you very much for providing us with 
a very interesting presentation. I do want to get some clari- 
fication at this point, through the parliamentary assistant, 
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some comments from ministry staff. Mr Hendrie does 
make mention of the Laboratory and Specimen Collection 
Centre Licensing Act. Are there certain of these procedures 
which the medical lab technologists would be performing 
that are controlled by other pieces of legislation, say some- 
thing in a hospital setting? Particularly, why limit to just 
the blood collection? Are there criteria for inclusion that 
maybe those other acts did not meet under the whole pro- 
cess of looking at the Regulated Health Professions Act? 
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Mr Burrows: Again, unfortunately legal counsel is 
not here; I am not an expert on the law. However, there are 
various controlled acts in this package that are controlled 
by other pieces of legislation; for example, X-ray under 
the Healing Arts Radiation Protection Act, and in the case 
of activities performed by many people in the institutional 
sector, other pieces of legislation, the Public Hospitals Act, 
and in this case Laboratory and Specimen Collection Centre 
Licensing Act. 

With respect to the specific amendment put in by the 
minister for discussion, it was concluded that this act was 
not dealt with by other criteria being applied. The review, 
having as one of its criteria for selection whether or not 
other legislation did satisfactorily control the activity, and 
the ministry concluded that a specific situation with re- 
spect to the common drawing of blood by lab techs should 
be covered by a specific controlled act, so that was put in. 

In the case of the others, the evidence presented to the 
review and the evidence presented to the ministry since by 
the provincial associations on behalf of technologists, did not 
convince of the need to mention the specific acts. Either they 
were controlled by other legislation, or they were done in a 
way, for example, that they were either uncommon and 
could be dealt with by delegation, or they were done com- 
monly but they were done in the presence of another pro- 
fessional who was accountable, because the person was 
right there. There were various reasons such as that. 

The Chair: Thank you for your presentation today. If 
there is additional information that you think would be 
helpful to the committee, please feel free to communicate 
with us in writing through our clerk. 


Ms Haeck: Supplementary to my question, I wonder 
if we could be provided with a series of those acts, those 
other pieces of legislations that impact on the RHPA and 
some of those groups, and maybe some of the criteria as 
information for all. 

The Chair: On the days of the 16th and 17th of Sep- 
tember, through the ministry presentations, I think there 
will be a full presentation on which other pieces of legisla- 
tion will require amendment as a result of this legislation. 


Ms Haeck: Very good. I appreciate that. 


JOYCE ISBITSKY 

The Chair: I call next Joyce Isbitsky. You have 10 
minutes for your presentation. 

Dr Isbitsky: I will try to talk fast. I have written out 
my stuff because I get a little nervous. I am not used to 
talking in front of committees. I will read fast, and I will 
try to leave some time for questions. 
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Thank you for this opportunity to comment on the 
Regulated Health Professions Act and the Psychology Act. 
My name is Dr Joyce Isbitsky. I am a registered psy- 
chologist in independent practice based in Sault Ste Marie. 
I am also the director of the midnorthern region of the 


_ OPA, the Ontario Psychological Association, and in that 


capacity I represent about 35 members in Sault Ste Marie, 
Sudbury and North Bay, as well as a number of smaller 


: northern communities. 


First, I support the position expressed in submissions by 
the OPA and OBEP, Ontario Board of Examiners in Psychol- 
ogy, and by my local colleagues earlier this morning. As you 
know, the primary concer relates to the removal of all re- 
strictions on the terms “psychology” and “psychological.” 

Second, I believe the adoption of the recommendations 
offered by OPA and OBEP would allow the praiseworthy 
objectives of the legislation to be realized without compro- 
mising the needs of the north. As it stands, I fear the pro- 
posed legislation will retard rather than promote the 


_ north’s continuing struggle to guarantee its residents stan- 
_ dards of health care on a par with the rest of the province. 


It is no secret that accessibility of professional services, 


_ health care and otherwise, is severely limited in northern 


communities. There is neither a sufficient number nor 
range of practitioners to enable the delivery of comprehen- 
sive services. The services we do have are often geograph- 


ically inaccessible or tied up in long waiting lists. 


Psychological services are no exception, with no more 


_ than 2% of psychologists employed outside the large pro- 


vincial centres in North Bay, Sudbury and Thunder Bay. It 


_ is extremely difficult to attract and retain qualified profes- 


sionals because of professional isolation, lack of opportu- 


nities for professional development, inadequate program 














resources, and, let’s face it, lousy weather. 

Those involved in the delivery of psychological ser- 
vices who wish to become psychologists must leave the 
north in order to do so. Because of the scarcity of qualified 
practitioners, there is a tendency to make do here with 
unregulated persons unable to deliver the level or range of 
care available in more populated areas. 

Recent conversations I have had with department heads 
reveal that in the north job requirements are often down- 
graded or watered down once it appears that advertised posi- 
tions will otherwise remain vacant indefinitely. The scene is 
set for a proliferation of practitioners who have not met mini- 
mum standards of practice, conduct, education and training. 

That, unhappily, is where it is at in the north. 

It follows that northerners have to be especially vigi- 
lant if they are to counter the possibility of harm. In fact, 
the opposite is true. Many northerners are ill-equipped to 
make informed choices in seeking health care and other 
professional services. Why is this so? 

Northerners, especially those in smaller and more re- 
mote communities, have little access to accurate informa- 


_ tion about available services. They are not likely to have 


had exposure to psychologists, or other regulated profes- 
sionals for that matter, or to sources of good advice such as 
teaching hospital departments of psychology, university 
graduate programs in psychology, or regulatory and volun- 
tary professional associations, such as OPA and OBEP. 
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Let me illustrate. A client employed by a government 
ministry was referred to me by her physician. The ministry 
employee assistance program manager advised me that other 
psychologists were already available to ministry employees 
on an immediate basis. She was misinformed. The so-called 
psychologists were actually unregulated crisis workers. 

Another example: The director of a local health centre 
assured me that the centre employed a psychologist. 
Again, the individual in question was an unregulated pro- 
vider. I think this addresses your question about the burden 
being on the employer. It may be on the employer, but it 
does not mean it is working. Again, the individual in ques- 
tion was an unregulated provider. 

Why should we expect the average Joe Northerner—I 
hope nobody is named Joe—to be better informed than these 
individuals in key positions within the health care system 
who do not know what a psychologist is and is not? 

In failing to limit the descriptors “psychology” and 
“psychological,” the proposed legislation will just add to this 
confusion, thereby increasing the potential for harm. Restric- 
tions on the use of professional titles and descriptors is one 
way to ensure that service providers are accurately identified. 

Earlier, Deborah Brooks stressed the dire need for 
qualified and accountable practitioners in the schools, 
given the risk for serious and lasting harm to children. 
Presently, Sault Ste Marie has not a single psychologist in 
either the public or separate system. Efforts to attract regu- 
lated psychologists to northern school boards would be 
hampered if school personnel were free to represent them- 
selves as providers of psychological services. 

Finally, issues of supervision and training—we 
touched on this earlier—are critical in the north. Arranging 
supervision can be very complicated here because there are 
often long distances to travel and few psychologists to act as 
supervisors. Despite this, the efforts of psychologists and 
subdoctoral ancillary psychology personnel to make the sys- 
tem work are impressive, thereby ensuring uniform standards 
of practice across the province and lowering the potential for 
harm. As such, I applaud the recent tabling of a memoran- 
dum of agreement between OPA, OBEP and the Ontario 
Association of Consultants, Counsellors, Psychometrists and 
Psychotherapists, OACCPP, which would seek provisions to 
recognize and regulate the many high-quality MA-level pro- 
viders within the Regulated Health Professions Acct. 

Any questions? 


Mr J. Wilson: Your colleagues this morning indicated 
they thought that the PhD issue and the MA issue were per- 
haps separate. I will give you a hint: Much of the thinking 
of the colleagues on this committee is that they are one 
issue, and a very important issue. It has been discussed for 
a number of years and we have finally seen a memorandum 
of understanding or agreement between the two parties. 

We have had testimony, from I think some northerners 
who testified before us in another part of the province, 
saying there are a number of MA-level practitioners practis- 
ing almost totally independently in parts of northern Ontario 
and that they seldom see a PhD or a psychologist to check 
their work. What has your experience been? 


> 
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Dr Isbitsky: I think the problem is not as significant 
when you have MA-level people working where there are 
psychologists around to supervise. There is a danger when 
you have people out in the field practising independently who 
do not have contact with people who can act as supervisors. 
As it stands now, we do make impressive attempts to connect 
with the supervisor. Does that answer the question at all? 

Mr J. Wilson: Yes. My concern is that we not put 
those people who are currently practising at the MA level 
out of business, because we have had testimony that they 
are providing a good service. 


Dr Isbitsky: As I understand, one of the things OPA 
has been struggling to do over the years with less response 
from the ministry than I guess they would have liked, was 
to establish some kind of qualifying PsychD program for 
MA-level practitioners who have been out. If you have 
somebody who has been out practising for 20 years, obvi- 
ously you cannot discount that experience. There needs to 
be some way of upgrading them with respect to the current 
theoretical developments in the field, some of the concep- 
tual developments, so that they are then regulated and li- 
censed to practise as a PsychD. It is a type of doctorate in 
psychology that would be granted. 

To simply say that as there are not enough psychologists 
around to supervise, we will therefore dispense with super- 
vision, I think the risk there is— 
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Mr J. Wilson: That is not what I was implying. I was 
stating that we have had testimony that there is very limited 
supervision in some areas of the province now. 

Dr Isbitsky: That is basically what I am saying, that 
what the north needs is to attract and retain more regulated 
practitioners. 

Mr Beer: Thank you for the examples in your brief, 
which did address the question I placed earlier, and those 
are very helpful. 

I think you mentioned in your brief that neither board 
of education has a psychologist on staff. I believe one of the 
concerns that psychologists have is that school boards will 
hire people with other kinds of training, and that is where 
some of this title comes in, a “psychological consultant” or 
something of that nature. What is the experience you have 
of whom school boards or other organizations hire to provide 
what, in your view, is advice that should be provided by a 
trained psychologist? 

Dr Isbitsky: I would like to turn that over to my col- 
leagues who work more directly within the educational 
. field. I am in clinical practice and I do not have direct 
involvement. Perhaps Alan can take that one. 

Dr Gelmych: Currently there are people employed by 
both school boards who call themselves teacher diagnosti- 
cians. Usually these are teachers who have specific train- 
ing in test administration; this does not mean they have 
specific training in test interpretation. These people are 
often asked to diagnose learning disabilities, for instance, 
to give those results back to parents and to organize a 
specific type of treatment response. That is a problem. 
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Mr Martin: Going off on a tangent, some of the tension 
of the north, certainly from my experience of having lived 
here for a while, is around the question of professionals 
providing services versus self-help groups and communi- 
ties healing themselves of some of the social disease that 
sometimes creep in. I wonder if this legislation puts the 
focus so much on the professionalization of service that it 
may impact on the ability of a community to do those 
things through self-help operations which it has actually 
developed out of necessity over the years. 


Dr Isbitsky: I do not always see self-help groups as 
springing up because there are not the practitioners. Even 
when you have the regulated practitioners there is a role for 
self-help groups. There is a range of mental health services 
that can be helpful to people. It may be that at one time a 
person will choose to go to a psychologist, but also be 
referred to a self-help group to get some additional support. 

I do not see that restricting the terms “psychology” and 
“psychological” would in any way stop self-help groups 
from doing their work. But I still think it is important for 
the consumer to be able to identify: “This is a self-help 
group. The people I’m going to be working with are lay 
people with no specific training, but only that such as | 
may have as an average person.” They may have survived | 
a similar experience and in that way can be very helpful, — 
but they have not studied a particular body of knowledge — 
and had supervised training in application of the science of 
psychology. I think that in no way interferes with the abil- 
ity of self-help groups to convene. | 


Mr Martin: To follow up on that—maybe it is a little 
different again: I think it is part of the whole package; 
there are many people in communities in the north who do 
excellent mental health work because they are caring and 
have a way about them that is supportive, as people work 
through some problems. To set up a standard of academic 
achievement before you can actually practise sometimes 
inhibits the participation of those people in the profession, 
because to get an MA or a PhD is such an awesome task 
and is not always achievable by those who might be best in 
the field. Can you comment? 


Dr Isbitsky: You have to weigh the disadvantages of | 
maybe eliminating some people who are very good but who | 
do not have the academic qualifications and who, with some 
of the programs we should have, could be brought up to par. 
There is the danger of eliminating some good people in the 
service of protecting the public from a whole other bunch of 
people who may not be good, who may not be supportive and 
caring, may not have met minimum standards of training. 

I think what you are doing is guaranteeing a minimal 
standard with the title “psychology” and “psychologists” and 
“psychological.” That does not mean the other people are not — 
free to practise; they are free to practise. They are not regu- 
lated, and perhaps they should attempt to become regulated. | 

I think what we are trying to do is broaden the scope of | 
who is able to practise within a regulated framework. It is 
not meant to ostracize or exclude people. I do not see it 
that way. There is a place for those people. 


The Chair: I ask the committee’s consent to ask a cou- | 
ple of questions myself at this point. We can extend the time. 
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I have three questions that could be answered, I think, 
simply with yes and no answers that might let you know 
what I have heard from the committee and clarify some of 
the points. In fact, I would appreciate yes or no answers if 
you could do that. 


Dr Isbitsky: Psychologists very rarely do. 


The Chair: This is around the issue of access to ser- 
vices. Would you agree that people who hold master’s 
degrees in psychology provide psychological services? 

Dr Isbitsky: A qualified yes. 

The Chair: You agree that they have been providing 
those services in the employ of the provincial and the federal 
government since this process began in 1982? 


Dr Isbitsky: Again, a qualified yes. 
The Chair: Why qualified? 


Dr Isbitsky: Because it is going to depend on how 
you define the whole area of psychological services. Psy- 
chometrists are able to do psych testing, which is a psycho- 
logical service. However, they are not, at this point, able to 
completely interpret and take responsibility for our psy- 
chological report. 


The Chair: But they do in the employ of the provincial 
or federal government? 


Dr Isbitsky: I do not really know for sure. 
Dr Gelmych: Under the direction of psychologists. 


The Chair: The next question I have follows on that. 
Do you believe it is the role of the self-governing profession 
to establish the requirements for entry to practice, or do you 
believe that should be the responsibility of the government? 


Dr Isbitsky: Ideally, that is something that should be 
reached jointly. I mean, they should not be at odds, I would 
think. 


The Chair: Why would you call yourself a self-regulat- 
ing profession if you want the government to set the stan- 
dards for entry to practice? 


Dr Isbitsky: We do already have in place an act, 
which we have had for 30 years, that has set the standards 
for the practice of psychology. 


The Chair: And which excludes the master’s degrees 
in psychology. 

Dr Isbitsky: But as I understand, there is an agreement 
that has been tabled to look at that issue, and it is an issue 
that has been looked at by the associations for a while. 


The Chair: The last question is, we have heard that in 
this agreement they want an additional 18 months to dis- 
cuss and come to terms with the entry to practice issue. 
What would make you assume this would be resolved 
within the next 18 months, as it has not been resolved in 
the last 10 years? 
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Dr Isbitsky: It took this committee a long time to get 
the Regulated Health Professions Act going. You cannot 
do these things overnight. But I think 18 months is a time 
frame. It is not indefinite; it is close enough that we have 
to really get to work. 
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Dr Gelmych: Most other provinces and states do have 
an agreement whereby both doctoral-level and non-doc- 
toral-level practitioners have a scope of practice that in 
some ways overlaps, but is consistent with something that 
meets both parties’ agreement. 

Dr Isbitsky: In other words, there are models available 
for how to do that. 


The Chair: Thank you very much. That is the end of 
my questions. I appreciate your coming before the com- 
mittee today. I appreciate the committee allowing me to 
put those questions on the record. 


ONTARIO PUBLIC SERVICE 
EMPLOYEES UNION 

The Chair: I now call OPSEU, the last presenters for 
this morning. You have 20 minutes for your presentation. 

Mr Reid: I thank you very much for letting us have 
the opportunity to address you this morning. With great 
pleasure, I will introduce the members of my committee. 
Connie White is a charts technologist in chemistry from 
Laurentian Hospital in Sudbury. Frank Pezzutto is a charts 
technologist in histology at Civic Hospital in North Bay. I 
am an executive board member with OPSEU and I am also 
a respiratory therapist at Victoria Hospital in London. 
Amanie Oakley will be taking you through our presenta- 
tion this morning; she is a registered technologist in bio- 
chemistry from Wellesley Hospital in Toronto. Without 
further ado, I will turn it over to Amanie. 

Ms Oakley: It says “good afternoon,” but I guess it is 
still good morning. OPSEU is pleased to have the opportu- 
nity to address the standing committee on social development 
to discuss the implications of Bill 43, the Regulated Health 
Professions Act. As a union, we represent 10,000 workers 
and many health care disciplines across the province and we, 
of course, have considerable interest in this legislation. 

OPSEU has recognized for years that the health care 
workers are a dedicated bunch. We do deserve formal recog- 
nition as such, and for this reason OPSEU is pleased that 
through this piece of legislation these workers will receive 
the esteem to which they are entitled. There are, however, 
weaknesses in this legislation which we are respectfully 
bringing to your attention. 

In a previous presentation to this committee, OPSEU 
voiced concern over the issue of union representation on the 
soon-to-be-formed colleges and the fact that its members 
will be barred from the health professions board and the 
minister’s advisory council. That presentation focused on 
our concerns about disciplinary issues and the missing 
principles of natural justice. For anyone who missed it, 
that discussion is recorded in Hansard. 

Today we will address the double-barrelled issue related 
to union representation, and that is the silence on the issue 
of grandfathering and the lack of distinctions on title pro- 
tection. As an aside, we will also briefly address our con- 
cerns with the performance of controlled acts. 

The future of some OPSEU members, primarily labo- 
ratory technologists, hangs in limbo because the legislation 
is silent on grandfathering. Likewise, audiologists, occupa- 
tional therapists and dietitians, most of whom have formal 
educational qualifications, may be harmed because there are 
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few title restrictions and, with the exception of audiologists, 
no jurisdiction over relevant controlled acts. Although 
these issues are very closely connected, we will address 
each individually. 

The sole issue of grandfathering may affect anywhere 
from 5% to 10% of OPSEU health care workers, and thus it 
is an issue which requires closer scrutiny as a job security 
issue. By excluding a grandfather clause from this legisla- 
tion, the government is implicitly questioning the fitness of 
our most experienced members to practise their profession. 
Laboratory technologists, the most affected group, have 
experienced technological and other workplace develop- 
ments first hand. Yet these people who know their work- 
places and their work so well may become victims of a 
change in values, a change which favours formal academic 
qualifications over experience. The extent to which they may 
become victims is severe: They may lose their careers. 

A more offensive implication of the government’s 
blind eye towards including a grandfather clause is the 
suggestion that it is the health care worker and not the 
system and not the administrators who are ultimately re- 
sponsible for patient misadventure. This is not the case. 
Lab errors are infrequent. In quality assurance audits in the 
laboratory of a local 350-bed hospital, only five incidents 
were reported in the past year, and of these five only one 
involved a letter of discipline. This sound record is the rule 
and not the exception in labs around the province. This 
clearly indicates that these health care workers are compe- 
tent and deserve the protection of a grandfather clause. 

This is not the first time in Ontario’s history that health 
care workers have been subject to this type of professional 
review. In 1964, the Radiological Technicians Act was 
amended to formalize the regulatory body and to define 
credentials for radiological technicians. These legislative 
amendments included a grandfather clause which allowed 
all workers who had been practising in Ontario as a radio- 
logical technicians for a period of at least five years and who 
could pass examinations by the board to continue practising. 

It is OPSEU’s position that a grandfather clause which is 
laid out in legislation is more important in 1991 than it was in 
1964. The workforce is better educated now than it was 27 
years ago and formal educational qualifications are more val- 
ued now than they were then. The trend towards valuing 
academic credentials may now be worrisome. Nobody now 
knows who will be elected for or appointed to the council 
committees which are charged with making decisions about 
testing procedures, and whether they will be biased towards 
practitioners with more educational qualifications. 

According to the legislation, the decisions regarding who 
qualifies for registration, and how they qualify, lies with 
the registration committee of the colleges. In OPSEU’s 
opinion, there should be little question regarding who, in 
terms of current practitioners, are qualified to perform their 
jobs. As we have said, health care workers are generally a 
competent bunch. Given the recent crisis in health care, 
however, we may find ourselves in situations where un- 
derfunding stresses current human resources and forces a 
hand at errors. 

Should someone who has been practising a profession 
for 10 or 20 years suddenly be told that his or her qualifica- 
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tions are not acceptable in Ontario and that the accumu- 
lated weight of his or her knowledge and experience is not 
considered as valuable as the diploma of a new graduate? 
Until the last few decades, the work done by our present- 
day laboratory staff was the domain of the physician. As 
the workload of the physician expanded, helpers were 
hired to ease some of the burden. Many of the individuals 
in today’s hospitals in need of grandfathering protection 
entered the various fields when the professions were in 
their infancy. As with any growing process, rules were 
created and amended over time. 

While policymakers fretted over requirements and 
guidelines, these people quietly mastered all the skills nec- 
essary to perform their jobs and helped train the newly 
emerged graduates of fledgling courses. With the maturing 
of these new graduates, the backbone of expertise provided 
by the original practitioners became less vital and, as with 
many other professions, educational requirements began to 
steal the limelight from hands-on experience. 

As a future direction, demands for more stringent edu- 
cational qualifications may be appropriate, but in dealing 
with such new professional areas—as we are—those indi- 
viduals who have been competently practising for a num- 
ber of years without officially sanctioned diplomas should 
be excluded from the proposed requirements. 

The next area I would like to look at is title restrictions. 


OPSEU has concerns about the use of job titles which — 


may imply formal qualifications where none exist. If this 
government is sincere in its attempt to provide more op- 
tions and protection to the public, we believe there should 
be restrictions on what people can call themselves. Perhaps 
the most glaring example of this is in the field of speech- 
language pathology. Under this legislation, the only pro- 
tected title for a person in this field is “speech-language 
pathologist.” Ironically, this is not the title which the pub- 
lic, or even the medical profession, is most familiar with. 
These professionals are more widely known as speech 
therapists. However, because “speech therapist” is not a 
protected title, anyone, regardless of qualifications, can 
call himself a speech therapist, go into business as such 
and mislead clients into believing he is properly qualified 
to manage their cases. Clearly, the public runs the risk of 
being misled and can pay a big price. 
1200 

It is a further irony that these charlatans, provided they 
are not performing any controlled acts and provided they do 
not tag themselves with a restricted title, have less liability 
to their clients than do licensed professionals. Only a member 
of one of the college can be brought before its council on a 
complaint of professional misconduct and lose a licence, a 


job and a reputation. Where the professional in question is _ 


not performing any controlled acts, it becomes even more 


difficult to make the distinction between the two, because | 


they both have the same scope of practice. 


Let’s take the example of dietitians. Presently, there are | 


no controlled acts listed for dietitians. This leaves the door 
wide open for a person who does not have any of the 
educational requirements or years of experience in the 
field to call himself, for example, a nutritionist, and in so 
doing, clearly deceives the public as to his qualifications. 
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If such a person provides poor advice to a client, he still 


cannot be brought before the regulatory body of dietitians to 
answer for his actions. OPSEU believes that the very pub- 
lic this legislation is meant to protect runs the risk of re- 
ceiving a different type of service than they bargained for. 
OPSEU believes it would better serve the public and the 
professions if the clause first adopted in the report by Alan 
Schwartz respecting title protection was put back in the legis- 


lation. This would make it illegal for any person to take or 
use any name, title or description implying or calculated to 
_ lead people to infer that the person is qualified or recognized 


by law as a member of the health profession. The public 


should not be expected to carefully research credentials of 
_ health care workers every time they have to seek treatment. 


Many members have voiced concerns about subsection 
26(1) and paragraph 26(2)1, which prevents them from 
“communicating to the individual or his or her personal 


_ representative a conclusion identifying a disease, disorder 








or dysfunction as the cause of symptoms of the individual 


in circumstances in which it is reasonably foreseeable that 


the individual or his or her personal representative will 
rely on the conclusion.” 

Communicating with clients and their families is an 
integral part of the work done by many of our members. 


To disallow that would change the context within which 


most of our members work. This ban on communication 
would also be inefficient. 
Speech-language pathologists and audiologists know 


better than physicians the source of communication disorders 
or dysfunctions. Physiotherapists know better than physi- 


cians the details of soft tissue damage following motor 
vehicle accidents. For these professionals to do a workup 
on a Client, then refer the client back to the physician for 


diagnosis and have the physician send the client back for 
treatment is ludicrous. It also makes no sense that now, for 


the first time, physiotherapists can take clients without a 
physician’s referral, but that same physiotherapist cannot 
give the client a diagnosis of his condition. 

OPSEU is well aware that the government had no in- 
tention of creating inefficiencies by permitting assessments 


_at all levels and restricting diagnosis. It is not our intention 


to harp on this, but we wish to make clear the fact that 
there are conflicting legal opinions on this issue. It is likely 
that at some point the distinction between an assessment 
and a diagnosis will be drawn, but it may be drawn at a 


| considerable cost to some members. 


It is quite clear that no bill can anticipate all its conse- 
quences when it is first drafted. However, over the past 
two weeks, OPSEU has presented some very well- 
thought-out and very serious concerns about these bills. 
We ask that you give them your fullest consideration. 


Mr J. Wilson: I certainly sympathize with your com- 
ments surrounding grandfathering. My own mother was 
effectively shut out of the teaching profession for only 
having gone the normal school route rather than getting a 
degree when the PhDs took over the teaching even though 


she has taught for 30 years. I know first hand what that can 


do to one’s salary and one’s esteem. 
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I would ask the parliamentary assistant whether the 
government has given any consideration to the issue of 
grandfathering? 


Mr Wessenger: I would like to indicate that we also 
are concerned about the question of grandfathering. The 
way, of course, we see that being dealt with is under the 
regulations made by the governing college with respect to 
the profession. It should be noted that those regulations 
will have to be vetted through the advisory committee be- 
fore they are put into effect, and they also, of course, have 
to be approved by the Lieutenant Governor in Council. We 
see that through that procedure there would be definite 
protection. With respect to the whole question of 
grandfathering, we certainly want to see it dealt with in a 
fair manner; there is no intention to deprive qualified peo- 
ple of their right to practise in their profession. 


Ms Oakley: Could I make a comment on that? I am 
curious why some cases have been specifically 
grandfathered, such as chiropodists and so on, and not 
these professions. It is of concern to us because—I can fax 
you some of this information—in magazine articles that have 
been written up interviewing members of our governing 
bodies, these people make it very clear that education is the 
be-all and end-all, and that you are not getting it in order to 
practise better or go up in salary or move forward, but that 
you should get your ART, for example, which is the next 
level up, for no other reason than just the sheer joy of it. 

I would really wonder whether people like that could 
comprehend the dilemma faced by some people who have 
been practising in the field for 10 or 20 years and have to 
write an exam again when they have not seen a book or 
that kind of formal education for so long. 


Mr Wessenger: I would like to have ministry staff 
respond to that as well. 


Mr Burrows: Just two points: First, the regulations 
that will be proposed with respect to entry level will be 
proposed by the interim or transitional council as well, and 
government will be taking great care to ensure that the 
transitional council composition is composed fairly. 

Second, with respect to grandfathering—you men- 
tioned chiropodists—I would point out that in the case of 
groups such as osteopaths, chiropodists and so forth, these 
people are in fact already self-governing. There is a big 
difference between a self-governing profession—one that 
is already established by statute and you are lifting it out of 
one statutory framework and putting it into another—and 
granting self-governing status to a profession that has not 
been self-governing where such issues as entry to practice 
for this self-governing entity still needing to be addressed 
and vetted in a public way. 

The Chair: A question, Mr Owens. 

Mr Owens: I think parts 1, 2 and 3 of my questions 
with respect to grandfathering have been answered. 

Mr J. Wilson: You can throw out that briefing note 
now, Steve. 

Mr Owens: I found it rather astonishing to find out 
that I was turning a blind eye to this issue after asking, in 
several different venues, questions around this issue. 
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Anyway, approximately how many folks are we talking 
about? 

Mr Reid: The numbers are probably very small. It is 
rather difficult. We have tried to find and extrapolate that type 
of information from the various societies that are around, 
but they do not keep those types of numbers themselves. 

The group we are concerned with most is, as I said, in 
the laboratory technology. If we look at the history, about 
20 years ago there was a great demand to recruit people into 
laboratory technology, into the different health care sectors, 
and what they did in that case was advertise outside of the 
country to places like the Philippines, Great Britain and 
other areas. They accepted people who came in with 
American qualifications, from the Philippines, and British 
qualifications, and also accepted people into the field with 
a BSc in related sciences. These people are long-term people. 
They have been working in the field for anywhere from 15 
to 20 years and practising as recognized and qualified RTs. 
Those are the people we are concerned about. 

Mr Owens: In terms of what happens in the private 
laboratories as opposed to hospital settings, is the 
grandfathering issue still applicable? Should we look at a 
separation between public and commercial, or should we 
continue to move forward with grandfathering medical 
technologists as a whole? 

Ms Oakley: I think you are still going to have the 
same problem in private laboratories. I do not think they 
will be out of a job, but they may be using that as an 
excuse for having to pay them less to do the same work. 
1210 

Mr Owens: In terms of quality assurance and ensuring 
that the bottom line is protected and the patients are getting 
the highest standards possible, salary is really a tertiary issue. 

Ms Oakley: I have a personal situation going on right 
now at Wellesley similar to what you are asking about. I 
was approached by one of the directors of the lab and told 
that one of the people working in nuclear medicine is not 
registered here; she is telling me that when this legislation 
goes through she is going to have to get rid of this person. 
The person has been working 20 years. I said to her: 
“Have you had any problems with the person’s perfor- 
mance? Is that why you are approaching me?” I was told, 
no, this is not a performance problem. 

As Bob has said, a lot of the time we did experience a 
severe shortage. People were lured into this field, and now 
we are looking back and saying: “Maybe that wasn’t the 
greatest idea. We’d better put more stringent standards.” 
That is fine for the future, but if someone has a history of 
poor performance, that is going to be dealt with in another 
manner beyond what their credentials are. 

Mr Beer: This is probably the sixth or seventh on 
grandfathering. It seems to me that one of the things it is 
important to recognize here, though—it was commented 
On in a question—is that with the new councils moving to 
set up standards and all that kind of thing, it is a much 
more public process. The kind of example you have just 
mentioned is clearly something, assuming that the person 
is competent and capable, that simply should not, indeed 
must not happen. I would hope that the very public way in 


which those standards would be set would protect against 
that, at the very least. As you mentioned before, those can 
be drawn to legislators’ attention to deal with. I think it is 
not going to be a closed room where that will be done. It 
does not mean there will not be any problems, but it seems 
to me there is greater public protection. 

On the first page where you are talking about 
grandfathering, would you see a program similar to the 
one that was done back in 1964 as being a fair way, that 
they would look at those who were going to be 
grandfathered and perhaps set certain time frames and/or 
some kind of tests? What did you have in mind in terms of 
how those people might be grandfathered? 


Ms Oakley: It is not an inefficient way to do it. How- 
ever, $ have to question, since these people have not had 
any kind of performance problem, the need to do it 
again—these people, and I feel for them, have been out of 
school for that entire length of time—unless we had testing 
that was done specifically for the area they are working in. 

I am registered as a technologist in five areas. How- 
ever, I have only been out of it for five years, and I can tell 
you the fields I do not use every day are gone. And these 
people especially, because they often have been relegated 
to specialized tasks due to their lack of credentials, have 
been told, “Okay, you’re going to take over this particular 
bench.” They do not even know biochemistry—but they may _ 
know the special tests in biochemistry. That is my concern. 


The Chair: Thank you very much for your presenta- 
tion. I would like to ask you one question that I asked the | 
previous presenters, if it is all right with the committee. In 
a self-governing, self-regulatory framework such as this, in 
your view who should make the decisions on entry to prac- 
tice and grandfathering, the government or the self-gov- 
erning boards, councils, colleges? 


Mr Reid: We agree with self-regulation as far as the 
different professions go, but because this is a legislative act 
coming down, forcing the hand of a number of the different 
health care professions, therefore, what we are asking in a 
number of our presentations is that with this legislation and 
the direction for self-governing the government take respon- 
sibility to make sure that the way this self-governing is set up 
is responsible to the people it is going to self-govern. : 


The Chair: Supplementary to that, the report on access 
to trades and professions identified that as a very specific 
issue, and I think it is of concern to everyone on this 
committee and all members of the Legislature to ensure 
that competent, qualified individuals have access to trades 
and professions, particularly those who chose this country 
for the opportunities it provides. It is one that I know 
legislators will be struggling with to make happen, and it is 
very difficult in a self-governing relationship to know how 
that should work. I appreciate your comments. 


Mr Hope: That is why we need more lay people. 


The Chair: That is one, but there is also the obligation 
and responsibility if you are going to have a level debate. 


Mr Hope: So we need more laypeople. 
The Chair: That is not necessarily the only answer. 
The committee recessed at 1216. 
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The committee resumed at 1342. 


| NUTRITIONAL CONSULTANTS ORGANIZATION 

OF CANADA 

_ The Chair: I would like to call first the Nutritional 
Consultants Organization of Canada. You have 20 minutes 
‘for your presentation and if you would, leave a few min- 
utes at the end in case committee members have any ques- 
tions. We have all received your written brief. 


Dr Rowland: First of all we would like to offer our 
congratulations to the team that put this legislation to- 
gether. We wholeheartedly support its intent, namely that 
_of providing the public with free access to services of their 
choice, and regulating the practitioners accordingly. There 
are, however, some inconsistencies that work against the 
main purpose and actually deny consumers some of the 
safe health alternatives they now have. 

I would like to tell you a little bit about who we are. 
The Nutritional Consultants Organization of Canada, or 
NCOC, is a voluntary non-profit association incorporated 
under the laws of Ontario. We have two classes of mem- 
bership: first, associate members, people from the general 
public who are interested in nutrition; and we have a second 
class of membership, professional members, who are health 
care practitioners. I speak to you today on behalf of both 
classes of our members. 

We would like to make it clear, in reading over the 
legislation, that we are not in violation of section 31. We 

do not falsely hold ourselves out to be a body which regu- 
lates, under statutory authority, individuals who provide 
health care. In all our literature we mention that we are a 
voluntary association. We do provide the title RNC, regis- 
tered nutritional consultant, to our professional members 
who meet our academic and ethical standards for practice. 
This is entirely a voluntary thing and the title we use is not 
similar to any of those in the bills that are proposed. 
_ Bill 43 will not change the way we practise. We will 
continue to operate legally as an unregulated health profes- 
sion. As individuals we are free to do anything except that 
which is forbidden by law. We especially welcome the 
concept of controlled acts. It makes it very clear to us 
where the boundaries are. Provided we do not commit any 
controlled acts and provided .we do not use any restricted 
titles, then we are legally free to assess and treat nutrition- 
related disorders. 

Now, there are a few controlled acts that I would like to 
mention. One of them is paragraph 26(2)2, procedures on 
‘tissue below the dermis. Unless there is an exception 
stated somewhere that we have not found, this would wipe 
out the practice of acupuncture. It would give it to medical 
people who, for the most part, are not trained in acupunc- 
| ture, never studied it, are unaware of its benefits and are 
incapable of providing it. Would this proposed section cut 
these people off, the ones who have been benefiting from 
acupuncture, or would it drive them into the hands of those 
who circumvent the law in order to provide a valuable 
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health alternative not available elsewhere? We suggest that 
acupuncture be made an exception to this particular section. 

Subparagraph 26(2)6vi, among a list of things, mentions 
that it is a controlled act to insert any instrument beyond 
the anal verge. Thus, administering colonic irrigations 
would become illegal if done by other than medical doc- 
tors or nurses, who may not be aware of the benefits of this 
kind of therapy and who would quite rightly consider the 
performance of it to be a waste of their considerable training. 
In Ontario there is quite a history, we understand, of indi- 
viduals who assist others to cleanse their colons of accu- 
mulated filth which may be a contributing factor in certain 
disease processes. These people have been doing it for 
quite a time and, so far as we know, there is a fair safety 
record. In fact we do not know of any problems in terms of 
the safety record at all. If colonic irrigation is to be put into 
the hands of medical doctors and nurses, then it effectively 
denies the consumer access to it because it really is a waste 
of a practitioner’s time to go back to school to become a 
registered nurse to do just this one thing; and the nurses, 
who are highly trained, have better uses for their skills. 

Paragraph 26(2)(4) refers to spinal manipulation, and 
our concern is here as well that the chiropractors have this as 
a controlled act, but we do not understand how medical 
doctors can have this as a controlled act under their scope 
of practice. Spinal manipulation is not a subject that is 
taught in conventional medical schools. We understand of 
course that osteopaths are to be included in the Medicine Act, 
but what protection do individuals have against potential 
injury from spinal manipulations performed by doctors who, 
although legally permitted to perform them, have neither 
the training nor the skill to do so safely or effectively? That is 
our concern. The way it is worded, it is open-ended; medical 
doctors can do it. 

Paragraph 26(2)(5) restricts administering any sub- 
stance by inhalation. It would therefore prevent unauthorized 
practitioners from using therapies which rely on the inhala- 
tion of steam, dilute eucalyptus oil or the vapours or aromas 
of other harmless substances. We respectfully recommend 
that the wording of the paragraph be changed to read, “Ad- 
ministering any substance by injection or administering any 
drug by inhalation” where “drug” is defined according to the 
definition proposed under paragraph 26(2)(8). 

Paragraph 26(2)(7) restricts certain forms of energy, 
but these are unspecified. Nowhere in the proposed regula- 
tions can we find any definition of the forms of energy 
which are proposed to be restricted. To be made into a law 
this way, it is like giving legislators a blank cheque to fill 
in the forms of energy later on. Obviously the administra- 
tion of X-rays, gamma rays and the like need to be limited 
to qualified practitioners, but what about innocuous and 
subtle forms of energy such as magnetism and electro- 
acupressure? We respectfully suggest that neither we nor 
our elected representatives can know what forms of energy 
are to be permitted or restricted unless they are specified in 
Bill 43 before it becomes law. 
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Paragraph 26(2)(8) defines a “drug”; it defines it ac- 
cording to clause 113(1)(d) of the Drug and Pharmacies 
Regulation Act, but to our knowledge there is no such act 
as yet. It has not received its first reading. Now if clause 
113(1)(d) in the Drug and Pharmacies Regulation Act is 
identical to clause 113(1)(d) in the Health Disciplines Act- 
Pharmacy, then we have no problem, but this needs to be 
spelled out. 

Section 30 would restrict the title of “doctor” to chiro- 
practors, optometrists, medical doctors, psychologists and 
dentists. Such restriction discriminates against holders of 
legally valid doctorates in other health care fields and 
against unregulated health professions which have just the 
same legal right to practise and are just as legally valid as 
those groups to be regulated by Bill 43. The title “doctor” 
was Originally used for centuries as a term for a teacher or 
a learned person before we used it to describe medical and 
health care providers, so we have some questions. Would 
someone with a PhD in biochemistry, for example, who 
wrote a book on taking vitamins, not be allowed to call 
himself “doctor” because the book could be construed to 
be giving advice to individuals on their health care? Cer- 
tainly individuals would rely on the things that were said 
in the book. 

We would like to point out that legally valid doctorate 
degrees are awarded in health care fields in specialties other 
than the five listed in section 30, by legally valid institu- 
tions which have the legal right to award such degrees. 
Examples include doctor of naturopathy, doctor of acu- 
puncture, doctor of homeopathy and doctor of philosophy 
degrees in such fields as biochemistry and nutrition. Those 
seeking health care have the right to know what qualifica- 
tions and training a given practitioner may have in his or her 
field. One common way of doing this is for the practitioner 
to display his certificates or diplomas on the wall. Now if 
we have a practitioner who cannot legally call himself 
doctor but has to have a legal doctorate hanging on his wall, 
can he not refer to that? Can patients not refer to that? Is 
there some kind of restriction on freedom of speech? It is a 
fact that he has had this training, and the patient or client 
or participant has the right to know about this. 

We respectfully recommend that section 30 be revised 
to the following, “No person shall use the title “doctor’ in a 
fraudulent or misleading manner, or in any way that wrongly 
implies that said person has skills or authority which he or 
she does not in fact have.” In this way, it seems to cut off 
all the conceivable abuses of the title without denying peo- 
ple the legal right to refer to the training they have had. 
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Section 3 of Bill 51, the Dietetics Act, which is men- 
tioned in schedule 1 of Bill 43, says, “The practice of 
dietetics is the assessment of nutrition and nutritional con- 
ditions and the treatment and prevention of nutrition-re- 
lated disorders by nutritional means.” As such, we find it 
extremely misleading to the general public. It proclaims 
skills which dietitians do not have. It confuses the terms 
“dietetics” and “nutrition,” which most assuredly are not 
the same. The main emphasis of dietetics is on mass feed- 
ing. Dietitians are responsible for the menus in hospitals, 
prisons and other institutions. Some are employed by food 
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companies; some are also employed by community public 
health departments. According to an earlier submission by 
the Ontario Dietetic Association, only 5.6% of dietitians in 
Ontario are employed in private practice, and some of 
these work as self-employed consultants to food process- 
ing companies. Very few dietitians counsel individuals. 

Dietetics is a narrow subcategory of the much broader 
field known as nutrition. Its emphasis is on measuring 
one’s food intake in such terms as it adheres to the four 
food groups, counting calories and so on. It assumes that 
all people are the same. It does not take into account that 
each of us is biochemically unique, that our metabolisms 
differ, we absorb nutrients at different rates, we have dif- 
ferent requirements and so on. 

We respectfully suggest that individuals who seek the 
services of a dietitian for assessment of nutritional conditions 
and the treatment and prevention of nutrition-related disor- | 
ders may be misled as to what to expect when actually | 
consulting a dietitian. We respectfully recommend it would | 
be a more accurate presentation of the truth to change the | 
wording of section 3 of Bill 51 to, “The practice of dietet- | 
ics is the assessment of diet and dietary conditions and the | 
treatment and prevention of dietary-related disorders by | 
dietary means.” 

In conclusion, I would like to say that our proposed 
amendments will strengthen Bill 43 by eliminating incon- 
sistencies and inequities before it becomes law. To deal 
with them after the fact would be costly, ineffective and | 
wasteful of health and human resources. Bill 43 has the | 
potential to create a health care system that is second to | 
none, giving consumers ready access to safe therapies of | 
their own choosing. It has the potential to eliminate mono- 
polistic practices in the health care field, thereby opening 
the door to both greater competition and greater co-operation | 
in providing needed services. 

One thing Bill 43 will do is protect alternative and 
complementary practitioners from the risk of being 
charged with practising medicine without a licence. | 
Henceforth, entire professions are not to be licensed. Only 
specific acts deemed to be harmful if performed by untrained 
personnel are to be controlled. By avoiding all unauthorized 
acts, all practitioners from every health field can legally 
assess, treat and prevent disorders without fear of persecu- 
tion. We predict that the favourable climate created by Bill 43 
will place more emphasis on preventing diseases and less 
necessity on last ditch efforts to cure them once they have | 
taken hold, with resultant savings in suffering, potential lives | 
lost and health care costs. We sincerely hope that other 
provinces in Canada will enact legislation similar to Bill 43. 


Mr Beer: First of all, I really do want to thank you for | 
an excellent brief. We keep talking about the members of 
the committee having a steep learning curve about a lot of | 
things that we do not know about. I think you have pointed 
to a number of issues, some of which have come up be- | 
fore, but a number which have not. I think it is fair to | 
say—and perhaps I have a question, but maybe later the | 
parliamentary assistant could comment—that some of the | 
things such as acupuncture indeed will not be wiped out, | 
that there is a process by which they will be exempted or 
regulated or somehow dealt with. 
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Dr Rowland: Will this include colonic therapy or just 
acupuncture? | 

Mr Beer: The only one I know of at the moment is 
acupuncture. I will put it as a question at this point. Are 
there any others on that list that specifically are going to be 
dealt with? 


Mr Wessenger: I will ask ministry staff to reply to that. 


Mr Beer: It seemed to me it was acupuncture. I know 
spinal manipulation has been raised by the chiropractors. 
We have been looking at that. I thought there would be a 
orocess for forms of energy as well. 


_ Mr Burrows: Yes. With respect to acupuncture, there 
\s a specific commitment that there will be an exemption 
inder the authority to grant exemptions. We expect that 
: 





would resolve that problem. With respect to colonic therapy, I 
hink this is subject to further discussion. Unfortunately, I 
was not present yesterday. There was a presenter on the 
subject, and I do not know what discussion took place with 
he committee or if any commitments were given; but you 
ire absolutely right that a specific exemption would be 
1ecessary, and I expect the committee would be considering 
he evidence put before it. I would certainly agree that for 
Ow pressure, based on the evidence that I have seen, there 
Ss not much evidence of harm. 

_ In the case of spinal manipulation, I think the health 
professions legislation review was convinced that this was 
1 potentially hazardous procedure, but it is recognized that 
‘nore than one profession does perform this act or some 
variation of this act. It is one of those areas where the 
extent of the manipulation really is an important factor. 
3ut I would point out that, under this legislation, all the 
jealth professions will be required to have mandatory 
juality assurance programs. One of the questions we expect 
(0 flow from that over time is that each college will say of 
ts members, “Although we have this range of licensed acts, 
ire all of our members capable of doing all of these things?” 
We expect a natural evolution here. But certainly there is 
10 doubt that some physicians do spinal manipulation. I do 
iot think there is any evidence to show that is particularly 
nore hazardous than other practitioners performing it. 


Mr Rowland: So the protection to the public will 
“ome through the college which regulates the physicians? 


Mr Burrows: Yes, it will be up to the college to deter- 
nine whether or not physicians are doing the right thing in 
hat respect. 


The Vice-Chair: Could Tore on, since we have a fair 
umber of people who would like to ask some questions. 
Mr Owens. 


Mr Owens: I would like to find out a little more about 
he designation “registered nutritional consultant.” How 
loes that compare to the dietitian and what sort of func- 
‘ions would the RNC perform versus the dietitian, and 
vhere would you folks practise? 


Mr Rowlands: Our professional members provide 
iutritional counselling services primarily to individuals. 
Most nutritional consultants are in private practice. Some 
vork in conjunction with chiropractors, naturopaths; some, 
»f course, with medical doctors and so on. Some work in 











conjunction with only the health food stores and so on, but 
primarily they counsel individuals. 

The RNC certificate is simply something we, as a vol- 
unteer association, award to our members who have met 
our standards. We insist either on a bachelor’s degree in 
holistic nutrition, which is quite different from dietetics, or 
its equivalent. If a person does not have a background that 
we consider important, then we suggest some courses they 
can take to make up the difference. We assess each person 
on his or her own merits. You are really asking two ques- 
tions, you know, the certificates and the type of practice. 


Mr Owens: Where would one obtain that bachelor of 
holistic nutrition, that type of education? Is it carried 
through the College of Naturopathy or is it in the States? 


Mr Rowlands: -All those who have bachelor of nutri- 
tion degrees get them in the United States. There are no 
colleges in Canada that offer that kind of thing exactly. We 
do, however, have some graduates from the University of 
Toronto, I think the University of Waterloo and the Uni- 
versity of British Columbia, who have taken the main- 
stream nutrition degree programs and then have gone on to 
specialize and to do further study in what we consider to 
be holistic nutrition. Our effectiveness comes from varied 
backgrounds. As yet, there is no college in Canada that 
offers exactly the course we need. 
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Mr Hope: Just one question dealing with colonic ther- 
apy and your comments. Not being an expert myself on all 
those acts, could you elaborate a little bit more? 


Dr Rowland: I have a copy of the present act, the 
Health Disciplines Act—pharmacy. Clause 113(1)(d) de- 
fines.a drug. It is quite a lengthy definition, which includes 
anything, and then it says “except, except, except” the 
things referred to in certain schedules. We have gone over 
it with a fine-tooth comb and this is great. What it is really 
regulating are controlled prescription kinds of drugs. But 
the act that is proposed, that is mentioned in Bill 43, is not 
in law yet, so we are assuming that this is going to be the 
identical definition. But is it? That is our concern. 


Mr Wessenger: I think ministry staff can clarify that 
whole question about definition of drugs. 


Mr Burrows: The existing definition and all other 
things pertaining to the regulation of pharmacies and drugs— 
not pharmacists, because this legislation deals with profes- 
sionals—will be simply lifted out of the existing Health 
Disciplines Act and retitled. That is all this proposal does, so 
it is neutral on the question. 


Dr Rowland: Great. That was our assumption. I just 
wanted it clarified. 


Mr J. Wilson: Great clarification. I will have to get a 
copy of the Hansard. 


Mr Johnson: A very quick question. With regard to 
“who we are,” I see this organization was incorporated in 
1983. There must be a companion organization, I am as- 
suming, in the United States. I was just wondering—this 
advisory board, are these people Americans or Canadians? 
I see Linus Pauling there. Would that be Linus C. Pauling, 
the physicist? 
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Mr Rowland: The twice Nobel laureate, yes, it is. 
There is no exact counterpart to our association in the United 
States, to our knowledge. There are two or three associa- 
tions, some have come and gone, and we are not sure of 
the status of them. This is an independent Canadian orga- 
nization. On the advisory board we have Dr Abram Hoffer, 
a noted Canadian; we have Jan de Vries, who is from 
Scotland; and the rest are from the US. These are people 
with whom we have developed associations and who have 
contributed significantly to the field of holistic nutrition. 

The Chair: Thank you very much for your presenta- 
tion. If there is additional information that you think would 
be helpful to the committee during our deliberations, 
please feel free to communicate with us in writing; just 
address it to our clerk. 

Dr Rowland: Thank you. What deadline would we 
have, or have you decided? 


The Chair: We expect the committee will be consid- 
ering the bills, clause-by-clause, after the Legislature resu- 
mes, and that date is September 23. We will be likely, 
through the month of October, examining the bills during 
clause-by-clause debate. We cannot give you a time line 
exactly because it will depend on the numbers of hours 
required to do clause-by-clause. 

Mr Hope: Co-operation. 

The Chair: And Mr Hope mentions co-operation of 
committee members, which I am sure we will have. Thank 
you very much. 


ONTARIO SECONDARY SCHOOL TEACHERS’ 
FEDERATION, SUDBURY 
The Chair: I call the Ontario Secondary School 
Teachers’ Federation, Sudbury branch, District 31. You 
have 20 minutes for your presentation. 


Ms Peloso: Thank you, Madam Chairperson. I would 
like to thank the standing committee on social develop- 
ment for taking the time to obtain all this input from vari- 
ous areas of society regarding this legislation, especially in 
this hot weather. I am sure you would rather be anywhere 
else but here. 


The Chair: We have had a warm welcome. 


Ms Peloso: You have had a warm welcome in the 
Sault. You would have just as warm a welcome in Sudbury, I 
am sure. 

Iam Mary Ann Peloso and I am a speech and language 
pathologist. I am the secretary-treasurer of the professional 
student services bargaining unit of the Ontario Secondary 
School Teachers’ Federation, District 31 in Sudbury. My 
colleague is Dr Brian Burtt, who is a psychologist, and he 
is the president of our professional student services branch 
of OSSTF. 

We were quite excited about this opportunity to be able 
to present a brief together, being from two different profes- 
sional backgrounds—a psychologist and speech-language 
pathologist—who sometimes can be at loggerheads, but in 
our instance we are not. We work quite well together in very 
collaborative system delivery models for our school board. 

We applaud the principal aim of the Regulated Health 
Professions Act and related acts to ensure the protection of 
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the public within the scope of the services provided under 
the auspices of the Ministry of Health. However, we repre- 
sent professional groups who, although we have the same 
professional titles as our colleagues who work in health, 
work in a number of different ministry areas such as edu- 
cation and community and social services, as well as pri- 
vate practice. We have some questions and some concerns — 
about how this legislation will impinge on our roles and | 
positions in education. ; 

This is particularly critical at this time when a lot of 
effort is being put forth by the provincial government to 
try to co-ordinate services among the different ministries. I 
point out Memorandum 81 as one of the pieces of legisla- 
tion that is attempting to do this very thing, to facilitate 
health services being delivered within education. 

Another recent document, Children First, in November 
1990, addressed to the Minister of Community and Social 
Services, is really attempting to co-ordinate efforts for 
children across the different ministries. I will quote one of 
its recommendations found on page 59 of that document: 
“There must be a single major physical centre that operates 
as a hub of services for children within each community. 
Where possible, the school should be this centre for ser- 
vice provision.” 

And another quote from page 56 of its recommendations 
is: “The provincial government should promote models of 
service integration and collaboration that simplify access | 
to service and rationalize the roles of our limited resource 
of trained specialized service providers.” In northern Ontario | 
this is certainly true, that we have very limited resources | 
and we have to really be very careful how we make use of 
that limited pool and how we can facilitate their working 
together most effectively. ! 

The sections of the legislation that we will be addressing 
in this brief, which we feel are likely to impinge upon our 
roles as effective professionals working in education, are the 
controlled acts section of Bill 43, section 30 that was referred 
to in your previous presentation and the restricted titles and 
representation of qualifications subsections of both Bill 44, 
for audiologists and speech-language pathologists, and Bill 
63, for psychologists. 

The one section that, as speech-language pathologists, 
we are most concerned about is the controlled acts, Bill 43, 
paragraph 26(2)1. The controlled act of communicating, 
which reads, “Communicating to the individual or his or 
her personal representative a conclusion identifying a dis- 
ease, disorder or dysfunction...” etc, etc, is a controlled act 
that is proposed for psychologists and physicians, but not 
for speech-language pathologists. 

We feel that not being able to communicate our find- 
ings—since we are being legislated to be able to assess 
and to treat communication disorders but we are not being 
legislated to be able to communicate our findings—will 
severely inhibit our ability to work as part of a multidisci- 
plinary team in the educational setting. 

Speech-language pathologists represent a body of 
knowledge and expertise that is important for the diagnosis | 
of communication disorders. Speech-language pathologists | 
are equal members of the multidisciplinary team serving | 
children and adolescents in the school setting. Consequently | 
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they should be able to communicate their findings directly. 
To deny speech-language pathologists this role would very 
likely result in the downgrading and possible demise of 
this profession in Ontario. 

__ We recommend that the act of communicating be in- 
Bcc as a controlled act for speech-language pathologists. 
Specifying the conclusions to be communicated should 
prevent impinging on the professional responsibilities of 
psychologists or physicians. 

_ Section 4 of Bill 44 should be revised to include, “In 
‘the course of engaging in the practice of speech-language 
pathology a member is authorized, subject to the terms, 
conditions and limitations imposed on his or her certifica- 
tion of registration, to communicate a conclusion identify- 
ing a communication disorder or dysfunction relating to 
articulation, voice, fluency, or language difficulties.” 

I will turn the floor over to my colleague, Dr Burtt. 
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Dr Burtt: I am going to speak to the subject of re- 
stricted titles and the representation of qualifications for our 
“wo professions. The problematic wording in subsection 
15(1) of Bills 63 and 44, which apply to psychologists and 
speech-language pathologists, in our opinion is restriction 
of the title users to health care. Health care could be inter- 
oreted to apply to psychological, speech-language or au- 
liological services supplied by professionals funded in 
some fashion by the Ministry of Health. For psychologists, 
aealth care might also be interpreted in the sense of mental 
ealth services without any consideration of funding of the 
rovision of the services. 
| As outlined by the Ontario Board of Examiners in Psy- 
thology in a letter to Ms Cathy Fooks in April 1991, 
“health care” is a term that will certainly exclude many 
applied practices of psychologists. Most glaring examples, 
in the opinion of the Ontario Board of Examiners in Psy- 
chology, would be the practice of industrial or organiza- 
‘ional psychology. It might very well turn out, though, that 
he practice of school psychology might be interpreted by 
/he courts not to constitute health care. 
| The additional qualification of title restriction in sub- 
section 15(2) of both Bills 44 and 63 also, at first glance, 
night suggest that the membership in the College of Psy- 
thologists of Ontario or the College of Audiologists and 
speech-Language Pathologists of Ontario might act to nat- 
irally restrict title usage and consequently expand beyond 
he health care focus I was just alluding to into other obvi- 
us applications of these two professional fields. This 
sould certainly diminish concerns such as ours. However, 
shis additional qualification could be legally interpreted as 
»eing inconsistent with subsection 15(1), with subsection 
5(1) possibly superseding subsection 15(2). We are cer- 
vainly not lawyers in terms of the interpretation of such 
cts, but we do have this possible concern. 

It is recognized that the stress on uniformity in the 
vording of the sections across the professional acts ac- 
sompanying Bill 43, such as the one on title restriction, 
loes hold appeal, the appeal being simplicity in this case. 
che focus of the bulk of professional services offered by 
lifferent professions covered in the professional acts is 
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likely what prompted the inclusion of the health care pro- 
vision in subsection 15(1). However, applied psychology 
and speech-language pathology are by no means restricted 
to health care as are the majority of the other regulated 
health professions. 

For instance, school psychologists, whom we are repre- 
senting, account for approximately 15% of all psychologists 
practising in Ontario; I refer you to appendix A. Speech- 
language pathologists working for school boards constitute 
even a larger percentage, 27% of all speech-language path- 
ologists employed in Ontario; I can refer you to appendix B. 
In addition to these professionals working in private prac- 
tice or in industrial-commercial applications, they are em- 
ployed under at least three ministries aside from the 
Ministry of Health, as Mary Ann was mentioning before, 
the three other ministries being Education, Community 
and Social Services, and Correctional Services. 

Aside from the foregoing concerns relating to the re- 
striction of title, psychologists and speech-language path- 
ologists in general have a concern about the protection of 
title. Subsection 15(1) could be interpreted to mean that 
the restriction placed on the use of titles could permit un- 
regulated practitioners with little or no training to hold 
themselves out as psychologists or speech-language pa- 
thologists as long as they did not provide service that could 
be interpreted as constituting health care. 

Such a situation could ostensibly develop in the provision 
of school services, where a person not belonging to one of 
the colleges, or for that matter not possessing any training 
in these areas, could represent himself or herself as a 
school psychologist or speech-language pathologist. To the 
best of our knowledge, a definition of health care is not 
provided in Bill 43 to clarify this matter. Subsection 15(2) 
could also be interpreted as prohibiting individuals only 
from holding themselves out as members of these colleges. 
Current practices of distinctly holding oneself out as a pro- 
vider of psychological or speech-language services could 
therefore be continued, such as using the title “psycholo- 
gist,” providing health care was not being provided or 
using descriptors in their titles with the “psycho” prefix, 
such titles as “psychological associate,” “consultant in 
psychology” or “psychotherapist.” 

A limitation within title protection in subsection 15(1) 
of Bill 44 is the omission of the title “speech therapist.” 
“Speech therapist” is a title that is used quite synony- 
mously with “speech-language pathologist” in northern 
Ontario, so we do have a problem in terms of public per- 
ceptions of speech therapists. 

The recommendations we are offering in relation to 
restricted titles and the representation of qualifications are: 

First, the phrase “to provide, in Ontario, health care to 
individuals,” in subsection 15(1) of both bills 44 and 63 
should be amended to read “to provide services in Ontario” 
to make the title usage less restrictive. We are only referring 
here to psychologists and speech-language pathologists. 

Second, the title “speech therapist” should be added to 
subsection 15(1) of Bill 44. 

Third, the amended wording for subsection 15(2) of 
Bill 44 that is recommended by the Ontario Association of 
Speech-Language Pathologists and Audiologists, and has 
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been outlined in the working document put forward by the 
committee working on the health professions, is also sup- 
ported. That wording is, “No person other than a member 
shall take or use any name, title or description implying or 
calculated to lead people to infer that the person is quali- 
fied or recognized by law as an audiologist, speech-lan- 
guage pathologist or speech therapist.” 

Fourth, furthermore, the stance of the Ontario Board of 
Examiners in Psychology is that section 15 should be ex- 
panded to include another section to further protect the title of 
“psychologist” as necessary. This wording is, “No person 
other than a member shall use any designation or description 
incorporating the words ‘psychological’ or ‘psychology,’ a 
variation or abbreviation of them in the course of providing 
or offering to provide services in Ontario.” 

The last concern we all relate to refers to the restriction 
of the title “doctor,” as we have heard in the previous 
presentation. We certainly have similar concerns in so far 
as people using the term “doctor” in an academic sense are 
concerned. The restriction of the title “doctor” is certainly 
a major source of concern to speech-language pathologists 
in the province. Section 30 of Bill 43 limits the use of the title 
“doctor” to five professional colleges, but speech-language 
pathologists are not covered in this listing. 

Thus, speech-language pathologists or audiologists 
possessing a PhD would not be allowed to use the title in 
the provision of the services although his or her qualifications 
were at the same level of training as the psychologist who 
earns a doctorate degree. Since this is an earned academic 
title, the restriction of the title “doctor” in the provision of 
speech-language services is deemed to be discriminatory 
and cannot be justified. Members of the college of audiol- 
ogists and speech-language pathologists who have earned 
a PhD should in fact be allowed to use the title “doctor.” 
Our recommendation is that the college of audiologists and 
speech-language pathologists be added to the group of col- 
leges in Bill 43 to be allowed to use the title “doctor.” 

In concluding, we as representatives of the professional 
school student services personnel of the Ontario Secondary 
School Teachers’ Federation do strongly recommend the 
amelioration of concerns of the professions of psychology 
and speech-language pathology working in education rela- 
tive to the impact of the Regulated Health Professions Act. 
The continuation of effective services for students with 
communication difficulties, for instance, would be ham- 
pered by not allowing speech-language pathologists to 
communicate their findings. 

In a more general sense, protection of the public will 
be jeopardized if title protection is only applied to health 
care. The speech-language title is currently not being pro- 
tected and the use of other terms implying other qualifica- 
tions is allowed. 
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Mr Owens: Just a quick question after that rather 
thoughtful presentation: I am just wondering, should this 
committee agree to accept your recommendations, how 
would this benefit the kids and the families the kids come 
from? 





Dr Burtt: Right now in the provision of our services 
we have to give, in a very general sense, considerable 
thought to the types of services we are providing students 
within our board. We are essentially accountable to parents 
and students through my current college, if you will, the 
Ontario Board of Examiners in Psychology. I am essen-_ 
tially being policed in my actions in my care in the school 
system. In that sense, I feel the optimal psychologically 
related services are being afforded to students. 

We do have people who work for school systems at the 
current time who do hang out the prefix “psych” in their 
name, such as psychometrists, who are not supervised by a 
registered psychologist. I have personally seen a number 
of practices that have occurred in such cases that I cer- 
tainly would like to have been able to correct. I have had 
no avenue to correct that, whereas if it were a peer, another 
psychologist, I would have been able to approach him as a 
peer, offer my counselling and, if that counselling had not 
been followed up, then taken the next course of action, 
which would have been reporting him through the Ontario 
Board of Examiners in Psychology. 


Mr Owens: So what you are suggesting, then, is that 
these changes would ensure standards of practice and a 
level of quality assurance, again benefiting the kids and 
the families? 


Dr Burtt: Yes, outside the provisions of health care, 
such as within the field of education. 


Mr Beer: My question is also in the area of psychology. | 
We have had a great number of presentations from speech- 
language pathologists, so I appreciate the issues you raise. 
I think those have become clearer, at least in my head. The 
question I would like to ask you follows on some of the 
discussion we had this morning with other psychologists. 
One of the questions has been that only PhDs are members 
of the college. Would part of the overall problem we are 
dealing with be helped if MAs could become part of the 
college and come in under the whole regulatory scheme? I 
wonder how you would answer that question and how that 
would affect particularly the provision of psychological | 
services for schools. | 


Dr Burtt: I am not sure if it would be too complicated | 
a system. We certainly have been considering the master’s | 
level of service provision in a regulated manner in some } 
sense. We have been toying with the idea of whether it | 
would be best, first of all, looking at this strictly in terms 
of titles, to consider them more as associates or as assis- 
tants, and incumbent upon this would be the amount of | 
training and the amount of education that would be respon- | 
sible to faithfully represent those sorts of titles. Second | 
would be the amount of supervision that would be required 
by a psychologist. We are viewing this sort of relationship 
in a sense where we still do feel that a psychologist would 
be ultimately responsible in some sense. 

In terms of regulation of master’s level degrees, I am 
not sure exactly whether this could be furnished within 
Bill 63 as such, being addressed as an entity. I would have 
a lot less reservation about that than I would about such a 
profession or a capacity being represented under a differ- 
ent bill wherein they would essentially be treated in a truly 
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autonomous fashion and would not be in some fashion 
| accountable to psychologists. 


MICHAEL HAMILTON 


The Chair: I call Michael Hamilton. You have 10 
| minutes for your presentation. Just for the information of 
| committee members, Dr Hamilton is presently the chair- 
| man of the Sudbury district health council. He is not here 
| in that capacity today, but I thought you might like to 
| know that. 

Dr Hamilton: Thank you, Madam Chair. It is a plea- 
sure to see you again and to appear before you this after- 
noon. Welcome to the north on such a warm day. My name 
is Michael Hamilton. I am a native northerner. I am proud 
to be an Ontarian, and I think that we live in the best 
country in the world and have the best health care system 
in the world, and I would like you to know that we in the 

north are very appreciative of the services we have here. 

| I am here to address you on—you will forgive me, | 
hope, for my candour; I will get right to the point as 
northerners often do—two provisions, one regarding the 
Denturism Act, another regarding the Dental Hygiene Act. 


that I am a dentist, and I know we are all very interested in 
conflicts these days. However I am no longer in the general 
practice of dentistry, and I now make my living represent- 
ing the dental public health interests of the population in 
| midnorthern Ontario. I work at the health unit. My interest 
is not financial at all in this, and I would like you to know 
| that. As Madam Chair has said, although I do represent the 
| Manitoulin-Sudbury District Health Council in other ways, 
I am not here on behalf of the council to speak to you. 
One of the guiding principles that Mr Schwartz used in 
1982 in the legislative review with regard to the health 
professions was that consumers should have a freedom of 
choice within a range of safe options. That is something 
that is important for you as legislators to remember, that 
' whatever transpires as a result must be safe for the con- 
sumer of those services. I do have some concerns with 
) regard to those two acts. 

I would like to go on record as being very supportive 
of the legislation. What this is all about in the health sys- 
tem is accountability to the public, and that is exactly what 
is being done with this legislation as it is proposed. We are 
making providers of health services more accountable to 
the public, and that is what we need to do and continue to 
do if we are going to improve services in the future. 

I draw your attention to the second page of my submis- 
| sion, and I will get right to the point. Under the Denturism 
_Act there is a proposal that denturists—and I presume you 
| know who denturists are by this stage; if you do not, please 
query me during the question period—will be able to fit, 
dispense and order partial dentures. That is different from 
‘the present practice where they can make full dentures for 

people. Of course, the problem becomes one of the foun- 

dation for those partial dentures, because a partial denture 
is a denture where there are teeth remaining in the mouth. 

The point that I would like to make to you is if indeed 

a person has not had a suitable assessment beforehand, an 

| examination and a diagnosis, there is a risk to that person’s 
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dental health of having a partial denture placed. It is akin 
to constructing a new house on a foundation that has not 
been properly assessed or diagnosed, or, in northern terms, 
to sinking a mine shaft without really having a look at 
what is down below. It is costly in the long run, and in the 
short term it can be very, very dangerous. 

The easiest solution to the problem is not to restrict 
denturists from making partial dentures. No one is saying 
that, and dentists certainly are not saying that. The solu- 
tion, I believe, is to make sure that consumers have had 
adequate assessment examination and a diagnosis that a 
partial denture is the best treatment for that person at that 
particular time. I submit to you this would be one way you 
could protect the public interest. 


1430 

Under the Dental Hygiene Act, dental hygienists have, 
for the last 25 years or so since dental hygienists have been 
trained in community colleges, been very effective members 
of the dental preventive team. I can tell you as a public 
health person that the dental public health in Ontario is 
among the best in the world. It is the best in Canada. I can 
tell you that 50% of our young adults, our teenagers now, 
have never had a cavity. That is something we can be very 
proud of. But if you think of our generation which is one 
step or two steps up from that we have many more problems. 

Under the Dental Hygiene Act, there is a provision that 
dental hygienists would be able to establish independent 
practice. This has been tried in several states in the US, 
and frankly it has not worked. The reason it has not 
worked is that people realize services that could be pro- 
vided in the independent hygiene practices are very lim- 
ited. They are basically tooth cleaning. That is essentially 
why people would go to an independent hygienist. 

The system is working very well, and I am somewhat 
worried about fragmenting the system more if we allow 
the independent practice of dental hygiene. In public 
health, I have eight hygienists who work not for me but 
with me in providing the best possible dental public health 
services in northeastern Ontario. 

I submit that what we should be doing is looking at 
continuing that interplay and making sure that we do not 
allow the system to be fragmented any more. The current 
practice in public health is that hygienists can operate 
under the order, direction or supervision of a dentist. In fact, 
yesterday dental hygienists working for me were out at one 
of the seniors’ homes up the street while I was back at the 
office downtown, working under my direction, indepen- 
dently, on their own, but making sure that what was being 
done for those patients in the homes was appropriate. That 
is the way the standard is now and I would be worried if it 
changed much and hygienists were able to go out and 
operate totally on their own, not taking into account medical 
conditions of patients and so on. 

Those are the two concerns I have. I think probably a 
change of some of the wording would be all that would be 
required under the Denturism Act and under the Dental 
Hygiene Act. That is my submission to you. If there are any 
queries, my consultations are free. They always are in public 
health. I would be happy to try to answer them for you. 
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Mr J. Wilson: We certainly appreciate at this late 
stage in our hearings your sense of humour. You mention 
something that was not really the teeth of your presenta- 
tion, but you mention that the public will be— 


Dr Hamilton: Good line. 
Mr J. Wilson: I had to write that one down. 
The Chair: Hansard will strike that. 


Mr J. Wilson: I am already a minority on this crew. 
You mention that the public will be better represented on 
professional councils. We have had some professionals ap- 
pear before us, representing professions, indicating that they 
felt that, with the new requirement of just under 50% public 
representation, it may erode the principle of being a self- 
governing profession. Do you want to comment on that? 


Dr Hamilton: To that I would say, so what? 
Mr J. Wilson: I thought you would probably say that. 


Dr Hamilton: Consumers are the ultimate beneficiaries 
of the services provided by the health care professions and 
if we do not have enough consumer input on our councils, 
then we are not going to get the kinds of services that 
people want to have. I think we have been remiss histori- 
cally in not having more consumers on our councils. Cer- 
tainly other councils—the boards of health, the district 
health councils—have always had consumers giving input. 
I would support that totally. We are here really as providers, 
but for the consumer. 


Mr J. Wilson: I thought it had been interpreted by the 
courts that when you are doing supervision, or whatever 
the current terminology is—for instance, your example of 
the dental hygienists being up the street—you were sup- 
posed to be on the premises. 


Dr Hamilton: No. In public health in designated 
spots—I am not sure of the actual regulation, the number 
or anything—it says “under the direction or supervision of 
a dentist,” and “supervision” means physically on the site. 


Mr J. Wilson: Right. 


Dr Hamilton: But it says “direction” or “supervision,” 
so that as long as I can show, as a dentist, that the hygienists 
who are working for me out in the field have had adequate 
training, know what they should be doing and can do and 
have a standard procedure, then there is no problem. The 
Royal College of Dental Surgeons has recognized that. 
Otherwise, we would never be able to have public health 
dental services because it would be physically and re- 
source-wise impossible to have a dentist to screen 
schoolchildren, to go out into collective living centres and 
to hospitals, etc. We use auxiliaries. It is cheaper for the 
system and it also results in just as good service. 


Mr Owens: Regarding persons having to have a den- 
tal examination prior to having a partial made, philosophi- 
cally I do not have a problem with that. My only question 
is, how would you go about defraying the cost of that 
dental examination for a significantly large portion of our 
population, and seeming to grow every year? 

Dr Hamilton: That is a hard one, and I am not sure 
how you can answer it. We do not want to milk the public 
purse any more and say that we will pay for an examination 
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like that. I think probably what could be built in is some 
sort of a procedure code or a fee in the dental guides so 
that people would say, “We’re coming in for an assessment 
because we’re expecting to have a partial denture made”; 
something like that, and we would have some sort of a 
structure in place so that people would know that. 

I am not sure about your second comment. I do not feel | 
that there are that many millions or thousands of people 
who need partial dentures these days. Certainly, the stan-| 
dard of dental care 30 or 40 years ago was not to have| 
teeth filled, and that is what people expected; they would| 
have extractions. But I will bet my bottom dollar that most | 
of the people sitting in this room have almost all of their| 
own teeth, and we are a good example of the Ontario; 
population. It is only our older people who do not have| 
many of their own teeth. | 


Mr Johnson: Lots of silver. 


! 


that is the problem. 


Mr Beer: Your timing is perfect. Ihave to confess that ) 
I do not have all my teeth. | 


Mr Owens: Which ones, Charlie? 


Mr Beer: That is for you to determine. 

I would like to raise a question about the dental hy-| 
gienists, and the whole question of the future direction of| 
health care, the decentralization in the homes, communi- | 
ties and so on. In.a practical way I do not see how, as we| 
move on with long-term care, you could look in the mirror! 
even under public health, and say to yourself “I am still| 
really directing the work of these dental hygienists” in any | 


way that had legal carriage. Is there not some way that we’ 






can define the role of dental hygienists so that those sorts 
of services would go forward? Or do you just fundamen-| 
tally believe that simply by way of training they are not| 
able to do that, because it seems we are going to run into a} 
major problem there? 


Dr Hamilton: I think if you do that you may have to 
separate dental hygienists employed in private general 
practice from those who are employed on their own. I do 
not think you want to do that. You likely would have to 
have separate training programs. 

I disagree a little bit with the suggestion that hygienists 
who are out in the field in long-term care, let’s say, are not | 
appropriately directed, because they have, in many cases, 
more strict guidelines than in a dental office. There are 
policy and procedure manuals; they know exactly what. 
they are; they say, “This is what you must do, must do, | 
must do.” They know that if there is anything that is out- | 
side those boundaries they will consult me by phone or 
wherever I am—they can always get hold of me—and ask. | 
I think the intent of the legislation was to make sure that| 
we were able to use auxiliaries above and beyond just’ 
dental offices. | 


Mr Beer: And you do not think that could be handled | 
through the College of Dental Hygienists of Ontario, | 
where they themselves, as responsible professionals, would | 
recognize that “Beyond this point our practice cannot go and | 


we would have to refer back”? 
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Dr Hamilton: Sure. If that was in the legislation, it 
‘could be handled. My concern is the part about the inde- 
pendent practice. If that goes through, then you could have 
‘entrepreneurial dental hygienists establishing practices in, 
‘let’s say, a collective living centre on their own with no 
guidance at all. That is a serious problem, in my view. 


| The Chair: We very much appreciate your presenta- 
jtion. It is nice to see you again. 


| DrHamilton: Best of luck. 
| 1440 















SUDBURY NURSES FOR LIFE 


The Chair: Sudbury Nurses for Life. You have 20 
/minutes. 


Ms Petrucka: My name is Diane Petrucka. I am also 
ia Sudbury native and like all northern Ontario natives, I 
will get to the point. 

This presentation today is by our group, Nurses for Life, 
for the purpose of proposing a general regulation under 
Bill 57, or a regulation under the proposed Regulated 
‘Health Professions Acct, Bill 43. 

First of all, some background on Nurses for Life. We are 
‘a non-sectarian organization of health professionals dedicated 
to the defence of human life from conception to natural 
death. We believe that the destruction of human life is in 
direct contradiction to the moral and ethical responsibili- 
ties of our profession. We believe the definition of nursing 
‘demands that nurses utilize the scientific information and 
skills they have before them to affect life and health. We 
recognize the value of and support research beneficial to 
all humanity done with consideration for the dignity, and 
with full and informed consent, of the individual involved. 


With this in mind, Nurses for Life has been involved in 
fighting not only for the legal protection of their moral 
/obligations within their profession, as we see it, but also 
for the protection of all those who are defenceless and in 
ineed of legal protection. Today before this committee I 
will attempt to show the need for legal protection for con- 
Scientious objectors within this proposed act, Bill 43, as 
well as its related act, Bill 57, the Nursing Act. 

| As this act stands now, the implications, I believe, to 
nursing in general will provide a very tenuous position at 
best in the decision-making process as we understand it. 
‘Under clause 5(1)(c) of Bill 43, it appears to us that the 
‘minister will have the ultimate power to amend, revoke or 
‘constitute whatever regulation the minister sees fit under 
‘the new bill. Our general concern is that once regulations 
are set down, we—the nursing profession—will be at the 
whim and will of a very small concentrated power, as shown 
to us in sections 11, 12 and 13 of Schedule 2, Bill 43. 

It is noble to want to attain the goal of obtainable 
health services for all, a right that should be given to each 
individual client by qualified professionals who are con- 
trolled by a specific procedural code germane to their pro- 
fession. However, it is unrealistic to expect that the 
minister, who would essentially hold regulating powers, 
‘should ultimately have final control over each council’s 
procedural codes and guidelines by having the power to 





deregulate without need of approval or advisement from 
whichever council would be involved. 

This, in our opinion, would constitute totalitarian con- 
trol of the councils and professionals working within these 
councils. Essentially, the decisions and the very will of 
each individual will be controlled by a very few select, 
non-medical government officials. 

The basic substance of the act may have been written 
to initiate and control each profession with a council where 
none existed before. However, it seems that there is no 
faith instilled in these councils’ abilities and activities, 
such as already exist in medicine and nursing, when these 
particular bodies will have essentially no power to govern 
their own without final approval from the minister, and the 
lay advisory board. 

The reasons I put this critique before you is that I 
believe history will be repeating itself. I am referring spe- 
cifically to the presentations made on another bill by 
Nurses for Life in its struggle to obtain a conscience clause 
designed specifically for health care professionals within 
this country. It was introduced at the time as an amend- 
ment to the proposed Bill C-43. It was turned down in the 
end, as were all amendments; a waste of time and money, I 
believe, since the political will seemed not to want to rec- 
ognize inherent human rights of professionals at that time, 
nor those of the unborn. 

Also, under the previous provincial Liberal government, 
a similar proposal was made first by me through Shelley 
Martel, our MPP for Sudbury East, to obtain protection for 
nurses involved in and seeking protection from assistance 
with abortions within our hospital. At the time, the answer 
was that the hospital management should take, and sup- 
posedly was taking, care of the problem, which of course 
in the end it did not. If one had a sympathetic management 
team that understood the need for respect of an 
individual’s personal or religious and moral rights, then the 
problem would be solved. But then, again, that is no answer. 
It does not provide what would be best controlled by law, a 
uniform law. Here again, what exists is control of a person’s 
basic human rights by a few in management positions. 

Subsequently I was also able to presen the question to our 
own Ontario Nurses’ Association before our recent contract: 
Should nurses have the right to refuse to assist with abortions 
without recrimination from management? Of the people 
who answered the questionnaire, 75%, which came to ap- 
proximately 11,000 of our members, said yes, nurses 
should have the right to refuse. It was astonishing to know 
that even though money and pension issues were ad- 
dressed as the forefront issues, this question did get such a 
positive response. That is why we are in desperate need 
now of legal protection. 

We seem to have to fight for what is already ours, 
supposedly, in our democratic system. Yet it seems democ- 
racy wears many faces these days. Is it democratic that the 
political will of those in power should achieve, through 
what I believe is domination, aggression or instigation of 
reprisal, those laws which would deny personal choice 
among those individuals who happen to be health care pro- 
fessionals? This certainly does not make any logical sense. 
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It is as though we, as women in a profession consisting 
mainly of women, are not deemed worthy enough to have 
the choice, the right to say no. It is important and neces- 
sary for those people who do have the power to initiate 
legislation and/or regulations to believe that we as nurses 
have as much right to our beliefs as, for example, the Sikhs 
who created so much national turmoil over their turbans. I 
would think we would be worthy of as much interest. 


The words we are trying to convey, basically, are that — 


freedom of personhood and democratic rights should know 
no boundaries in this country and in this province. Preju- 
dice, bias and perhaps fear of the unknown are the only 
blocks which prevent us from attaining what is already 
inherent to all of us in the Charter of Rights, but seems to 
be excluded from us because of our profession. This to me 
is discrimination and our proposal should provide ade- 
quate protection within the bill for all who require it in the 
health profession. 

Such protection should involve two elements, and this 
is what I believe should be brought into regulation. The 
first is the protection of conscience. No person should be 
compelled directly or by threat of penalty to be an unwilling 
participant in an abortion procedure or any procedure which 
would deliberately end the life of another human being. 

The second is the right to protection against discrimi- 
nation. No person should be impeded in his or her career 
path by an exercise of personal conscience. Both of these 
elements are necessary, I believe, to ensure adequate pro- 
tection for nurses. 

We offer four reasons in support of special protective 
legislation. The first is consistent with the spirit of the 
Canadian Charter of Rights, as I mentioned, specifically in 
sections 2 and 15 of the charter which guarantee that ev- 
eryone has the following fundamental freedoms: freedom 
of conscience and religion and freedom of thought, belief 
and opinion. 

Also, every individual is equal before and under the law 
and has that right to the equal protection and equal benefit 
of the law without discrimination and, in particular, with- 
out discrimination based on race, national or ethnic origin, 
colour, religion, sex, age, mental or physical disability. 

These provisions might be thought to offer nurses 
some protection. Unfortunately, it is not clear whether they 
apply to hospitals, especially in the area of employment 
relations. Even if hospital action is subject to review under 
the Charter of Rights, there are no decided cases that 
clearly establish protection for conscientious objectors nor, 
to the best of my knowledge, are there any cases pending 
in the courts on this issue at this time. The absence of 
expressed protection creates uncertainty which discourages 
nurses from asserting their rights. That is why legislation is 
needed to clarify the matter. 

Protection for nurses is also consistent with the spirit 
under the provincial Human Rights Code under sections 
10 and 14, which provide that, “Every person has a right to 
equal treatment with respect to employment without dis- 
crimination because of creed,” and following as well, 
“Every person who is an employee has a right to freedom 
from harassment in the workplace by the employer or 
agent of the employer or by another employee because 
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of...creed.” It goes on to mention and to clarify also under} 
section 10. Because of time I will try to move on to page 6.) 

However, a significant difficulty with the provisions) 
listed before you is that the provisions leave too much to} 
implication and inference. The right of conscientious ob-| 
jection and the protection from discrimination are not ex-| 
pressed and can only be achieved by a nurse after 
protracted legal proceedings. Nurses need better and more 
express protection and their employers need certainty. 

Third, protection for health care professionals is con-| 
sistent with the protection given to them in other free and 
democratic societies. Providing conscientiously objecting 
nurses with some form of legal protection would not be a 
uniquely Canadian development. Numerous other free and 
democratic societies have provided just such protection. 

There is no legitimate reason for denying this protec-| 
tion to Canadian nurses and other health care workers 
when legislation for complete protection has long been in| 
existence in Britain, New Zealand, Italy, France and 44 of| 
the United States of America, most significantly in Illinois,) 
Washington and Texas. 

First of all, the one in the United Kingdom has been in) 
effect for 21 years. The one I would like you to pay most} 
attention to, which is most specific and, I believe, relevant! 
for nurses, and which I would like to have initiated in this) 
legislation is the one from the United States of America on) 
page 8. 

To date, 44 American states have enacted legislatio 
granting special protection to conscientiously objecting} 
nurses and other health care workers. In general, these pro-| 
visions allow nurses who express an objection to assisting} 
in abortions on religious and moral grounds to be ex- 
empted from doing so. They explicity protect nurses who! 
voice such objections from subsequent discrimination. Some} 
also expressly prohibit discrimination at the hiring stage. 
1450 

For example, we believe the best one is the Texas leg-; 
islation which provides under section 1, that “A physician,| 
nurse, staff member, or employee of a hospital or other} 
health care facility who objects to performing or participat-| 
ing, directly or indirectly, in an abortion procedure may not} 
be required to perform or participate, directly or indirectly, 
in an abortion procedure.” | 

It goes on to state what these health care professionals} 
may do if they find their rights are being violated. It is| 
very well expressed in this Texas legislation. 

Such protection, it is suggested, should also be given to) 
Canadian nurses. Doing so would be consistent not only) 
with provisions enacted in other western jurisdictions but) 
also with current Canadian moral standards as expressed in 
the ethical codes of various Canadian professional organi- 
zations. Protection of nurses is consistent with the ethical 
codes of professional organizations in the medical field such} 
as the Canadian Nurses’ Association. The code of ethics. 
adopted by the Canadian Nurses’ Association provides that} 
a nurse is not ethically obliged to provide requested care| 
when compliance would involve a violation of his or her} 
moral beliefs. When that request falls within recognized) 
forms of health care, the client should be referred to a| 


more appropriate health care practitioner. Nurses who have 
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yr are likely to encounter such situations are morally obli- 
zated to seek to arrange conditions of employment so that 
he care of the client is not jeopardized. 

The code recognizes an ethical sphere within which 
qurses are free to act in accordance with their personal be- 
iefs. Nurses are not obliged to remove themselves entirely 
‘rom an area in which ethical concerns are likely to arise. 
Also, I have listed the Registered Nurses’ Association of 
Jntario that has adopted a policy statement in 1988 on the 
‘ight to refuse to participate in care. Part of that policy says: 
“The primary focus in such discussions must be on the 
sood of the patient and the obligations of the individual 
lurse and the health care agency to provide care. 

_ “Despite that, whenever possible, consideration should 
’e given to the right of the health care provider to request 
‘elief or transfer from active involvement in caring for 
yatients undergoing a procedure which would violate the 
wovider’s religious beliefs.” 

Specifically, note that the transfer is simply a transfer 
rom active involvement in caring for the patient undergo- 
ng that particular procedure. However, it leaves us to 
vonder why, if such codes are indeed in place, why there 
ias been no support in practice for the rights of conscien- 
ious objectors in this province. When is it all to be en- 
orced and put to rights? Again, it is imperative that legal 
rotection be provided through legislation. 

If one might take a true example of an existing and 

ffective code, it is that which exists within the Canadian 
Aedical Association code of ethics for physicians. This 
one, I believe, explicitly provides physicians with the pro- 
2ction we as nurses are seeking. Paragraph 12 guarantees 
ae physician an absolute right, except in an emergency, to 
efuse to accept a patient. No reasons are needed for such a 
efusal. It follows therefore that a refusal on moral grounds 
vould be perfectly acceptable. In addition, paragraph 16 
mphasizes that even when a physician has accepted a 
atient, he is not obliged to recommend a form of therapy 
* he is prevented from doing so by his conscience. The 
nly duty in such a case is for the physician to tell the 
atient of this fact. 
__ The Canadian Medical Association has explicitly con- 
idered the abortion issue. In a 1985 policy statement on 
bortion, it unequivocally stated that: “The association. ..sup- 
orts the position that no hospital, physician or other 
ealth care worker should be compelled to participate in 
le provision of abortion services if it is contrary to their 
eliefs or wishes.” This statement also includes nurses. 

The Canadian Medical Association again considered 
ne abortion issue in its 1988 policy summary. This 1988 
‘olicy statement on induced abortion states: 

_ “A physician should not be compelled to participate in 
je termination of a pregnancy... 

_ “A physician whose moral or religious beliefs prevent 
‘im or her from recommending or performing an abortion 
Aould inform the patient of such so that she may consult 
‘nother physician. 

“No discrimination should be directed against doctors 
tho do not perform or assist at induced abortions. Respect 
x the right of personal decision in this area. must be 
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stressed, particularly for doctors training in obstetrics and 
gynaecology, and anaesthesia.” 

We believe these concerns apply equally to nurses. 

Finally, the concern has been raised regarding the func- 
tioning of hospitals. It may be argued that the protection 
sought here will impair the functioning of hospitals. We do 
not believe this concern can be justified when it is an- 
alysed. It can be possible for employees to arrange work 
schedules of nurses so there is someone available on any 
particular shift who has no conscientious objection to 
abortion procedures. 

Further, the administrative problems should be seen in 
context. In whatever area abortion procedures are per- 
formed, be it obstetric, gynaecology, operating room, day 
care, surgical wards, these procedures constitute a minority 
percentage of the cases done in these wards. It is therefore 
not reasonable to exclude these nurses from their trained 
specialty areas because they may conscientiously object to 
abortion procedures or to any other procedures that would 
deliberately end the life of any human being. 

We therefore believe legislation should be introduced 
in the form of a regulation instituted by the minister 
through the auspices of the proposed Bill 43. The legisla- 
tion could adopt the format used in other jurisdictions 
mentioned previously, thus enacting a basic prohibition 
against both compulsion of and discrimination against 
health care workers involved directly or indirectly in abor- 
tion. Should the proposal statutes be violated, the legisla- 
tion should also include recommended steps to protect 
these individuals unequivocally. Nurses for Life strongly 
recommends legislation similar to that adopted by the state 
Legislature of Texas. 

Our concern as an organization is to ensure legal pro- 
tection for all as soon as possible. This has been reiterated 
both federally and provincially. Why is there no law yet? 
There is no reason. The ideology of choice must be ex- 
tended to conscientious objectors here in Ontario, Canada, 
and not only to a select group of Canadians. It is time, 
ladies and gentlemen, to accord us the right of conscience 
and protection against discrimination. These rights are ours 
and we should not have to beg for them any more. 

Respectfully, I thank you very much for hearing me. 


Mr J. Wilson: I was just wondering, you mention Bill 
C-43 and that you have made representations to the federal 
government which is probably where the remedy you seek 
should be on the abortion issue. Have you made represen- 
tations at the provincial level and if so, what is your 
response? 


Ms Petrucka: This is the first presentation I have 
made at the provincial level, representing the group before 
a committee. If I may make a comment on what you are 
saying about the national level, they said, “Well, no, it 
belongs to the provincial level.” So, as I say, the buck has 
been passed on and I figure the buck has been passed on 
long enough. That is why we are going to be seeking 
through provincial legislation that each province enact, 
through its own provincial Regulated Health Professions 
Act, regulations that would protect conscientious objectors 
in each of their own provinces. 
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Mr J. Wilson: Because the federal government felt it 
was a health care service. 


Ms Petrucka: That is right. 


Mr J. Wilson: Are there any other examples of pro- 
cedures or actions that nurses may object to on religious 
grounds? 

Ms Petrucka: They would probably have to introduce 
that themselves. What I am referring to specifically is 
abortion. We also include euthanasia procedures that we 
know are not recognized legally. I know for a fact that it is 
happening in hospitals today but it is not recognized legal 
procedure, so if that were to be recognized at some time in 
the future, we believe on moral grounds that we should have 
legal protection to be free from assisting in that as well. 


Mr Beer: I was going to raise the issue of euthanasia 
as something which, while not legal to date, clearly if we 
just look in the recent news magazines, is an issue that we 
are ethically going to have to deal with. At the present time 
are you aware of nurses who have refused to participate in 
an abortion procedure? Has anyone been disciplined for 
that? The reason I raise that is whether you simply want to 
have protection in principle. Is it an immediate problem? 

Ms Petrucka: Yes, it is an immediate problem. That 
is why we came into existence. We are seeking it not be- 
cause we have just planned it now. It arose because of the 
problem that existed in various hospitals, not only in Ontario 
but across Canada. 

The Chair: Thank you very much. We appreciate 
your coming before the committee today. If there is addi- 
tional material that you think would be helpful to the com- 
mittee, you can submit it in writing. 


RICK GEROUX 


The Chair: Rick Geroux. Welcome. You have 10 
minutes for your presentation. 
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Mr Geroux: My name is Rick Geroux. I am a 38-year- 
old local businessman and father of four. I have been in- 
volved in sports for most of my adult life and my interests 
have primarily centred around competitive power-lifting 
and body-building. I have competed at Ontario and Canadian 
levels in power-lifting and I have achieved a provincial- 
level judging certificate as well as coaching a number of 
amateur, provincial and Canadian-level body-builders. 

My reasons for stating these facts are not for pride’s sake 
but to help you as a group to understand my credibility in 
the sports injury field. Injuries are an unavoidable fact of 
life, but the diagnosis, treatment and prognosis are of great 
concern to any athlete at any level. My first involvement 
with chiropractic may have been spinal-related, but it was 
not long before I realized that due to the understanding of 
the nervous, skeletal and muscular systems, a chiropractor 
could be of great service to athletes in a wide variety of ways. 

On one specific occasion, I damaged the tendon of my 
right extensor carpi ulnaris on my forearm. The medical 
doctor I visited diagnosed a tear of the same but gave no 
treatment other than long-term rest and possible surgery. 
Because of my respect for Dr Dean Love, a local chiro- 
practor, I consulted him regarding the injury and with the 
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use of ultrasound, massage and ice to reduce inflammation 
and scar tissue, my arm was fine and I returned to training 
not only with a functional limb but an understanding of 
how to reduce the possibility of injury. On numerous occa- 
sions I have encouraged not only those under my training 
but my peers to seek the care, compassion and consultation 
of Dr Love with regard to wrists, knees, shoulders, ankles 
and any other injury related to muscle, tendon or joint. : 
It is my understanding that there is proposed legislation) 
that may not provide for detailed diagnosis and manage- 
ment of injuries such as these by Dr Love or his colleagues, 
Due to the expert care that I have experience, I would) 
consider this to be a grave mistake. | 
| 


Mr Beer: It will perhaps come as no surprise to learn 
that a number of people have raised this particular issue. ]| 
guess the answer at the moment has been that chiroprac- 
tors can treat those sorts of injuries, but the question is 
around the diagnosis. I simply wanted to underline that we} 
realize this is an issue we have to come to grips with and) 
we have had a number of examples such as the one you} 
have given here, and we will be considering that. | 


Mr Geroux: The basic point that I think has to be} 
stressed is the right to diagnosis. I listened to the lady, 
before us. We seem to be losing so many rights. And I think| 
we have to be careful. If I have an injury that I know can be! 
solved easily and inexpensively through our medical system] 
but I have to walk a different road, I think we as taxpayers| 
not only suffer monetarily but we will suffer physically. | 


Mr Beer: Again, what we have to wrestle with here is 
the balance between the protection of the public and the} 
consumers’ right to make a free choice about the service,| 
but it is also important that you be protected. I guess that is| 
what we have to ensure. | 


The Chair: As I have told other presenters, if you! 
think of anything that might be helpful for the committee} 
members, please submit it in letter form or written brief. to! 
our clerk during the course of our deliberations. 






























PAT JOLIN | 
The Chair: Pat Jolin. Welcome. You have 10 minutes. | 


Mr Jolin: I am glad to see once again in Sault Ste) 
Marie we have some participation from the government 
side, I hope our side, to the goods and bads of this thing. 

My name is Pat Jolin. I live at 27 Hawthorne Avenue here} 
in Sault Ste Marie. As some of the honourable members are 
well aware, I have had occasion to speak before on different 
priorities the government had towards injured people. 

I was a licensed class-A mechanic at the time of my 
injury, in the heavy equipment field. I was injured in Sep- 
tember 1977 in the company truck. The road was washed 
out and I was taken with it and it caused many of my 
injuries. I pulled myself up to try to prevent injury and I/ 
fractured and injured my shoulder and neck. It caused a lot 
of ongoing problems. 

My subsequent experiences with the workers’ compen-) 
sation system were so frustrating that three years ago I 
helped to establish, and am president of, the Injured Work- 
ers Advocates of Sault Ste Marie, which is a very strong 
organization. We are nearly 500 strong. Our organization is 
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currently working through the Sault and Algoma as well, 
which takes in quite a territory. 

When I got my shoulder injury in 1977, I first con- 

‘acted the company physician through phone calls; I also 
saw one. I was told there was nothing wrong, just keep an 
2ye on it and let it go. His diagnosis was that I just bruised 
it and to keep an eye on it. So I continued to have a lot of 
gain and problems but I kept on working and I remained 
working for approximately two to three months. I blacked 
yut one day coming down the Montreal River hill. It is on 
[7 north, where the Edmund Fitzgerald went down. It is 
ibout a 5,000-foot drop there. My truck was halfway down 
he drop. So when I did come to, I was very upset and 
listurbed. I phoned my immediate supervisor and went 
nto the hospital to be checked out. 
The orthopaedic surgeon who saw me at that time, 
ifter numerous X-rays and about five doctors later, was Dr 
4yfe and he explained what had happened. He said I had 
ractures in the clavicle and the AC joint and this was 
iffecting the nerve supply to my head and it was the cause 
»f blackouts. I had surgery to remove part of the clavicle at 
his time. The operation was not successful in reducing the 
onstant pain and restricted movement of my shoulder. 

Dr Fyfe then explained that the only thing further he 
‘ould do was major surgery involving breaking my chest 
one, and removing part of heart and my insides to operate 
m the damaged part of my back from the inside instead of 
jutside. At that time, he referred me to Dr Rod Myers, 
vho is a chiropractor here in Sault Ste Marie and who he 
aid had a very good understanding of shoulder and neck 
iroblems and might be able to help me and save the need 
or further surgery. 

When I had my first visit to Dr Myers I was immedi- 
tely impressed by the detailed examination and under- 
tanding he had of my shoulder problems as well as my 
eck problems and everything else that was involved, as a 
vhole. I brought in the hospital X-rays with me, which he 
tudied and explained to me very explicitly, right down to 
etail, exactly what the problems were. After the various 
sts he made through the examination he explained the 
1echanical problems of the joints and how the various 
uscles and nerves and even my neck were part of the 
toblem. He then attempted to start the motivation of chi- 
practic treatment on me. 

He treated me with traction, manipulation of my neck 
nd shoulder, pressure points and muscle work all around 
iy shoulder, and electrotherapy. He has kept me function- 
ig well ever since and I have been most grateful to have 
voided surgery, because without the treatments, I cannot 
ven walk, I cannot talk properly and lately I cannot even 
tite. From the outset, he explained he could not cure my 
1oulder. There was no way he could, because of the ef- 
‘cts of the bone injury and the surgery. His goal has been 
» keep me functioning and he has done such a fine job 
iat I have recommended him to almost everybody I have 
‘et. He was recommended to me by Dr Fyfe and also my 
mily physician. I have had nothing but compliments 
om them on what he has done up till this day. 
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I am told that the suggested new law would prohibit 
chiropractors from diagnosing these problems in my 
shoulder and other non-spinal joints, as well as other peo- 
ple who have the same problem as myself, and it would 
provide that only a medical doctor could make the decision 
to make a complete and thorough diagnosis. This is not my 
experience at all, as I have just explained briefly. I do not 
believe in it for the simple reason that I have had some 
problems with doctors who do not believe in chiropractors. 
I will get into that a little bit later if we have time. 

From the many claims I have handled with the organi- 
zation that I lead, Injured Workers Advocates of Sault Ste 
Marie, I know that this change in the law would create a 
lot of extra hassles with Workers’ Compensation Board 
claims mainly. A number of workers have been told by 
WCB staff that chiropractors should not be diagnosing or 
treating extremity joint injuries. Given my excellent expe- 
rience with chiropractic, I have sorted out a lot of these 
problems and encouraged these workers to see chiroprac- 
tors with good results. At that time, if the chiropractors 
cannot help them, they will advise them to go to their MD 
or their family physician or whoever it is. 

If the law is changed to prohibit chiropractors from 
diagnosing non-spinal joints, the WCB consultants and 
staff, who are some of the doctors I just explained about 
who are giving us problems by verbal abuse, by being 
biased—these workers will lose their rights to choose chi- 
ropractic care. I even have some examples which I will get 
into very briefly afterwards. I cannot imagine why the 
government would want to do this when chiropractors usu- 
ally have a more detailed understanding of medical joint 
injuries and produce quicker and better results. They can 
also save surgery and a lot of money, as in my case. 

Further to this, what I have are a couple of examples of 
a Situation. I believe you have a copy of— 


The Chair: Yes, we received your written presentation. 


Mr Jolin: Okay, and I believe you also received a 
copy of a documented proof which was in southern Ontario. I 
would like to bring that up, as it has also happened here in 
Sault Ste Marie, and in my dialogue book of representa- 
tions—I average anywhere from three to sometimes five a 
week, sometimes many more, verbally or with the 
Workers’ Compensation Board, as well as with the family 
physicians. What happens is the extremity joint problem is 
very ongoing. I myself have seen seven different doctors 
and they have said there is no way I could be helped; I 
have to suffer pain for the rest of my life. In turn, I went to 
a chiropractor, as many of my clients did, and we were 
relieved of our pain through temporarily solving problems 
with chiropractor treatments. 

I had a special occurrence here just within the past 
two-week period of going to a special clinic in southern 
Ontario, which has not been funded by your government 
or by the WCB. They say they do not warrant it because 
they do not recognize some of these doctors. 

The chiropractors keep me walking, talking and writing, 
and the doctors say there is nothing more they can do other 
than just give me pain pills. I am sick and tired of pills, 
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and I am not the only one. I have nearly 500 clients. I 
would not say all of them are in the same boat, but a 
number of them are. At my meeting, which was just this 
past week right here, I asked for a show of hands, and one 
third of the whole audience put up their hands. They can- 
not survive without chiropractic treatment, and the chiro- 
practor was very observant to inform them that their 
problem is in their joints and in muscle-relaxing. All doc- 
tors do is give you pills and send you home to bed; you 
have to stay off work for a week, whereas if you take 
ongoing treatment, you do and you can motivate enough to 
keep a job, and that is our main goal, to get back to work, 
to be in the workforce. 

Again, there are another couple of small items which 
are not that relevant, but I do have a couple of distinct 
cases that I could bring up if time permits afterwards. 


The Chair: You have less than a minute. 


Mr Jolin: Yes, okay. It is the rights of the workers’ 
choice, which I believe we should have, between doctors 
and chiropractors. As far as I am concerned, I have had 
nothing but good luck with chiropractors. Doctors, there 
are some of them I could take them outside and run over 
them, because they have done more harm for me than 
good. I am not the only one, and I am not choosing sides, 
because there are beautiful doctors out there. As you know, 
they can do the operations and what not. 

But I do have three examples of this in my care. Chiro- 
practors can diagnose strength problems, I believe, better 
than doctors. Doctors do not know your life history. A chiro- 
practor will sit down with you, listen to you and go through 
the whole system with you and feel it and check it out. Be- 
fore he will even do anything which might cause harm or 
do good, he will let you know. I believe that should be kept 
on and the legal foundation or law which is going on here 
right now should not change. If anything, it should change, 
in my opinion, in the condition of the chiropractor. 


The Chair: Thank you very much for an excellent 
and thoughtful presentation. We appreciate your coming 
before the committee today and sharing your views with us. 


Mr Owens: On a point of clarification, Madam Chair: 
As we are having the different ministries come and speak 
with us during the week of the 16th, I am wondering if we 
could ask the parliamentary assistant and the ministry staff 
to get in touch with this presenter to determine the num- 
bers of people who have been denied WCB claims because 
of their association with a chiropractor. 


The Chair: Mr Owens, for your information, the re- 
quest has already been made for the WCB itself to provide 
that information to the committee during those weeks, but 
your request is duly noted and I would say to the presenter 
that if you have any data, statistics or information that 
you think would be helpful, following Mr Owens’s re- 
quest, we would appreciate it if you would send it into 
our clerk in written form so that we may consider it 
during our deliberations. 


Mr Jolin: I have many cases that are similar to mine 
and it should be noted, I do believe, by the government, 
because they stood behind me when I was in the Legisla- 
ture many times, as you well know, representing the 
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be, and this is still the ongoing thing. 
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J. DENNY WILKINSON 


The Chair: J. D. Wilkinson, please come forward. 
You have 10 minutes for your presentation. 

Mr Wilkinson: In introduction, as you may have ob- 
served quite quickly, I do have a visual disability. I will not 
be able to respond visually to any of your queries, so I| 
appreciate the verbal response. Thank you. : 

My name is J. Denny Wilkinson. I have several posi-| 
tions, as you will note on the brief submitted to you. I ama} 
registered massage therapist, I am a nutrition and health| 
consultant, I have a doctorate in naturopathic medicine, || 
am an associate member of the Canadian College of Natural 
Healing, a certified practitioner of the European Community| 
and a member of the International Academy of Natural 
Health Sciences. I have been director of the Natural Health| 
Clinic in Sault Ste Marie for some 10 years. | 

I am not specifically going to read the brief, I am just; 
going to discuss a number of points within the brief rather, 
than attempting to read it. Primarily, the objectives are,| 
first of all, to complement, and second, to criticize the 
current legislative proposal and make several recommen- 
dations for improvement of the concept and recommend 
some changes in interpretation of health care, that is, a 
look at the two models of health care, the medical modell 
and the natural health model; and last, to recommend some} 
development for consumer education and, of course, a 
look at professional education. | 

First of all, the compliments and critiques: Certainly 
high commendations are in order to all who have come to 
this point over the years to develop this long overdue leg 
islative package. The inclusion of the choice factor is in-, 
deed a most important aspect. The move also to 
self-regulate and bring in the ecologies of the various pro- 
fessions is certainly extremely well accepted. 

The question arises, however, about the controlled acts. 
The diagnostic clause has received a tremendous amount) 
of attention, and rightly so. However, looking at the ap- 
proach to colleges, and assuming that their mandate is to 
administrate and support their members in their work, 
would they not in essence develop that area, what we call 
controlled acts? Would they not in fact be better left in the! 
hands of the colleges? They know their members and they, 
know their training. They know what is required. If in fact 
the freedom of choice is going to be there, is the consumed 
not responsible for choosing the right practitioner, without 
a great deal of legislative-type protection? Any act is a 
high risk if it is performed by an untrained person. 

I understand from the materials I have had access to 
that much of the argument is turf battles. Each individual) 
practitioner or group of practitioners just wish to maintain, 
a high standard for themselves, and really without much 
due respect. Some of the material I was reading was about 
the ophthalmologists not being too happy with the optome- 
trists, the obstetrician is not happy with the midwives, the 
dentist is not happy with denturists and dental hygienists, 
etc, and it appears to me to be simply turf battles. I would 
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suspect there are enough consumers out there who could 
‘make a choice, and it would certainly keep everybody 
ousy. I do not think there is any lack of business, and I get 
the distinct feeling that much of this controlling is for turf 
orotection, rather than for consumer protection. 
_ There are in essence only two models of health care 
joractice. One is the medical model and two is the natural 
jnodel. It would be well and quite worthy, I would think, 
jaS a Suggestion, to look at the Quebec plan at the present 
ime, and maybe some adaptations of the Quebec plan and 
jmaybe the acceptance of the naturopathic practitioners 
from Quebec and their standards. A good look at that 
iwould be quite valuable. 
Education: If in fact the consumer is going to make a 
choice in his health care, he really needs to make an in- 
formed choice. Therefore, some education is going to be 
‘aecessary. A recommendation might be that the Ministry 
of Health—not the professionals, although in consultation 
with professionals—define an educational format, an edu- 
‘cational program for citizens so that they are aware of 
choices. It is very difficult to say, “You have a choice,” if 
he average consumer is not really aware of what those 
choices mean. 
_ Asecond major area might be, through the Ministry of 
‘Education, a development through the school curriculums. 
We have seen a number of times that teachers have been 
ery biased towards various other professions, other than 
whe medical profession. Professional education, of course, is 
also very important, and we do need to do some develop- 
‘ment in that area. 
The natural health model appears to be one of the most 
‘mportant areas of development, and there are some very 
well-established educational facilities now available in na- 
uropathic medicine, in homeopathy, in herbalism, etc. All 
these can be defined. The Canadian College of Natural 
Healing, the Ontario College of Naturopathic Medicine 
and, of course, many others are truly available, whether 
they are on-shore schools, that is, Canadian schools or in 
fact international schools, as we are finding out in our 
international academy, with some excellent programs. 
_ Naturopathic doctors and medical doctors both have 
medical branches, but I know it has been a real difficulty in 
defining or trying to find an establishment of naturopaths. 
There is only one difference between a naturopathy doctor, 
(respectfully submit, and a medical doctor, and that is that 
the naturopathy doctor does not use drugs or surgery. That 
“$s specifically part of the medical model. We are not by 
any means saying that one is better than the other and we 
feel definitively a program of co-operation is needed. 
Some people definitively prefer to have a medical doctor, a 
nedical practitioner. Some people prefer to have a naturo- 
oathic practitioner. When I say naturopathic, I mean any- 
hing from the naturopathic doctor to the chiropractic, to 
the osteopathic, to the herbalist, homeopathy, etc. We be- 
jeve in the work that we are doing through our interna- 
‘ional levels, that the consumer has to have that choice. 
The naturopathic doctors and the medical doctors of 
whatever branch should be accepted as equals with due 
‘espect for each other. We find too many of these turf battles. 
The United Nations has actually declared so, that we should 
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be in that vein of thinking, and the Canadian College of 
Natural Healing up in Ottawa is Canada central for the 
European Community and the international community. 

We are really at the dawn of a brand new understanding 
in health care and we are committed to assisting in the devel- 
opment of this kind of process where the consumer will 
have a full range of choices. It is hoped that these turf 
battles will disappear, because it is the consumer who gets 
locked in the middle of the turf battles. Many good practi- 
tioners are in Ontario right now in naturopathy or from the 
Ontario College of Naturopathic Medicine and from inter- 
national schools. We have many good chiropractors, osteo- 
paths, etc, and this program of development needs to come 
through. 

In economic terms, finally, I would suggest that if the 
consumer has that freedom of choosing, is definitively 
choosing, much of the economic value would be very well 
noticed and acceptable. If a consumer prefers to have a 
naturopathic physician, the insurance plans would do well 
to respect his or her choice, and to pay either model, 
whichever the consumer chooses. 

We are committed to developing this area of co-opera- 
tion in our province of Ontario, to develop a system that 
we can all be proud of. Our goal is for all of us to work 
together, to support each other, to consult with each other, 
and not deal with the turf battles and who can do this and 
who can do that. The professionals themselves, through 
their colleges, know very well what they can do. 


The Chair: Thank you very much for a very thoughtful 
presentation. 
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ALGOMA PHYSICAL REHABILITATION CLINIC 


The Chair: I call the Algoma Physical Rehabilitation 
Clinic. You have 20 minutes for your presentation. 


Mr Salituri: Thank you. I am your last speaker. I am 
sure when you were all coming up to Sault Ste Marie, our 
good MPP Tony Martin told you how cold it can be in the 
Sault at the end of August. In fact, it has snowed— 


The Chair: That is the last of his presentation. 


Mr Salituri: I am sorry, Tony. There goes my job as 
his campaign manager for the next election. 

It is a pleasure to have you up here in Sault Ste Marie. 
Usually, these processes for some reason seem to bypass 
us, SO welcome to the Sault. Hopefully, you had some time 
to enjoy our area. My name is John Salituri. I am a physi- 
cal therapist, and this afternoon I want to speak to you on 
behalf of the physical therapists who practise here in Sault 
Ste Marie. In fact, I am a physical therapist who practises 
in a private practice here, and that is what you see in your 
agenda, the Algoma Physical Rehabilitation Clinic. There 
are three other physiotherapists who practise with me there. 

My purpose this afternoon is to discuss the Physiotherapy 
Act which is part of the regulated act. Specifically, I will 
convey to you our thoughts and concerns on how the present 
content of the act will affect physical therapists and our 
patients on a daily basis. The committee has already heard 
a submission from our provincial professional body, the 
Ontario Physiotherapy Association. We firmly support that 
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submission and now wish to add our grass-roots perspec- 
tive on the issues raised by the OPA. 

We are very pleased that this process has now led to a 
commendable legislative act. We especially support the 
objectives of the act, specifically the protection of the pub- 
lic from unqualified health providers, and confirming the 
right of individuals to choose and have access to the health 
care they deserve, including physical therapy. 

This act can be improved by addressing the following 
three issues: First, the protection of both our titles, that is, 
physiotherapist/physiotherapy and physical therapist/physical 
therapy; second, communication to our patients of our pro- 
fessional opinion regarding their complaints, that is, diag- 
nosis; and third, performing procedures below the dermis. 

With respect to protection of title, I am a graduate of 
the faculty of medicine, University of Toronto, and my 
degree is in physical therapy. I will ask that you turn to 


appendix 1. There are several appendices I would like you ~ 


to put your attention to as I go through my presentation. 
You will see that this is a copy of my degree, and you will 
see that it states quite clearly that I have a bachelor of 
science in physical therapy. 

As outlined clearly in the OPA submission, the terms 
“physiotherapy” and “physical therapy” are interchangeable. 
In fact, the term “physical therapy” is most commonly 
used in the world, as well as by recognized degree-grant- 
ing institutions such as the University of Toronto. As an 
adjunct here, I also have a licence to practise in the United 
States and my licence in the state of Michigan states that I 
have a licence to practise physical therapy. 

It is understood that physiotherapy and physical therapy 
can and should only be performed by physiotherapists or 
physical therapists. In co-operation with provincial medical 
doctors, the procedure of physiotherapy/physical therapy 
has been removed from the OHIP schedule of procedures 
that they may bill for. This is in recognition of our exclu- 
sive right to practise physiotherapy and physical therapy. 

Please refer to appendix 2 for an example of how the 
term “physical therapy” has been used inappropriately. 
This is a commercial circular that came to my attention. If 
you will draw your attention to the bottom quarter of the 
page, you will see I have highlighted for you one of the 
points, “Four hydro-therapy jets provide relaxation and 
physical therapy.” I am sure we all agree that inanimate 
objects such as a hot tub cannot perform physical therapy, 
as much as a paintbrush alone cannot perform painting. 
The obvious point here is that only qualified health profes- 
sionals can deliver part or parts of their scope of practice 
and, therefore, title and scope of practice must be fully 
delineated in this act. 

In order to ensure that the objectives of the act are met, 
that the public not be confused about what acts or health 
care professionals are competent, both the titles of physio- 
therapy/physiotherapist and physical therapy/physical ther- 
apist must be protected by this legislation. This change 
then will reflect reality. 

The second point that we would like to bring to your 
attention is diagnosis. There is an unfortunate omission in 
the Physiotherapy Act that does not recognize the fact that 
physical therapists question, examine, deliberate and form 
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process and communicate our conclusion to our patients 
and act on it appropriately. This process is commonl 
termed “diagnosis.” It is not the exclusive right of any, 
health professional group to engage in this process. In fact 
diagnosis is a part of good clinical practice and patients’ 
fundamental right. | 

Physical therapists as primary care clinicians must con- 
tinue to diagnose within our scope of practice. We do not 
infringe on diagnoses that are the realm of other health 
care providers, for example, the diagnosis of diabetes. | 

In our daily practice there are examples of our skill te 
diagnose within our scope. It is common knowledge that 
the majority of our patients are referred to us by physi- 
cians. Most of these referrals, however, do not provid 
diagnoses and we, therefore, must diagnose before decid-| 
ing how to treat the patient, or if our intervention is appro- 
priate at all. As well, it is common for physicians to 
request our physical therapy diagnosis so that a clearet| 
clinical conclusion can be achieved. 

If you follow me through the next few appendices, ] 
will give you an example of what happens daily in physi 
cal therapy practices across the province. 

Appendix 3 is from a circular that was created by the 
board of directors of physiotherapy. It was actually pre- 
sented to the committee previous to this as this process 
was going on. I draw your attention to the right-hand side, 
of the page, the table entitled, “Survey of Diagnoses Pro- 
vided by Physicians on Referral Forms for Physiotherapy.” 
Two clinics were involved in this survey, clinics 1 and 2) 
and I have highlighted the results of those. You can see 
that in clinic 1, specific diagnosis was only provided in 
10.7% of the referrals, and in the majority of the othe 
referrals, it was nondescript and it was perhaps just a de- 
scription of the patient’s complaints. Similarly, in clinic 2} 
The point here then is that referring physicians usually do 
not provide a specific referral. Therefore, it is up to us to 
make sure that we go through that process before treating. 

Appendix 4. This is an example of referrals with no 
specific diagnosis, requiring physical therapists to diagnose, 
before treating. This is the referral form we use in our office. 
Under the heading of “diagnosis” I have highlighted the 
word “back,” and this is what the physician has written 
here, simply “back.” This is what I am faced with when I 
see patients. So obviously I must go through the process of 
diagnosing before deciding what to do with this patient. 

Similarly, in appendix 5, the diagnosis is low back 
pain. That is really not a diagnosis, that is a description. He 
queries here that it is discogenic, but again, we must go 
through the process of deciding what is wrong with this 
patient before we can obviously treat. | 

Appendix 6. Here the referring physicians are not sure} 
of the diagnosis and our thoughts are requested. We, there- 
fore, must provide a physical therapy diagnosis. I have, 
circled and highlighted for you under “diagnosis,” “NYD.” 
That stands for “not yet diagnosed.” I will read the whole) 
line for you. It says, “Right flank pain not yet diagnosed, 
associated with back pain.” Under “objectives” the last 
two lines read: “I have not yet X-rayed his back. If he 
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‘loesn’t improve then I will X-ray.” Basically, this physi- 
izian is telling us: “Have a look at this fellow. See what you 
think. Do what you can. If you can’t make him better, give 
me a holler. Let me know what you think and I will X-ray 
/t or we’ll investigate it.” That is normal daily practice, and 
vhere is nothing wrong with that. 

| Appendix 7. Similarly, the physician’s diagnosis, he 
jwrites: “Right leg pain. Please assess and call me to dis- 
juss.” He queries here “Psoas plus or minus SI.” Again, 
ive must diagnose this patient, decide what we think the 
oroblem is, treat it and let the physician know, and together 
ive come to a treatment plan that is appropriate. 
Appendices 8 and 9. Here the referring physicians request 
our opinion regarding appropriate treatment for the condi- 
ions. We therefore must confirm the diagnosis before decid- 
ng if we can offer treatment. It must be made clear that 
diagnosis and treatment are an integral part of the same pro- 
bess of offering good health care to our patients. 

Appendix 8. Peter is the name of one of the physiother- 
apists who practises with me, and the second line of the 
eferral here is a query, “Is this beyond orthotic help?” So 
when Mr Kotyk looks at this patient, he has to decide 
whether he thinks the diagnosis is such that the treatment 
of orthotics is appropriate. He must obviously be a diag- 
Aostician to make that distinction. | 

1540 
' Appendix 9; this is a referral from an orthopaedic sur- 
xeon who has highlighted in his very graphic writing, 
‘Can you help?” Obviously, our surgeon has confidence in 
he fact that we can diagnose, decide what the problem is 
and— “Can you do something about it? If not, let me 
xnow and we will go from there.” 

Appendix 10: As well, the legal profession often re- 
jjuests our clinical opinions and diagnosis. Of course, pa- 
‘ients consent to this and thereby also request our 
diagnosis as their right. Appendix 10 is an example of a 
/egal letter that we often get in our office. Of course, ac- 
Sompanying this is the patient’s consent, so the patient 
<nows this is coming. Lawyers in their own way will de- 
‘ineate exactly what they want us to address, and you will 
see in the many points that this particular lawyer asks, he 
ses the terms “diagnostic procedures,” “conclusions” and 
‘prognosis.” These are terms that one expects from some- 
»ody who is able to diagnose. Of course, if we are to give 
An opinion, we in fact are then diagnosing. 

Appendix 11: In my practice, injured workers with 
workers’ compensation claims make up our largest group. In 
she required documentation we must provide our diagnosis. 
Appendix 11 is a form that we must fill out on all of these 
Appropriate patients. I have highlighted for you “WCB diag- 
lostic codes.” What that refers to—if you flip the page 
»ver—is a booklet that has all the diagnoses known to the 
slinical world, and they are coded. These codes are being 
ised by several other institutions and not just the Workers’ 
ompensation Board. So obviously, here the board is asking 
1s for a diagnosis and asking us to flip through this book, find 
hich one we think is appropriate, and put it in here. 

| So the Workers’ Compensation Board, of course a reputa- 
ole institution, recognizes that we, as physical therapists, can 
Bice It is evident then that we do diagnose with every 
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patient and it is an integral part of the delivery of appropri- 
ate health care, thereby reflecting the objectives of the act. 

The procedures below the dermis is our third and last 
point. There is an omission in this act of procedures below 
the dermis, which physical therapists perform on a daily 
basis. The debridement of burn wounds and acupuncture 
are the most common examples of such procedures. We 
respectfully request that the act be revised to properly rec- 
ognize such important procedures as being within our 
scope of practice. 

Recently, with the friendly amendments, I understand 
that a procedure which we call tracheotomy or suction of 
the tracheotomy, which is sticking a suction tube down 
either someone’s nose, mouth or trachea to remove mucus. 
That is something that came out through the friendly 
amendments. That is now within our scope of practice. 
Certainly things such as the debridement of burn wounds 
and acupuncture are not as invasive as something which is 
now recognized as within our scope. 

In summary then, we are generally pleased with the 
act. We respectfully request that three amendments be 
made to ensure the act realistically depicts the practice of 
physical therapy thereby guaranteeing the spirit and the 
objectives of the act. First, protect the titles physiotherapy, 
physical therapy. Second, allow physical therapists to con- 
tinue to communicate to our patients and pertinent others 
via diagnosis. Third, allow physical therapists to continue 
to perform procedures below the dermis. The act will then 
truly embody the safe and effective practice of physical 
therapy as it occurs daily throughout Ontario. 

Thank you very much for your attention. I will be most 
happy to answer all of your questions. 


Mr Owens: I was going to playfully ask you, as a 
person registered in the States, whether you thought cross- 
border physio was a problem, but anyway—my real live 
question is with respect to your concerns around diagnosis. 
In reviewing the samples that you provided for us, I am 
wondering if in fact you are not performing an assessment 
within your scope, providing information for the physician 
to draw a conclusion and make a diagnosis rather than 
yourself making a diagnosis? 


Mr Salituri: No, we are in fact making a diagnosis 
within our scope of practice. This is what the physicians 
want. This is what they have recognized. The reason they 
refer them to us is because they recognize we have a specific 
expertise. They think this patient needs that specific expertise. 
Who better to decide whether that expertise is appropriate or 
not than us, the physical therapists? So we do diagnose 
within our scope of practice. We do that continually and yes, 
the term “assessment” is perhaps appropriate; but more ap- 
propriate we believe is the term “diagnosis.” This is what we 
have been doing and this is what we do today. 


Mr Owens: I guess I am just beginning to wonder 
whether we have been perhaps a little bit loose with our 
usage of language for a long period of time, and now that we 
are trying to tighten things up, we find problem areas where 
accepted language is not necessarily the language of the func- 
tion that we are performing. Do you have any sense of that? 
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Mr Salituri: Yes, I agree with you. Diagnosis is within 
our realm of practice and it should be there. Perhaps it is not 
being used appropriately by other people, but certainly when 
it comes physical therapists, we embody that term. Again, 
diagnosis is a process; you just do not pick out of a hat. You 
assess, you question, you examine and then all of that to- 
gether is diagnosis. You started your question with the term 
“assessment”; that is part of diagnosis. When you assess you 
have to come to a-conclusion, if you are any type of thinking 
professional. There you have your diagnosis. 

Mr Owens: But I think then it is how you put that con- 
clusion into practice and what you do with that conclusion. 


Mr Salituri: Exactly. 
Mr Owens: Intellectually, we cannot regulate how 
you think, but— 


Mr Hope: We can convince thent 


Mr Owens: Maybe the right-wingers on the committee 
are the thought police. 


The Chair: Actually, that did not come from the right 
wing. 

Mr Beer: Which wing? 

I would like to understand a little better how you work 
on a day-to-day basis with the medical profession. Just 
using the examples that you have provided us with—and I 
thank you very much; that was very helpful—having then 
received this and then going about trying to determine 
what it is that ails these individuals, what then is the ongo- 
ing relationship that you would have with the medical doc- 
tor who had originally referred these people to you? What 
would happen? 

Mr Salituri: The process that follows then is, if appro- 
priate and if necessary, we contact the physician after first 
examining the patient by phone if necessary and say— 

Mr Beer: I am sorry. You might not contact the patient? 

Mr Salituri: We might not if the diagnosis is very clear, 
if the problem is such that it is amenable to our treatment. 
We will certainly contact him immediately if we recognize 
that this referral is not appropriate, there is nothing we can 
do for this patient. We get back to the physician saying: “I 
think this is going on and if this in fact is what is going on, 
there is nothing I can do about it. Please act on that.” 

That does not happen most of the time. Most of the 
time the referrals are appropriate. We have excellent com- 
munication with the physicians. We communicate with 
them through telephone and we communicate with them 
certainly through discharge letters of which I do not have 
an example here. In that discharge letter it is very much 
like a physician referring to an orthopaedist or a cardiolo- 
gist. We outline the examination that we made, the history 
of the patient, the conclusion, the diagnosis that we came 
to. We outline in detail the treatment and the outcome of 
that treatment and recommendation as to further treatment 
if necessary. 


Mr Beer: Would you have similar contact with chiro- 
practors at times or is this mainly with doctors? 

Mr Salituri: This is mainly with physicians. I do not 
know about other areas in Ontario, but in the Sault we 
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have some referral of patients back and forth and yes, this 
does happen. We communicate with each other and that iy 
part of good health care and, you know, the spirit of this 
act is such that no one body has rights to the total scope o} 
health care or to decide where you should go within the 
realm of health care. 

To do that we, as health professionals, must interac’ 
with each other. The previous gentleman talked about tum 
war. He is correct in his perception, but those walls ar¢ 
rapidly coming down. As we all recognize, we must work, 
together. This is one of the commendable parts of this 
legislation. Those of us who do not want to do it now will 
have to if we are to make this thing work. 


The Chair: Thank you very much for your presenta/ 
tion. Comments? Mr Martin. I thought you would want the 
last word. 


Mr Martin: I am not used to this. I want to thank al 
those who came forth to present today. When we sug: 
gested to the committee that we come to Sault Ste Marie| 
we knew there were folks here who had some very impor; 
tant things to share with us. I think it is important that this 
government get out to the whole province, particularly the 
north and Sault Ste Marie. It was good that you came 
forth, and I think today was a good example of govern- 
ment in action. I also want to thank my colleagues foi 
deciding to come here, and to let you know how happy ] 
was that you did and how much I enjoyed having suppel 
with you last night. 


The Chair: I am sure I am speaking on behalf of all 
the members of the committee, both those in the govern-| 
ment caucus as well as those in the opposition caucuses, ir! 
saying that we have very much enjoyed the opportunity tc 
be here in Sault Ste Marie today. We also enjoyed the 
hearings in Thunder Bay, in Ottawa and in London. ve 
have had an opportunity to hear from people outside th 
centre of Toronto where the majority of our hearings hal 
been held. 

The committee—this is for everyone’s information 
here—will begin clause-by-clause examination of these) 
bills after the House reconvenes, which is September 23) 
We will likely be in the clause-by-clause process through, 
the month of October. | 

If anyone has further information they would like to 
share with the committee, they should feel free to commu: 
nicate with us in writing via the clerk of this committee, 
We very much appreciate everyone coming out today and 
sharing their views and observing our deliberations. | 
think, as I said, I speak on behalf of all the committee 
members; it has been a very productive use of our time. I 
feel the public hearings have not only been very produc- 
tive but have been a very good experience for all members 
of this committee. 

I would like to thank the staff who have come along 
with us both from the ministry as well as from the Legisla- 
tive Assembly and look forward to the deliberations that 
will continue as we complete the examination of these 
bills. The meeting stands adjourned. 


The committee adjourned at 1552. 



















l 














{ 
\ 


) 
) 


CONTENTS 


Thursday 29 August 1991 



















tegulated Health Professions Act, 1991, and companion legislation / Loi de 1991 sur les professions de la santé réglementées 


Mme SOLO cl ome ONG (Hl IZACCOINDAUTICN Imray etme ie, ete tS ele veh “aha te ne 6 a Vanity woz Sn oy Ah, Guile Bh ask Av wd a hve S-735 
Saale OUL OCH yICCS Marah arms ade meine fase e Ss. oie Heap Meee. a eck a etie oy She listakeh ea ecs 6 ¢ ae a S-735 
REICH ALT AC ISG @ ASSOCLANION Wem an ets Pea HAR) Some ert ae gel Paws Te as ie Kea Ole Phe Rel ss Be Rie oes S-737 
RE AREA OIC NE AEC LOO TAT Mem ey see Ee nee Neh nao ae Oia Ady s  stasinet OA Melee: hldiwas 4 able piece tie. 8 Sela hele ve S-740 
mtario Association of Speech-Language Pathologists and Audiologists, Algoma Chapter ...............0054 S-743 
BIO NET SC Sa \SCOCIA NON LOCAL O Reet e Mie ui cen ae irciie stitacira. cr pat cg. ells Yel oo ao ee uk id Tae tea Tes ace” wat et ugl slate S-746 
(USSSA See Si or ea OS iO Sein gerne Et kr CNL eC a S-749 
( RESTRNES Urgae Cm eT re I a ee S-751 
ee SD 0S em NN Mera Me eee ye cave oie! neces es eset al Ue gH ea 8 jen ee feed otis da ierysp was: wileie fe wos Sere A aN S-752 
COMO MUINCEVICE PINPIOVeCSiL MISO erm. vane pee cae) chit cae Pee ea Oi, Sb es sie Weare, Pkg Toa dk Marte ew eRe, BL doktor S-755 
or ono ans Team ZatlOnO WC AallaCa goer ay cei ep oheits Go elel a! ato elle iy lo hy ghee) Ge ose a ee yy apn S-759 
BeeHORncCOndary. SCnoo) Leacners, Federation, SuGOULY. «cob es 6 Se a) es ys eg ls) Wn ve ee Howe Pee Gn ee eo S-762 
PPE VERVETRL Morte “sgh athe g. 6 RPS VAN 2 2 aig oto, 8 weer ear ame de Oe ge S-765 
(SOPRA NSIS Te Ub On) Rae 728 Caria <1 Ain ar ACs SITE SCRE sar Sc ce ge S-767 
|< LETSERBYUNG ” (a GP gp cle NR se CIR ai URC ary rset UR Ryrvcr cer a ar a er Cn cr S-770 
|G sg” ile 6 la eo ceaiiey eh on Giger dey en Aye rym ae eeu gunn Rh ea ACI ae S-770 

RM NN AD 1 ot) mente eee eee he a event tce, wh ier ke Verlaan capt vc (hn6 Bale ty) Ce Seige, dea Saage ewe a Wwe ck Bas WOR wee S-772 


dgoma Sta oie amecera OWifatlOU ee IMC warae sg ee lamennae irs es, iss MGB je MS SRare eee ia’ o GxTou ely Vee WES es Pe) AME ap ene S-773 
STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


‘hair: Caplan, Elinor (Oriole L) 
Vice-Chair: Cordiano, Joseph (Lawrence L) 
eer, Charles (York North L) 

aeck, Christel (St. Catharines-Brock NDP) 
‘ope, Randy R. (Chatham-Kent NDP) 
{alkowski, Gary (York East NDP) 

fartin, Tony (Sault Ste Marie NDP) 
IcLeod, Lyn (Fort William L) 

/ wens, Stephen (Scarborough Centre NDP) 
ilipo, Tony (Dovercourt NDP) 

Tilson, Jim (Simcoe West PC) 

Jitmer, Elizabeth (Waterloo North PC) 


ubstitutions: 

yhnson, Paul R. (Prince Edward-Lennox-South Hastings NDP) for Mr Silipo 
dla, John (Mississauga East L) for Mrs McLeod 

Tessenger, Paul (Simcoe Centre NDP) for Mr Malkowski 


: lerk: Mellor, Lynn 
| 
a Gardner, Bob, Research Officer, Legislative Research Service 





~ iy Quis “los inal rater! ie tyete,  sneiae ie Air “dl Ay 


ci. o@ 


Pa: . Sea = Ion : : 
* o> rim boner aly at hes | 5 ih 
j ; eS re ane ales 7 5 yi we, zalthy ew wos 
sae ; Ded i ee a ee ae 
“sabre Nn tS pan y wth ¢ atime 4 ited 
nave tO sami 8 ote, 3 ok Mac. test homes * 

































, Cur somidend- pe 
(ations i ov ne ot nip | Patra a ; a Fase rani Vf f Re iene BSERt, wet 


bial ¢  @ 


lady Fa satya SOG one 


ite Mite orbenise aon pare a riggers 
vs > Lani “piteslBeelnp: ity errr aes Phe Sisses “Even: you BET ia Ree ae 
ee sheclaleah teen entathodltan ame Soe wanes iy 
ane ies ie iia ike al 


‘ a _ eo eee 


eon Stor Mina tes chee preachy 
VEG SS ehligti » a a | _—— ty sande 
SERRA Souths, Aad By, Pa i sat ft csi 


¥ a’ gem |e) aes aE oe 8 . 


ey He ee 7 eine el ye. 






san vii Aawostny wee He gis Baa aden pala ewe: oh ty fi hoe Cp of 
aie Ay. ig teh U, ieee ah Teall Mids a pat “anit. a wipe se 
ie bth “ey tibia Gia: una Mor )aiptel having then . deriding ky rane hers, sane) “eh ee fe 
tortie’ Wik tnd Bist hinge ShONKG Wis Wa Ree, ‘sera yo a ht: bow inet seeps 
Poteat dott ah STi Laake, inet the Ub Yatariga . seh fen loathe ~ «i es 
me tas: eats yous Cue BANG with the Presinal: Per Pie engi: “Tate OP pg 


snl , the ambetnbairs oF ie pret teal 
ool ital cavicty as well ast <0 
" Sabitorts M ve Oe ragemera0-a4t0—8 Ges 

i Gad 12 MORAN, Wwe Gumlien, Cir payikiraeh se kien ag Meanit Ste Merle Seday, ” 


a] 
eesniTiing the patient ng teint casas kik SY | hoesape iy Shue Baw. Crates 380 “ 
Wen “nel kerry. Yur oe ot ageing aang? dive Dad i pte 


vYy 7 a 


. ee 


ae gran e nig Me “i Uae Pings id Ox very < es Amat ps if behite ta = ee ; 
ct, Ce tae as eal Masry i Sages aon seen aL. * Reina Dee ; 1) ’ 
t or iy - ; d wateny js ~\ aut - gn di sed 9 rr ws s7OQe axel 7 The - aH 


iy Caz sites He eli ier ing Wi Ga = heten=will: beehy cigaseate 8 ac aa 
ep ‘ t Gare ty ae ite vena ie we fsa paydog? 1 -> Bilis wee he Hoa 3 coe ath aie 


tore a : ut wae at Shai, Seal eetie a stlng ony, "Ba will bay eat 






aeeas Seg Sats we i Sad fay hetaie ae he Homans JF 
1 erat Z > Pe a 


i. hye 


eek the: gl tones ond “ey: carey ee wre: aoe : we 


sipsoaad é oe rg! Kiiters. if iran ts ot Rate els 
hy 


dos mas eos ei . 
tainly rar one 
_, Metta = yh . 
POSSE aries SE aa as 

. Ma Sentark Nes «. aaa 
tle Nig me et are 


a 
é 













© Assemblée lanistative 
delOntarla. 


Pramisre s23sio0, 36 iagisignee 


- dournal 
“des céehats. 


(Hanser) 


ta tunit 1S Seyler? Ve 


Y ceenibe germanwent gee 
< atiplrss eoclitep 


Lpeniaad 
OA 


Sofa 


; 


le 


marry ti oar o 


0 fete lore 


" aan ie 


h 
fi > 
| 
At 
_ 
-_ 
= 
mt 
oe ‘ 
-# 
7 
t 
i e 
1 
te 
ae 
Ae 
a 
i 
<1 
aaa Ue: 
; A 
x toy j 
. 
‘ ry i { 
a Ry 
vi } 
nt 
. 
t44 
ai i 1 
- 
& vi 
= 
® ; 
a 
- a, 
7 7 ye 
, : rane 
a 
: gen ae 
= . 
e t - 
\o f » a y 
J re ia) 
e 
ie 7.3 he 
ery ita 
eg fs 
* By j a 2 ae K, 
7 by i 
any iy : - 
4 a : - 





CA2 ON 


fF'ublications 













XC 12 
S-24 1991 cnet S-24 1991 
ISSN 1180-3274 
Legislative Assembly Assemblée legislative 
of Ontario de |’Ontario 
First Session, 35th Parliament Premiere session, 35° legislature 
Official Report Journal 
of Debates des debats 
(Hansard) | (Hansard) 
‘Monday 16 September 1991 Le lundi 16 septembre 1991 
| 
Standing committee on Comité permanent des 
‘social development affaires sociales 
Regulated Health Loi de 1991 sur les professions 
Professions Act, 1991 de la santé réglementées 
and companion legislation et les projets de loi 
| qui l’accompagnent 
Organization Organisation f ES ge aBN 
191 ¢ } 
/ 
‘ ty of wy 
Chair: Elinor Caplan Présidente : Elinor Caplan | 
Clerk: Lynn Mellor Greffiere : Lynn Mellor 





Published by the Legislative Assembly of Ontario & Publié par I’Assembleée législative de l'Ontario 
_ Editor of Debates: Don Cameron Editeur des débats : Don Cameron 
| 


Table of Contents 


Table of Contents for proceedings reported in this issue 
appears at the back, together with a list of committee 
members and other members taking part. 

Reference to a cumulative index of previous issues 
may be obtained by calling the Hansard Reporting 
Service indexing staff at (416) 325-7400. 


Numbering of Hansard 


Effective with the opening of the Second Session of 
the 35th Parliament, Hansard issues and pages will once 
again be numbered on a sessional basis. Hansard num- 
bering therefore will become consistent with Orders and 
Notices and Votes and Proceedings, and with other par- 
liamentary publications throughout Canada. 

For the last two years Hansard has been numbered 
according to the calendar year. Under this system, the 
numbering of issues and pages was restarted with the first 
issue in the calendar year, regardless of session or Parlia- 
ment. 

Under the new system, the sequence of numbering 
started in January 1991 will end with the final House and 
committee sittings of the present First Session. A new 
sequence will begin on the opening day of the Second 
Session, and each succeeding session, which will be issue 
1 and begin with page 1. Committee reports likewise will 
be numbered from the first sitting of each committee in 
a parliamentary session. 


Subscriptions 


Subscription information may be obtained from: Sessional 
Subscription Service, Publications Ontario, Ministry of 
Government Services, 5th Floor, 880 Bay Street, Toronto, 
Ontario, M7A 1N8. Phone (416) 326-5310, 326-5311 or 
toll-free 1 (800) 668-9938. 


Hansard Reporting Service, 481 Legislative Building, Toronto Ontario, M7A 1A2_ Phone: (416) 325-7400 Fax: (416) 325-7430, 















Table des matiéres 


La table des matiéres des séances rapportées dans ce 
numéro se trouve a l’arriére de ce fascicule, ainsi qu’une| 
liste des membres du comité et des autres députés ayant, 
participé. 

I] existe un index cumulatif des numéros précédents. Les; 
renseignements qu’il contient sont a votre disposition par, 
téléphone auprés des employés de |’index du Journal des 
débats au (416) 325-7400. 





Numeérotation du Journal des débats 


A partir du début de la deuxiéme session de la 35° | 
législature, les pages et les numéros du Journal des débats | 
seront de nouveau numérotés par session. La | 
numérotation du Journal des débats correspondra donc a | 
celle de Feuilleton et Avis et de Procés-verbaux, ainsi que |} 
celle des autres publications parlementaires au Canada. 

Depuis deux ans, le Journal des débats était numéroté | 
par année civile. Avec ce systéme, la numérotation des | 
numéros et des pages recommengait au premier numéro | 
de l’année civile, quelle que soit la session ou la | 
législature. | 

Avec le nouveau systéme, la numérotation commencée } 
en janvier 1991 s’arrétera 4 la derniére séance de la } 
Chambre et des comités de l’actuelle premiére session. | 
Une nouvelle série commencera le jour de l’ouverture de | 
la deuxiéme session et des sessions suivantes : numéro 1, 
page 1. Les rapports des comités seront également 
numérotés a partir de la premiére séance de chaque comité 
pour une session parlementaire donnée. 






































Abonnements 


Pour les abonnements, veuillez prendre contact avec le| 
Service d’abonnement parlementaire, Publications Ontario, 
ministére des Services gouvernementaux, 5° étage, 880, rue! 
Bay, Toronto (Ontario) M7A 1N8. Par téléphone : (416)/ 
326-5310, 326-5311 ou, sans frais : 1 (800) 668-9938. 
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REGULATED HEALTH PROFESSIONS ACT, 1991, 
AND COMPANION LEGISLATION 
LOI DE 1991 SUR LES PROFESSIONS 
DE LA SANTE REGLEMENTEES 
ET LES PROJETS DE LOI QUI L’ACCOMPAGNENT 


Resuming consideration of Bill 43, the Regulated Health 
Professions Act, 1991, and its companion legislation, 
Bills 44-64. 

Reprise de l’étude du projet de loi 43, Loi sur les pro- 
fessions de la santé réglementées et les projets de loi, 44 
a 64, qui l’accompagnent. 















ALAN SCHWARTZ 


_ The Chair: Welcome to the standing committee on 
social development. I would particularly like to welcome 
this morning Mr Alan Schwartz. As we all know, it was 
/1982 when Mr Schwartz was appointed the co-ordinator of 
the Health Professions Legislation Review. I think we are 
all pleased to have him here this morning. 

__ We have arranged for a larger room, so perhaps part of 
the reason not everyone is here on time is that they are find- 
ing their way up from the downstairs room. We wanted to 
be able to accommodate as many people as possible for the 
/presentation this morning. Mr Schwartz is able to be with 
‘us just until noon. As we are all assembled now and all 
caucuses are represented, we will ask Mr Schwartz to 
‘begin with his presentation. 


Mr Schwartz: Thank you very much for having me 
‘here this morning. With your permission, what I would 
like to do this morning is spend a few minutes doing a 
very broad overview of some of the responsibilities I had 
and some of the ways in which I approached those, and 
‘then to the extent that memory allows me, I will try to deal 
with your questions on many of the specific issues that I 
know you have been grappling with during your sessions. 
As the Chair has said, this review began many years ago. 
‘Actually, as a review dealing with the issues, we began in 
the summer of 1983. My time dealing with the issues was 
almost six years. I begin by saying that this comments of 
itself on the complexity of the issues that are before you 
and is also a comment on the type of consultation that was 
undertaken, and in my view, required. 

If I could take you back to 1983 for a moment, I want 
‘to set the stage for you, which I think is important as a 
‘perspective as you consider the issues before you. There 
‘was at that time enormous dissatisfaction with the system 
and a lot of clamour for change. The clamour for change 
came from almost every regulated and unregulated health 
care provider. There was clamour from consumer groups. 
There was clamour from hospital administrators. I dare say 
even the government of the day recognized that the current 
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legislation was almost incapable of amendment and was 
looking for change as well. 

Virtually everybody other than, if my memory is correct, 
perhaps dentistry, pharmacy and medicine at that time was 
looking for major change of some sort. At the same time, I 
want to say that there was at the beginning very little co- 
operation or dialogue between the groups. There were deep 
suspicions and mistrust and almost no communication be- 
tween groups. I will give you a small example. 

At the very beginning of the health professions review, 
in one of the first documents we produced and sent out to 
people, we referred to almost all providers of health care as 
“health professionals.” There was an argument over that. 
There was truly, in 1984, a serious debate as to whether the 
words “health professional” could apply to many of the 
participants, some of whom, under this proposal, hopefully 
will be regulated professions in the near future. 

I tell you that because I think it is an important thing to 
keep in mind how basic the mistrust, the lack of communi- 
cation and the suspicion between groups was. If you go 
back and think about that, 1984 is not so long ago. We 
could spend serious time debating whether it was appropri- 
ate to call some of these groups health professionals. 

The review itself required a number of principles that 
should be paramount throughout its work, and we had 
those. I would like to begin this morning by telling you 
briefly what they were. - 

The main principle of the review was that the new 
regulatory framework would effectively advance and pro- 
tect the public interest. That was the number one goal at 
the beginning, it was the number one goal in the middle, 
and it was the number one goal at the end. It had a number 
of different aspects to it. The public has to be protected from 
unqualified, incompetent and unfit health care providers to 
the extent possible, recognizing that it is not possible in all 
circumstances to protect everybody; mechanisms have to 
be in place to ensure, to the extent possible, the provision 
of high-quality care; the public should have freedom of 
choice within a range of safe options, and finally, there 
should be scope for evolution in the roles played by individ- 
ual professions—and I am going to come back to that later-— 
and flexibility in how individual professions can be utilized 
so that the system can operate with maximum efficiency. 

Those were the cornerstones of the review from the 
beginning. Those cornerstones I want to contrast with a 
number of other things. Regulation is not to enhance pro- 
fessional status; regulation is not to provide the Good 
Housekeeping Seal of Approval on any particular profession; 
regulation is not to determine a pecking order between 
professions; regulation is not to enhance the earning power 
of particular professions, and regulation is not to grant 
monopolies. That is not the point of regulation. 
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It is easy to forget all that among the turf wars, the ego 
battles and the grabs for power that were and are going on, 
and will go on. That is what it is all about. 

I want to spend a moment or two just talking about 
methodology. The process used by the review was, in my 
view, highly consultative. It was as consultative as it could 
be without absolutely grinding to a halt. Was it perfect? 
No, it was not, but we worked hard at hearing everybody 
and exchanging views to the extent views could be ex- 
changed. I believe the vast majority of participants in the 
review accept that. We encouraged and sought participa- 
tion throughout. I, personally, and members of my staff 
held hundreds and hundreds of meetings over and over 
again on an almost daily basis with all the players. 

Again, I want to take you back to the beginning be- 
cause I think there is some importance in this background. 
There were over 200 active participants. We had guessed 
when this was set up that there would be 40. Seventy-five 
groups originally asked to be regulated. Seventy-five indi- 
vidual groups identified themselves as professions which 
ought to be regulated. 

The 200 participants held widely divergent and con- 
flicting views. There was very little understanding of the 
purpose of self-regulation. There was enormous pressure 
to grant the kinds of things that regulation is not about, and 
the pressures to grant powers were largely contradictory 
and in my view often not in the public interest. 

Partway through the review, right at the end of his 
tenure, my colleague Jim Fisher and I and the review team 
had worked out a matrix of issues that we had to deal with. 
The matrix contained almost 500 separate issues. Each one 
of those 500, if you had spoken to members of the profes- 
sion at the moment, was the most important thing in the 
world. Each one of them had to be solved, and these 500 
issues often contradicted each other in the most direct 
ways possible. 

Without patting myself on the back, but actually patting 
the participants on the back, I want to say that I believe it 
is a tremendous achievement to have gotten to where we 
are today, that we have achieved remarkable consensus, 
which in my view is also mostly as a result of the move- 
ment by health care providers in Ontario. 

There was never any doubt in my mind that each issue 
was going to be solved, but I never believed then, nor do I 
believe today, that it was possible or necessary to solve 
every issue to everyone’s satisfaction. To try to do so, in my 
view, is a mistake because you cannot be all things to all 
people in something as complex as this. Furthermore, what 
satisfies one often has exactly the opposite impact on another. 
The goal throughout in dealing with all of these issues was to 
have a system in place that would better serve the public. 
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The question is, how did we get to where we are today? 
The answer is the obvious: hard work, patience, fairness, 
but most important, sticking to principle and remembering 
the principles we began with. Ultimately, in my view, the 
vast majority of participants recognized that the resolution 
of differences was essential and that the public-interest 
aspect of the process was neither for sale, for barter nor for 
loan. That is an important thing as well. 


Most learned a great deal as the process went on, and I 
think again it is a compliment to the review participants 
how views evolved over the process and how far they 
came. Many groups modified their views, made their 
views more sophisticated and learned to better understand 
the purpose of regulation. It is a credit to most of them that 
this ended up with a successful set of recommendations. 


Not every detail of the recommendations is perfect, but 
having said that, I believe there was a minimum compromise 
from principle. It never will be perfect, and to seek it to be 
perfect is an error, because you will lock yourself into a 
mental framework which will not allow you to do anything. 


Having said that, it is not to suggest that a minority of 
participants did not dig in their heels and fight for their 
narrow interest right to the end, because some did, or that, 
since the end of the review’s tenure or my tenure, some 
have not attempted a final grab, because some have. Is that 
inappropriate? Probably not. | 


Ultimately I think you all understand that the responsi-| | 
bility of the professional association is to fight for the} 
association and to fight for what is appropriate for the| 
association. I actually look at that and accept it as part of) 
our process, but that was not my responsibility. My re-) 
sponsibility, and I believe your responsibility, was to look 
at it as part of the whole. Very often what groups and| 
individuals said to you in isolation is sensible, but it is not! 
sensible as part of a whole. It does not help the balance. It| 
dislodges carefully thought out balances that are crucial for! 
us to make this work. | 

Now I am going to just spend a few minutes talking| 
about the legal and procedural provisions and a few min-| 
utes talking about the scope of practice, and then I will! 
stop and answer your questions as best I can. ; 

As you know, the legal and procedural provisions! | 
ended up with a uniform act for all. Today when you look} 
at it, to tell you how far we have come, I think most people} 
believe that is the ultimate in reason. It was a concept that! 
was fought. Many of the things you take for granted today} 
were fought, some of them more bitterly than others, but} 
the idea of a uniform code was fought because it did away, 
with the concept of a pecking order and people did not like! 
that. Some people who thought the pecking order ought to! 
be done away with actually believed that it should only be 
done away with to the extent that they should be brought! 
to the top of it, and others should be left at the bottom of it. 


Even something as simple as this uniform code, where 
the public would have:the same rights and remedies in 
relation to all professions, where you could facilitate; 
amendments and where you did not confer differing status 
on professions, something as simple as that was a matter 
of controversy. 

All I really want to say in my opening remarks about 
the legal and procedural provisions is that in my view in the 
broad sense, and we could talk about the detail if you wish, | 
they increase the accountability of the professions to the Leg- 
islature and to the public in a major way. Public protection| 
is enhanced by them in a major way over what is currently, 
the law in this province, and the formulation of public 
policy can be advanced in a major way by the creation of 
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the health professionals regulation advisory committee, or 
whatever it is you now call it. 

The other thing I want to say about the legal and proce- 
dural part is that no system works unless it is perceived to 
be fair. You must protect the individual rights of the pro- 
| fessional as well as the public, and it is this balance which 
is often so difficult to come to. 

Individual cases or examples make it very easy to lose 
sight of the principle, but if you lose sight of the principle, 
the threat to the system is real and constant. I urge you, 
when you deal with this matter, to remember the impor- 
tance of balancing the right of the professional against that 
of the public. The rule of law requires this delicate balance 
‘between the powers you are going to give to governing 
bodies on the one hand, and the rights of its members, and 
you should not fall prey to an issue of the moment to wipe 
out legitimate rights of the professional. 

This is an analogy from left field, but you do not need 
a lot of Donald Marshalls to remind you of the dangers of 
smug and self-righteous rushes to convictions. I just urge 
you to keep that in mind. Our system has always protected 
the individual, and I urge you to remember to do that and 
‘not to get caught away in one particular instance. 

Now I am going to turn a little bit to scope of practice. 
‘The scope of practice area is always the most controversial. It 
is not a surprise. Currently, in my view, the system grants 
unnecessarily wide and ill-defined monopolies. Monopolies 
are not in the public interest in this area unless absolutely 
required. Monopolies are to the advantage of the profession 
that holds them. It gives them economic clout and it gives 
‘them status clout, but it is often difficult to justify those 
monopolies in the public interest. 
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Obviously some regulation of scope is needed since we 
all know that some activities pose a serious risk of harm if 
performed by unqualified persons. Nobody argues with 
that general principle, and therefore controlled acts are 
needed, but my view is that controlled acts should not be 
lightly granted. They should be granted when the evidence 
‘is overwhelming that they are required, when the evidence 
is strong that it is in the public interest to have them, 
‘because it is equally true that some health care services are 
not intrinsically dangerous. Everything is dangerous. 
Walking across Bay and Queen where I work is dangerous. 
There is danger in everything, but common sense and bal- 
ance is what you are being asked to apply here. 

The public should have broad freedom to choose their 
care giver of choice in these circumstances. Hospital admin- 
istrators should have the ability to use the facilities and the 
‘providers at their disposal in ways that are most efficient for 
‘the system without undue monopolies getting in their way. 

_ I want to spend a moment or two on the current model to 
/put this again in some perspective. Four of the five profes- 
sions currently regulated by the Health Disciplines Act are 
licensed under the current system, for whatever that 
‘means. In theory, and I underline the word “theory,” they 
have exclusive licence or monopoly over the entire provi- 
sion of service within their scope. Only nurses do not have 
‘that. For example, only a physician who is duly licensed 
‘by the College of Physicians and Surgeons of Ontario can 
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lawfully practise medicine in Ontario. Now what the hell 
does that mean? Medicine is not defined. The court cases 
are very few and far between, and in fact the one people 
always drag out I think happened in 1905. What did it say? 
It said the practice of medicine is what doctors do. It is 
everything. So when the CPSO takes somebody to court, it 
must show that the activity falls within the scope of the 
practice of medicine. 

We know that lots of things doctors do are not exclu- 
sively licensed to doctors. The reality of the system and 
the theory of the system are very different. The reality of 
the system is that the theory is not applied in the strict 
sense because otherwise many activities would be halted, 
would be stopped, but common sense does not allow that. 

All other currently regulated professions, in my view, 
have no clear licensure. They may tell you they do. They 
may show you the words in acts like the Drugless Practi- 
tioners Act to say they do, but it is very unclear that they 
have it. It is a miracle the system continues. They go for- 
ward and do what they do every day and are not harassed 
every five minutes, and if they are harassed, it actually 
works its way out and then they are not harassed again. 

I want to remind you that controlled acts are sought 
very often for status and for economic benefit. That is not 
the responsibility of a regulatory system. The responsibil- 
ity of the regulatory system is first and foremost to protect 
the public, to ensure the public that you are doing the best 
you can to ensure they get qualified help from people who 
can help them, and that they can distinguish as much as 
they can between the kind of health care providers they are 
choosing. As I often said during the review, after that they 
will vote with their feet. They will go to whom they want 
to go to. That is the most you can do. 

Is this system perfection? Far from it. Is it an improve- 
ment over the current system? In my view it is a significant 
improvement, and if you pass it, this will be the most 
progressive regulatory system in the world. Will it allow 
for the evolution of health care? Absolutely, in a way that 
perhaps no other system can. Can you ask it to do more than 
that? Probably not. Can it do everything for everybody? 
Absolutely not. 


Thank you very much, and let’s hear what you have to 
ask me. 


The Chair: After so many years of work, we appreciate 
your 20-minute presentation and know that it really is just 
the beginning of the discussion that we are going to have 
this morning. 


Mr Beer: I think everybody on this committee is very 
much aware of what you must have gone through during 
all those years. I know I am speaking on behalf of every- 
body in saying that we are full of admiration that anyone 
could have taken that time and come up with something 
that even with the number of issues that have been brought 
before us, I think still has incredible support from the wide 
range of professions as being something that is positive 
and that we want to move forward on in terms of the 
public policy of the health care system. 

I wonder if I could take you back to your thinking 
around what has been called the harm clause, which is not, 
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as you know, in the bill before us. What is your sense of 
the importance of that clause? How do you relate it to the 
controlled act of diagnosis? Do you think it is preferable to 
have either that clause or one like it? What are the things 
we should be measuring in the balance as we look at that 
particular issue? 

Mr Schwartz: The harm clause, in my view, was in- 
tended to be an important safety net. It is an important 
safety net because J think we have done an exceptional job 
in looking at what should be controlled acts. We have 
identified, as best anybody under the process could, what 
the appropriate controlled acts are. 

One thing I am certain of is that the list is not perfect, 
although I think it is pretty good. Having said that, I think 
that the harm clause, if viewed from the public perspective, is 
on balance an important safety net. It adds another layer of 
protection that I think on balance the public is better off 
having. Its relationship to diagnosis is important as well. If 
you remove the harm clause, my advice is do not touch the 
diagnosis clause even a little bit, because you will then be 
weakening this from the public’s perspective in a way that 
I think is unjustified. 

Ultimately people who come before you are, because 
of how the process works, the providers of some service. 
The less restriction they have to do whatever it is they do, 
the less they have around them in terms of responsibility to 
the public, the better off they are. It is safer for them. But it 
is not them we are ultimately seeking to protect. We want 
to be fair to them but to protect the public. 

In summary, I think the system does not fall apart if the 
harm clause is removed. Having said that, I believe the public 
is served in a significantly better way if it is kept in in some 
form. If it is removed and you tamper with the diagnosis 
clause, it appears to me that you are now removing layers 
of protection from the public that are impossible to justify. 
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Mr Beer: At the present time, the harm clause is not 
in the legislation and you are saying that if that is so, then 
be careful with the definition of “diagnosis.” 


Mr Schwartz: And I am urging you to put it back in. 


Mr Beer: Right. Now the other term that is linked in 
is “assessment,” and many people who do not have one of 
the controlled acts, or not as many as they would like, have 
suggested that the term “assessment” does not allow them 
in effect to do some of the things they have been doing or 
that “diagnosis” would provide that. As you wrestled with 
those terms, “diagnosis” and “assessment,” is there a defi- 
nition of “assessment” that might help if it were in, in 
terms of what people could do, or how do you see that 
distinction between those two terms? 

Mr Schwartz: Let me just add one thing to the harm 
clause thing. It is easier to take it out, and I do not mean 
that in a facetious way. When you are looking at this kind 
of legislation, if you take it out, you satisfy a whole large 
group of people, and there is nobody in the actual public, 
whom it is going to protect, saying, “Son of a gun, I am 
better off with it.” So the easy thing is to remove it. The 
more difficult thing is to keep it in. If you keep it in and it 
is going to do all these terrible things that people say it will 












do, which I do not accept at all—I fundamentally believe | 
they are misinformed—the package is done in a way | 
where you can take it out in two or three years. If you do | 
not put it in, there will be tragedy before you start thinking | 
about putting it in, and it will be tougher to put it in than to} 
take it out. So I just want to leave you with that thought on | 
the harm clause, that in a sense, taking it out is the easy | 
thing to do. | 
Now, diagnosis and assessment. My first comment is I | 
do not believe it is useful or necessary to define “assessment” | 
in the act. There are a number of different reasons for it} 
and a number of different ways of looking at it. Currently | 
there is a licence to practise medicine. I know that does not | 
mean taking my temperature in the morning or telling my | 
child, “You have a cold,” but I do believe that if push | 
comes to shove, it does mean “diagnosis” as it would be 
defined by a court looking at the facts. . 
Having said that, I think there is an important distinction 
between “diagnosis” and “assessment,” although I under- | 
stand that the words in the generic sense are used inter- 
changeably. We are not discussing this broad level. I am 
aware that many groups are saying to you, and said to me, 
“Tf there is ‘diagnosis’ in there, we cannot do what we are 
doing today.” I do not accept it. I think they are mistaken. I 
do not believe there is anything to say that they are right, 
but this is one of those arguments we could have for ever. 
They will say: “We don’t believe them. We think it will | 
happen the other way.” The only way you will actually 
know is when it is in place and working. | 
I want to ask you to do the following: Imagine, if you| 
will, that you are here as a committee and the problem} 
before you is that we want to give an exclusive licence to| 
the practice of medicine today. Everybody in Ontario} 
would be lined up for 5,000 miles saying: “I do part of 
that. The system will collapse. We couldn’t go on. We 
assess. We diagnose. We do all those things.” Somehow, 
miraculously, it has not stopped them. The system goes 
forward and works. | 
I believe that when it comes to it, the courts, as they | 
almost always do, will come to a commonsense meaning} 
within the parameters of this entire bit of legislation, under-| 
standing how health care is delivered, and give a definition | 
for “diagnosis” that will suit a particular case in a mean-| 
ingful way. They will understand that every single day' 
people look at you and say, “You have a sore shoulder and! 
I am going to treat it,” and that this is not the diagnosis, 
because it does not get down to the different layers of 
underlying cause that are myriad in a full diagnosis, that. 
this is the difference and health care providers are doing 
just fine without it. 
- Some health care providers such as medical doctors 
require it, because they do it, but not everybody does do it, 
and while everybody wants to say they do it, because it: 
makes them feel good, they do not. It is not your responsi- | 
bility and it certainly was not mine to make them feel’ 
good. It is our responsibility to make the system work in a}. 
meaningful way for the public. They will, in my view, be | 
able to carry on, and the argument that they cannot is either | 
misinformed or in many cases mischievious, as people! 
look to take a final grab. That is natural. Everybody wants. 
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an extra piece of the pie if he can have it and what better 
form to have it than this. 

So what can I say? For years this was the big issue. 
‘Everybody wanted as much as he could have, and I do not 
‘blame people for that. I am not critical of them for it, but I 
‘urge you not to allow the interests of particular professions 
to make you lose sight of the whole. By the way, the 
‘moment you start to give diagnosis in little increments to 
other groups, there will be a lineup of new ones who say: 
“Wait a minute. If you gave it to them, the principle has 
been eroded, and I ought to have it because what I do is 
‘not so far different from the next group.” Then you will 
end up providing diagnosis in 35 different ways and you 
truly will block the system. You will block its evolution, 
you will block its ability to work and you will block the 
co-operation that I believe the system will put in place. 


Mr J. Wilson: Mr Schwartz, thank you on behalf of our 
caucus for your years of hard work. We certainly appreciate 
your comments concerning the controlled act of diagnosis. 
This morning you have been able to expand on some of 
‘the things, although we have obviously heard some of the 
‘comments from legislative counsel, but you did say in 
your remarks that physicians, for instance, need the diag- 
nostic act, the controlled act, because they do it. Certainly, 
‘there is no argument there, but it seems to me that in the 
course of these hearings we had groups—speech-language 
pathologists come to mind—telling the committee that they 
have spent several years, more years than a physician, for 
example, learning their trade and learning what they say is 
diagnosis. They want the ability to communicate that diagno- 
sis to their patients. So I am just going to ask you to continue 
with this, although you have said a great deal about it. 
I understand from legislative counsel that there is a 
worry that if we start tinkering with this controlled act and 
giving it to other groups, as it were, there would be some 
sort of domino effect. Do you want to expand on that for 
another minute or so? 


Mr Schwartz: First, let me start with speech-language 
as a specific one. Speech-language people are highly trained. 
They are well trained in what they do. They are highly 
qualified at what they do. They have an important role in 
the system. None of that says they diagnose, none of it, 
‘because it does not matter how many years you went to 
‘school. Going to school is important in terms of what it 
‘teaches you. Physiotherapists go to school for a long time 
and are highly qualified and play an important role in the 
‘system. When you go to a physiotherapist—so I take the 
pressure off the speech-language people—you go with 
‘something that is supposed to be a prescription, and it says, 
“Sore left shoulder, stiff right knee.” So I guess the physio- 
therapist can say: “Well, the doctor just told me there is a 
sore left shoulder. It is up to me to diagnose what it really is.” 
_ What these people are trained to do, eminently trained 
‘to do, and should be encouraged to do, is to treat symp- 
‘toms, and they can do so, but diagnosis goes to a level 
which is different. It goes to root cause, and root cause is 
‘often exceptionally complicated. Layer upon layer has to 
be stripped away until one is certain of root cause, and 
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while sometimes you know root cause because it is self- 
evident, it is not always so. 
1040 

If you took a group like speech-language and provided 
them with this diagnosis, which I begin by saying they do 
not require to do exactly what they are doing today—that 
is my first principle; they do not need it—but if you give it 
to them, believe me, what you are going to have, just to pick 
on another, is why should you not give it to the physiother- 
apist? Then if you give it to the physiotherapist, let me go 
down the list and tell you, you are going to give it to 
everybody. I do not believe that is either necessary or in 
the public interest. What it will do, by the way, is it will 
make the speech-language people very happy. They will be 
delighted. They will think you are a nice man. They will 
think the legislative process works perfectly. 


Mr J. Wilson: That would not bother me at all. 


Mr Schwartz: Right. I understand. The issue, though, 
is whether it really is needed, whether it is better for the 
system and whether it is in the public good. My view on 
that is no, no and no. 


Mr J. Wilson: Just to play devil’s advocate again, I 
certainly understand the points you have made, but there 
are a number of people who would say, “There’s an eco- 
nomic argument here and it is better for the system not to 
have to refer someone to a physician.” For instance, audi- 
ologists make what they tell us is a diagnosis. They tell us 
they would not be able to communicate that diagnosis to 
their patients, which they say they are doing now, but in- 
stead would have to communicate it to the family physician. 
The person would have to go back to the physician to hear 
the news and then back to the audiologist for treatment. 
Now there is certainly a perception out there from group 
after group that this is what the new system would be. 


Mr Schwartz: It is a perception of convenience. 
There is not the slightest evidence that this is so for most 
of these groups. It is a perception, and if it is a perception, 
you cannot deal with it with words, because the only thing 
that will solve the perception will be for the system to be 
in place and to work the way I believe it will work. Then 
they will see it is not so. There are no words I could say 
today that will provide comfort to people who want to say: 
“T don’t believe that. It’ll work differently.” I accept that. It 
is one of these arguments that you could discuss for the 
next five years without coming to a conclusion. You either 
have to believe it will work one way or work the other. I, for 
one, do not believe that it will work the way people are 
saying it will work. 

I also believe that most of them understand that, but 
some of them truly do not. But most of them do, and this is 
an argument about getting more status, more economic 
power and a so-called more important place in the system. 
None of that should concern you. In fact, I urge you to throw 
that out in your thinking, because it is absolutely the last 
thing that is important. What we want to have in place is a 
system of delivery within the regulatory framework that is 
as flexible as can be while protecting the public to the 
extent that is feasible. 


S-782 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


16 SEPTEMBER 1991 














Believe me when I tell you that the way the system is 
drafted, if these people are right, the fixing of it will be 
easy. If you go the other way, taking away what you give 
them now, if they are wrong, it will be much tougher. If 
you give into what they want and grant it to them, it is like 
all the time. Taking away what people have is pretty tough, 
and you will not do it because legislatures do not. If you 
go the other way and they turn out to be right, which I do 
not think they will, you will be able to fix it relatively 
easily. The system is not perfect. I said that at the begin- 
ning and I accept it, and there will be some glitches. The 
glitches will fix themselves. 

Having said that, these are policy decisions you have to 
make. What will better serve the public? My view is that 
what will better serve the public is to go ahead, and if they 
are right you can fix it easily. If I was right and you go 
with their solution, you will have hurt the public in a way 
that you will not be able to easily change, and that is the 
tradeoff you have to think about. 


Mr Martin: I would like to continue to some degree 
on that same vein, except to put my question into some 
context. You have referred to one piece of it already. To 
start off with, at one point in time, medicine was seen as 
that which doctors do. I think anybody who has had any- 
thing to do with the medical profession over the last few 
years will agree that medicine is changing more quickly 
and that the understanding of health care is broader now 
than it ever was before and that who actually participates 
in that scope of activity is up to question. With that in 
mind, there is the evolution of our understanding and not 
understanding how medicine is delivered and who partici- 
pates in that process. I come from northern Ontario where 
professionals are not always readily available to do the 
kinds of things they are asked to do, perhaps solely, under 
this legislation and I am speaking maybe for some of the 
members who live in rural Ontario. 

When you did your study and proposed what you did—I 
accept the principles under which all of that has been pre- 
sented—did you consider the needs of remote areas of 
northern Ontario and the need for diagnosis quicker than 
that which could happen if only a certain class of people 
could do that, and the transportation difficulties that are up 
there and in rural Ontario where access to certain profes- 
sions is not always that readily available, or was this piece 
of legislation designed simply to accommodate the ever- 
burgeoning Golden Horseshoe challenge of providing 
medical care? I will leave it with that, and then we deal 
with a supplementary. 


Mr Schwartz: Let me start and try to come at it in a 
number of ways. First, I think we considered rural and 
northern Ontario every day of the week and thought about 
delivery issues every day of the week. So to the extent that 
you are assured by my saying that, let me begin by saying 
it because it is a fact. 

Second, saying that somebody can diagnose does not 
mean they can’t in rural Ontario or anywhere else. What is 
of more concern for northern Ontario and for rural Ontario 
is to be able to ensure that people can do and follow cer- 
tain treatments under certain circumstances where others 


are not available. That is a legitimate concern that should 
be addressed to the extent legislation can address it. 
Having said that, you cannot magically say, “Because 
there is nobody there who legally can diagnose, let’s say | 
somebody else can diagnose.” It is different. I want to| 
differentiate these issues. But having said that, I want to 
come back to the principle which says that to the extent we | 
can recognize that rural and northern Ontario require treat- 
ment to be delivered sometimes by people you would not 
think are the first line to deliver that treatment, I am sym- 
pathetic. I believe the legislation should be as flexible as it | 
can be to allow that to happen without consequence befalling 
those who are put in a position of providing the treatment. 


Mr Martin: What I might hear you saying is that be- | 
cause people are limited to treatment, they may never get | 
to diagnosis because it is not within their scope and be-| 
cause there is no convenient access to the professional we ! 
may for ever continue to do treatment. 

I cannot help it. It just keeps running through my mind. | 
A while back I had a problem with my car in that my} 


starter kept breaking. The mechanic I was bringing it to} 
kept putting in new ones and they just kept breaking. | 
Eventually I got to a mechanic who told me there was a! 
little glitch in the flywheel, the starter, that broke it all the | 
time so we needed to fix that. I just have the fear that if we | 
do not allow folks a greater scope in some of the remote | 
areas to do diagnosis, they will continue to simply do treat- | 
ment and people will not get helped. | 
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Mr Schwartz: Let me try to deal with that. Let me 
start with what I said earlier, which is you cannot say, “You 
can diagnose,” and therefore you can. What the system does | 
try to do to address the issue you have just raised is to allow 
health care providers to evolve in ways that are required by | 
the system and ways that are encouraged by the educa- | 
tional programs in Ontario and otherwise. So if people’s 
skill levels generally—let’s not focus just on diagnosis— | 
or the needs of consumers change, the system is evolution- | 
ary enough to take that into account which, by the way, the | 
current system is not. 

If people learn to do diagnosis, if providers learn to do | 
diagnosis who currently cannot do it, I suspect they will go | 
before the advisory council that is in place and make a case 
that they now have a kind of diagnostic ability that they 
may not have had four, eight or 12 years ago, and it will be 
granted, but it will be granted because they will show that 
they actually have the ability to do so rather than because 
there is a perceived need for somebody who has that ability | 
to be there. Because there is a perceived need for some- | 
body in a certain town to have diagnostic ability, it is not | 
sufficient to say, “I designate you as the person who has it.” | 
You actually require somebody with that ability to do it. 

Hopefully the system will evolve, not only through the | 
regulatory system but through other mechanisms, so that 
no part of Ontario is left without people with the ability to | 
diagnose ailments. I do not know if that is the case in parts | 
of Ontario today, but if it is, it should not be. You cannot | 
solve it by simply saying, “I’m going to give a legislative | 
right to somebody else to diagnose.” That does not solve | 
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the problem. It does not deal with the problem. The prob- 
lem has to be dealt with, I am afraid, in other ways. I come 
back to my first response which says that is also different 
from allowing people to treat. 


| Mr Martin: I have another supplementary from my 
| initial comment. Understanding of the delivery of health and 
| health care issues is expanding as we speak. I have noticed 
more problems today in the area of mental health than ever 
before, yet we have more professionals out there than ever 
before. Regarding the harm clause you suggest we put 
back in, I have a concern that those who would participate 
in the realm of mental health as semiprofessionals, perhaps 
connected with churches or social organizations, may in 
fact back off from doing that good work. A community 
needs to heal itself, and often those kinds of people who 
simply have goodwill and want to participate will back off 
and not participate. 

I use an example in my own life, of people who used to 
drive young people to ball games, tournaments and camping 
_and who stopped doing that because of the sue-me attitude 
that developed in communities. If you get into a car accident, 
you could be paying for the rest of your life, so you decide: 
“We’re not going to do that. Forget it.” A lot of really good 
| programs that used to take place in communities that were 
_very mental health oriented, took care of kids, have 
stopped happening because people were afraid they would 
be sued. They do not do it any more unless they have 

hugely expensive insurance policies in place. 

_ Again, I look at northern Ontario and rural Ontario 
where we do not have the kinds of opportunities to do 
things that they have in the larger centres. People will back 
off from being involved in the whole area of caring for 
people in the self-help type of operations that often are the 
best thing that is happening around mental health in a 
community. That harm clause will impact there. 


Mr Schwartz: First of all, your concern is a legitimate 
‘one. Let me make it clear that the harm clause was not 
Intended to, and in my view would not, impact on that. But 
let me come back to it in a minute and expand. The harm 
clause is not intended to stop pastors and social workers 

and people like them from doing what they do every day in 
communities in northern Ontario, in rural Ontario and in 
downtown Toronto. It was never what it was focused on. 
In fact, I would be horrified if it stopped them from doing 
it, because I think it would be wrong. Having said that, I 
do not believe it will stop them. I do not believe courts will 
find them liable for things under it. 


If your concern is that there may be some wording that 
‘can be found that can be added to the harm clause that 
specifically takes away that concern, I do not know, but I 
‘would be more comfortable leaving the harm clause in 
‘because I think its benefits to the public are important ones 
‘in finding a way around that problem. 

These are discussions which cannot easily be resolved. 
Social workers and clergy come in and say: “We believe 
we will be stopped. We have been told that is so.” My 
response is I do not believe they will be stopped, and I am 
telling you they will not be. What kind of a discussion is 
this? You cannot come, in a way, to an intelligent solution 





















based on one side saying, “We think it’s going to happen 
this way,” and another side saying, “We think it’s going to 
happen that way.” 

Having said that, I bring you back to my earlier com- 
ment, which is that I think the overall impact of taking out 
the harm clause is bad for the public. At the same time, I 
am very sympathetic to what you say about social workers, 
clergy and others. While I do not believe there will be any 
harm done to them, to use a bit of a pun, having said that, 
it does seem to me that there may be some legislative 
words that can be found that make that clear. I would be 
more comfortable with that solution than what I consider 
the simplistic solution of just taking the harm clause out. It 
is always easier to do that, because you do not have the 
examples of what it is going to do to protect the public at 
large in front of you. Those examples will come and grow 
with the system functioning. It is always easier not to focus 
on it and to say: “Let’s take it out. It must be bad.” But 
simplicity, unfortunately, is not always the best route. 

I can only sum it up by saying I am sympathetic. I 
think you are right. The legislation was not intended to 
stop those activities. I for one do not believe it will. If you 
are so nervous about it, find a way of coping with it, but do 
not strip away protections that the public will otherwise 
have the benefit of to deal with that problem. That is my 
bottom-line advice. 


Mrs McLeod: I would like to continue with an ele- 
ment of that same theme because it is obviously a central 
concern for the committee, but I ask you to focus less on 
the issue of extension of diagnosis and more on the con- 
cerns we have heard that with the dropping of the assess- 
ment clause, the one you had recommended in the report, 
the ability to communicate an assessment seems to have 
disappeared where communication is not specifically in- 
cluded in the definition of “controlled act.” That is quite 
different from the issue that some groups have with an 
extension of diagnosis. 


Mr Schwartz: I should be up here telling you that if 
they took out what I wrote, it must be a disaster, but it is not 
so. There are a number of things on which, in my view, you 
could go one way or another and the whole system does 
not change as a result of it, and this is one of them. I put 
assessment in because I thought it ought to be in, but Iam 
not uncomfortable with it out. I do not believe the impact 
that people have described around it will in fact take place. 
I cannot say anything more than I do not believe it. 

It is not logical, because courts are, after all, creatures 
of logic and understanding of how systems work. When a 
judge who has actually been through the health care system 
once or twice looks at the totality of what is going on, there is 
no way he is going to imagine that the legislation is intended 
to curtail people from saying: “You’ve got a sore right shoul- 
der and I think I should manipulate it. You’ve got a bad 
whatever it is and I think I ought to do this.” Common sense 
tells you that is not what is intended and that is not what is 
going to happen. 
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Would I be happier with the assessment clause in? I 
guess the answer is by a little bit, because I had it in. But 
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after that, I just do not think so. People are overreactive. 
They are overreactive in some cases because of genuine 
fear of the unknown and in some cases, dare I say, for 
political and strategic reasons. So people are overreactive 
to a lot of this. 

As I said in my opening remarks, imagine what would 
be going on if we were here and my recommendation had 
been: “We’ll have one monopoly. It will be the practice of 
medicine.” What the hell does that mean? Nobody could 
do anything and it would be inconceivable to us today to 
do that. Yet that is the system, in a sense, and it works. 
This system will work and people will not be stopped from 
communicating these things that they are communicating 
every day. 

Mrs McLeod: Let me ask another question then, 
something very specific that has been raised, I think, with 
some compelling arguments by a number of the groups, 
and that is the issue of title protection. I know the basic 
premise—at least I understand the basic premise—you 
brought to the legislation was that it be as simple as possi- 
ble in terms of the issue of title protection. But we have 
heard a case, for example, from a speech-language pathol- 
Ogist that the term “speech therapy” is common usage and 
that not to protect the title of “speech therapy” would cre- 
ate confusion in people’s minds and would in many ways 
subvert the intent of the legislation. I think we have heard 
similar arguments from— 


Mr Schwartz: Psychologists, no doubt. 


Mrs McLeod: Psychologists with psychological ser- 
vices, physiotherapists and physical therapy are the three 
that come to mind. I wonder if you would comment on 
whether or not there is not a valid argument being pre- 
sented by those groups. 


Mr Schwartz: I take exactly diametrically the opposite 
approach, and let me just take one minute and tell you why. 

First, I think the most important thing about title pro- 
tection is that it help the public. So how is it going to help 
the public? It has to help the public by allowing them to 
identify health care providers in different ways. If you protect 
a few titles, a simpler number, over time the public—give 
them some credit—will figure out that regulated speech 
pathologists have this title and other people do not, be- 
cause for the next five years they will use that title and 
only they will use it. People will actually start making the 
association. So first, fewer titles makes the possibility of 
making the connection better. That is my first point. 

My second point is that many people want generic pro- 
tections of words because they will give them economic 
monopolies. Let’s take a small example. I can give you 
many, but I do not want to get too far down the line on 
this. What is the importance of the word “psychological?” 
Here is the importance of it. You will have a school giving 
some broad psychological test and the next thing you 
know they will say: “Wait a minute. You cannot do that. 
That is mine. You need a psychologist to do it and if it is 
not a psychologist, you have to stop.” 

Title protection is another thing that is there for the 
protection of the public. It is not to grant wider monopolies 
to people. It is not to give people economic status. It is not 
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to give people status in their community. The more narrowly, 
you define those words, the clearer they will become to the 
public over time. The confusion today is for the other reason, 
that you have all these words floating around the same profes- 
sions. They are used by others outside the profession. 

My view is quite different than theirs and I believe that| 
in many cases the economic motive is high on the list of 
reasons. So I am sorry, but I cannot agree with you or 
some of the groups. These are not new arguments to me. 


The Chair: Thank you, Mr Schwartz. The request 
from Hansard is that you just speak into the microphone. 


Mr Schwartz: Sorry Hansard, wherever you are. 


Mr Jackson: Alan, it is good to see you again. I have| 
three brief questions. The first one has to do with sonography | 
and ultrasound, if you can share with the committee why it 
is not necessarily identified in or necessarily identified out. 
Can you speak to us about that issue? 

Mr Schwartz: Yes. When I get down to very specific 
things like that, I am going a bit from old memory, but I do} 
remember, from looking at the ultrasound issue very care-| 
fully, that there is not the slightest evidence in my view} 
that there is any risk of harm at this moment in ultrasound | 
that requires a controlled act, particularly given the settings | 
in which these things take place and all the realities around it. 
But it was not there. It is not a controlled act because for 
me the evidence was not compelling enough to make it a 
controlled act. I want to say for ultrasound that my memory 
tells me it was not even close. 


Mr Jackson: Just a minor supplementary then: It has’ 
come to my attention, and maybe members of the committee, | 
that this argument aside, there is the notion that there are! 
people operating ultrasound services in this province withowl 
the supervision of necessarily qualified persons. To the extent 
this practice is occurring, would that in and of itself not be 
grounds for reviewing that decision? 


Mr Schwartz: No. You can find abuse of anything. It 
does not mean you have to put in place a complex, integrated 
regulatory system to deal with it. If you find those kinds of | 
abuses, if they are real and if they are doing damage, there| 
are other ways of dealing with it and I suggest that those | 
ways be looked at first. 

You do not want to, in a sense, cheapen the regulatory 
framework or try to make it deal with every single possi- 
bility. It cannot, it should not and it should not be asked to. | 
There are lots of little things that go on, other players, | 
some other situations, that might require some other kinds | 
of regulations, some other kind of law passed, but it does 
not mean that they all have to be part of the regulatory’ 
framework that we are talking about. J think it would be a’ 
mistake to do it that way. 

Mr Jackson: My second question has to do with pre- 
sentations we received from the native community with 
respect to its unique status. As a lawyer, you will appreci- | 
ate the evolution of their right to recognition of their, 
customs, laws, etc. That is occurring from a legislative! 
perspective, but it does not appear to have occurred in. 
tandem with your review and this legislation. It surfaced in 
several areas and you are probably aware of those areas in | 
which it surfaced. However, as to the cornerstones of your 
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legislation, which are to protect the public, provide choices 
and not to confer status or benefit, it strikes me that native 
requests before this committee almost stand alone as not 
having been addressed from that perspective. 


Mr Schwartz: Let me begin by saying you are correct. 
They were not addressed from that perspective. The native 
concerns may be valid. I have not examined them. I have 
personal views on native rights that are not relevant in a 
sense. Having said all that, it is no reason to stop. It does 
seem to me that whatever agreements native groups in On- 
tario work out with the government of Ontario in relation 
to their own status and their right to, if you will, opt out of 
existing systems and have their own, will be unaffected by 
this. If the agreement allows them to opt out of this totally 
or in part, it should do so as part of a comprehensive 
understanding of the native issue and not in a piecemeal way. 

I for one believe it is a mistake to wait until that works 
/its way out. There is no reason to believe this is a particular 
‘impediment that is any lesser or greater than a million other 
impediments before them, or that it will require any partic- 
ular hardship to deal with. I do not think it will. That does 
not for a moment suggest that I do not think they ought to 
be able to opt out or do anything else, but I do not believe 
it is a reason to stop, because if you stop for that, there will 
be something else to stop for. 
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Mr Jackson: I do not believe I was suggesting we 
should even consider that. The question is one rather of 
concern as to who, if anyone, is studying or considering 
the issue or listening in this matter. You can advise the 
committee if in fact this matter was specifically told to be 
exclusive of your review and report. 


Mr Schwartz: The answer to that is, it was not. But 
the other side of the coin is that it was not an issue we looked 
into in any detail, because we were not asked to by anyone, 
including the native groups, we did not deal with it. 


Mr Jackson: All right, I will leave that. My final 
question has to do with— 


The Chair: What I am trying to do, Mr Jackson, to be 
fair, is to divide the time available equally between the 
caucuses in the numbers of questions that are asked. Could 

you make this your last question? 


Mr Jackson: Is it the number of questions or the time? 
The Chair: Both. 


Mr Jackson: Good. Then my final question has to do 
with the practice of chiropractic. There were compelling 
arguments made, predominantly from semiprofessional 
and professional athletes, around this sensitive issue of 
diagnostic extension to chiropractic beyond the vertebrae. 
Again, it strikes me that these were issues that dealt with 
protecting the public and providing for choices. Can you 
Share with the committee for the record, publicly, what 
your concerns were? We are familiar with what you have 
recommended and you are familiar with what the response 
has been, but these presentations, which I found most 
_compelling, are from the public and not necessarily from 
the chiropractors themselves. 
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Mr Schwartz: I would say that in relation to chiro- 
practic, at the time I did the review, I did not believe there 
was compelling evidence to suggest that they can do diag- 
nosis, for simplicity for the moment, of the extremities. I 
still do not believe that. This is different than a discussion 
of what they are very capable of treating. They are excep- 
tionally capable of treating many joint-related ailments. I 
think they do it well. I think they do it in a way that 
benefits the public, and I think the public has lots of choice 
about going to them and do go to them. 

On the other hand, my current view is that giving the 
right of diagnosis to chiropractors in relation to these particu- 
lar areas should not be based on the evidence of athletes. 
The evidence of athletes is that they were treated and that 
the treatment worked, not that there was a diagnosis of 
underlying ailment. You do not. know that, because there is 
a difference between the treatment and diagnosis. Moreover, 
I go back to the issue I raised earlier. I remind you that 
chiropractors are covered by OHIP in Ontario. These argu- 
ments often have economic implications that are crucial. I 
believe this is one of them. 

The issue before you is whether you want—and this is 
the beginning of it—the chiropractor to become the GP of 
tomorrow. Maybe you do. I do not know that. But there is 
no doubt in my mind that chiropractors are well-organized. 
They have a very clear agenda and are moving towards it. 
I do not fault them for that. The real question for me is 
whether I believed the evidence was there, and my response 
is that it was not. 

I am certain, by the way, that athletes are well treated 
by chiropractors. I respect what they do. I think they make 
an important contribution and have an important place in 
the system. Those are different arguments than suggesting 
that this means they can diagnose to the extent they say 
they can. They do not, by the way—well, I will just leave 
it at that. I just do not accept the argument. 


Mr Hope: One of the areas I would like to focus on is 
the controlled act dealing with attendant care and social 
workers. I was listening to some of your comments where 
you were saying the diagnosis is getting to the root of 
something. A lot of social workers get to the root of a 
problem through stripping away, through consultation and 
through dialogue with the patient. I am trying to get an 
understanding around attendant care, first of all, giving 
these people the ability to live independently, using atten- 
dant care to help in their everyday living. Social workers 
do get to the root of the problem. That is where I am trying 
to put the two. First of all, it would be around attendant 
care. Section 26 does stop them, does it not? 


Mr Schwartz: The question is, stop them from what? 
I need more information. 


Mr Hope: Performing the daily contributions to living 
for a disabled person. 


Mr Schwartz: All I can say in this discussion is I 
disagree with that totally. We are into a question of what is 
it a court will do. I do not believe that is what was intended. I 
do not believe that is what the legislation will do. I know 
there are people who have come in here and said that is what 
it will do, but I do not accept that. I think it is incorrect. It 
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is easy enough to say that is what it will do because since 
it has not been passed and is not in place, there is no way 
to say you are mistaken, other than to say you are mistaken. 

Your premise that it will stop attendants from doing 
these things is not one I accept. I said earlier that I do not 
believe that any of the legislation, as it is drafted, will stop 
social workers from doing what it is they do. I do not 
believe it will stop them. They will be able to continue. 
They make valuable contributions to our society. This is 
not intended to stop them, and it will not. 


Mr Hope: But if I am understanding you right, you 
are saying you will leave it to the legal process, which is 
the court system, where they use common sense. I guess 
we could talk about that commonsense approach, but when 
you are dealing with the general public and their approach 
to the social worker, do we try through an experimental 
process where we put people as victims? 

Mr Schwartz: Sir, I do not want to be argumentative 
with you, but it is quite the contrary. This is not using people 
as victims. I think if you reflect on the legislation as a whole, 
you would not say that too easily. It is quite the contrary. 

You have to be specific if you want to talk about people 
as victims and say exactly how it is going to happen. You 
could go back to my opening remarks. Today the practice 
of medicine is licensed. You could say, “Well, this makes 
people victims,” helping social workers do what they are 
doing. Somehow they manage, and they will manage 
under this system. While you could have an academic ar- 
gument about the perfection of courts, let me put it to you 
that there is no perfection in wording. You will never find 
perfect wording. You will never find wording that allows 
everything to happen exactly as it should. To try is folly 
because if you try you are sure to make serious mistakes, 
and each time you try to do it, you are opening up a 
Pandora’s box that has 20 new issues related to it. 

While I do not want to be glib with you, I think it is too 
much of a leap of faith to suggest that groups will be 
stopped. As I said earlier, if it turns out three years from 
now that there is a mistake in the wording that has stopped 
one or two of them, it will be easy to fix. If you go the 
other way, it will not be. 

It is always easy when there is something new coming 
out. I do not know what it is. It is new. It is legislation. It is 
a bunch of words. You can say anything you want about it, 
because there is no ability to point to reality and say it will 
not happen. Because it is not in place, the criticism that 
this will happen or that will happen can be made by any- 
body about any aspect of it, and it is. That does not of itself 
make it sufficient reason to do something. 
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The Chair: If I could interrupt for a moment. With the 
consent of the committee—we have now been through all 
caucuses twice—would members try now to keep it to one 
question as we rotate through the caucuses so that we will 
maximize the fairness in time allocation. 

Mr Beer: We do not get supplementaries any more. 

On the question of the title of “doctor” in the bill, it 
sets out five who can use the title. We have had a number 
of people who have said, “If I’ve earned a doctorate, I 







should be able to use that title.” I wonder if you could| 
share with us the reasoning behind the proposal we have | 
before us and whether you see ways that could be changed. } 
What was your thinking? I think the fundamental point has | 
been people saying: “Look, I worked hard for many years | 
and arrived at a doctorate. Why can’t I call myself a doctor?” 
Mr Schwartz: Earlier we talked about title and aj 
number of times I have referred to the most important part, | 
which is the public, so title protection falls, as I said earlier | 
this morning, into this category of what is best for the; 
public. What is best for the public is to have easy ways of | 
distinguishing and differentiating whom they are getting} 
service from. Once they distinguish and differentiate, they | 
can go to, within reason, whom they wish, but the infor-| 
mation package is important. 
If you put the initials PhD behind your name under the | 
provision of health care, most people in the public, which | 
is all I am concerned with, will understand how well} 
trained you are and how many years you went to univer- | 
sity. If you put “doctor” in front of your name, there is} 
likely to be confusion as to what that means in relation to} 
the provision of health care. I go back to my principle that} 
I said earlier, which is that fewer titles are better, generally. | 
Having said that, there are a number of professions which | 
already have the title. Medical doctors are the obvious | 
ones and that is what people in the delivery of health care | 
think of, whether it is right or wrong, when they hear the| 
word “doctor.” | 
When we looked at it, we said, “There is at least one | 
profession that has it currently that you can’t rationalize in| 
a logical way,” and so to try not to take away what already 
| 









existed, we extended it to include chiropractors because 
they get a diploma which gives it to them. Is that drawn in} 
stone? I would say no, but if I erred in this area I would | 
take it away from one or two groups rather than extend it. | 
I think extending the title “doctor” is a mistake. I think} 
it does not serve the public well, while it does serve the} 
egos of many others well. If I made an error, I erred in giving | 
it too widely, so that in your deliberations if you said, “We | 
want to change the use of the word ‘doctor’ that has been| 
conferred through the review,” I would do so by narrowing | 
it, because I believe that will serve the public better. | 
The excuse that says, “We have been well-trained and 
we have our PhDs and we are doctors in other circum-| 
stances,” is all very well and good. People understand | 
what PhD means. Use it. Say, “Jim Smith, PhD,” or, “Joan | 
Brown, PhD.” People understand from this that you are} 
well-trained and have this higher degree and this higher | 
level of learning. | 
If you say “Dr Smith” in the provision of health care, it 
is confusing to people and unnecessary and unimportant | 
except for ego. If you want to call yourself doctor in another | 
setting, good luck to you. | 


Mrs Witmer: There has been a request made by the! 
registered nursing assistants to have their own college. 
Every other province has a college for these individuals. I 
would like to know what the reasons were for not follow- | 
ing through on this request. { 

| 
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Mr Schwartz: This is a slightly more complex issue. 
You tell me every other province does and perhaps they 
do. I am uncertain of that. I know some provinces do, but 


_ the genesis of this is quite different in those provinces and 


the parallels are not always as even. 
My view in looking at the request of nursing assistants 


to have a separate college was that they did not meet the 


criteria. I believed it then; I believe it now. I do not believe 
it is in the public interest for them to have their own col- 
lege at this time. That is not to suggest that I do not think 
they should ever have it, but I do not believe it is in the 
public interest for them to have it at this time. 

The argument is made passionately by the Ontario As- 


| sociation of Registered Nursing Assistants. OARNA repre- 
| sents a relatively small number of the registered nursing 
_ assistants in Ontario. It is somewhere around 10% or 12% 

of them. They do not have universal support, even within 


their own membership, and on balance, I do not believe it 
is in the public interest to do it. 

I think the current system where they are part of the 
College of Nurses of Ontario reflects reality and better 
protects the public. It may be that some time in the future 
that will change, and the mechanisms are in place for it to 
change if it becomes appropriate. I think it would be a 


serious error at this point to give them their own college. 


Mrs Witmer: Just as a follow-up, you indicate they 
do not meet the criteria, and I guess I would be interested 
in knowing what you feel the appropriate criteria are. 


Mr Schwartz: I do not remember them all, but if you 
look in the report, they were listed. There were four of 


them. We looked at them all, and they failed on some and 


they passed on some, if you will. I do not remember the 
specifics. You have to remember, this was one of many 
decisions and it was made four and a half or four years 
ago, but I remember clearly my sense that they did not 


_ meet the criteria at the time. Nothing I saw until the end of 


my time in the review changed my mind about that. I 


- would be very surprised if something significant has 


changed since then. I am sorry I cannot be more helpful. 
That is what I said earlier. There are details I would not 


want to get into without running back to mounds of notes. 


Ms Haeck: Thank you very much for this opportunity. 


_ There has definitely been discussion either by the presenters 


or the various professional groups coming to our offices 


_ making a point that they feel—not in all instances, and there 
are at least two that very quickly come to mind—their 
_ scope of practice is not reflected in the current proposed 
bills. You have given some comments with regard to chiro- 
_ practic. What are your feelings regarding optometrists? 


Mr Schwartz: That was predictable. Optometry and 


_ chiropractic were two of the professions that throughout the 
_ review pressed for expansion of their scope of practice. With- 
- out disrespect to either of them, it was my view and continues 
to be that whatever concession would have been made, 
_ there would have been a request for a further expansion. 


On the part of optometry, there is no question that there 
are times where the request becomes, “We’re medical doc- 
tors.” At other times the request is a different one, and it was 
a moving request, if you will. I believe that for optometry, 





while it is not perfect, it is close to what they actually do, 
not what they wish to do, not what their counterparts in 
other jurisdictions may be doing, not what they think they 
will be doing in three years, but what they actually do. Are 
the words around optometry perfect? That would be one 
where I would say they are not and one could spend a little 
bit of time making it more precise. 


Ms Haeck: Just because we have had presentations 
around the words “refractive” or “optic” or “ophthalmologi- 
cal” or like that: any comments on those three? 
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Mr Schwartz: I do not because I would have to sit 
down and look at it in a way that I have not done for a 
number of years. On the one hand, I am saying on that 
particular issue that I could see some movement, but I urge 
you not to allow the movement to be a hidden way of 
making them medical doctors, which they are not. They 
are highly trained people who do an important thing, and 
that thing should be reflected. Their scope may evolve and 
in fact may have evolved in some other jurisdictions, but 
that is not a good enough reason. If it evolves to some- 
where else tomorrow, they will have the ability under these 
proposals to make that argument there. 

I guess my bottom line for them is that I think there is 
some room for movement, but I urge you to be cautious in 
the movement to ensure it does not suggest a scope 
broader than the reality. 


Mr Waters: I managed to sit in on some of the other 
hearings. I am a bit concerned. 


The Chair: I am sorry, Mr Waters; in rotation, I apolo- 
gize, Ms McLeod is next. 


Mrs McLeod: I wanted to raise the issue of hearing 
aid prescription-and access to the service, which is another 
of the concerns that has been raised with the committee. It 
seems quite clear in the legislation following your report 
that prescription can be done by both physicians and audi- 
ologists, so the audiologist does not need to be involved in 
every prescription of a hearing aid. Is that your under- 
standing as well? 


Mr Schwartz: Correct. 


Mrs McLeod: Did you deal with the question of con- 
cern for access with limited numbers of audiologists, or was 
it your sense that physician to hearing aid dispenser was 
sufficient to deal with the question of access? 


Mr Schwartz: It was both. I think physician to hearing 
aid dispenser is sufficient. I think audiologist to hearing aid 
dispenser is sufficient. But I do not believe it requires the 
audiologist. So my answer, to be clear, is both. Access is 
an issue and that alone may have been enough reason to do it, 
but I believe it for both reasons. 


Mr J. Wilson: We had appear before this committee 
the College of Physicians and Surgeons Task Force on 
Sexual Abuse of Patients and one of its requests or recom- 
mendations was to include in this legislation wording such 
as a doctor convicted of sexual abuse should automatically 
lose or should therefore lose his ability to practise medicine. I 
was wondering whether you feel that type of amendment 
would be appropriate in the Medicine Act in the scope of 
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this legislation. It opened up a whole area we are very 
sympathetic with. 

Mr Schwartz: I am not as current as I am sure you 
are on the sexual assault report. What I know is what I 
know from the newspapers, I am afraid. My understanding 
was that the report had not been finalized, and I may be 
wrong about that. I would not make any amendment, first, 
until there had been a final report. 


Mr J. Wilson: Just to help you on that, how about if I 
told you that we are almost certain this will be one of the 
chief recommendations of the final report? 


Mr Schwartz: Second, I would say it is my under- 
standing—and I stand to be corrected on this because it is 
just from the newspapers—that this is a report which is 
certainly legitimate enough in dealing with an exception- 
ally important public policy issue that used a different 
methodology than, for example, the health professions re- 
view. I am unclear how widely this report has consulted. 

Without thinking about sexual abuse, this is something 
I referred to in my opening remarks. Sexual abuse is a 
horror and has to be stopped. Having said that, I believe that 
issues as important as the horror of sexual abuse require 
broad consultation so that you do not go swinging down the 
road of too easily removing the rights of various individuals. 
I do not know whether this report is doing that. But having 
said that, when the report comes out in its final form with 
that as a recommendation in a context of some sort, which 
I am unaware of, I suspect that will be the subject of some 
spirited public debate, as well it ought to be, because these 
are fundamental freedoms we are discussing. 

Having said all that, I want to make it clear, that sexual 
assault is a horror that has to be dealt with clearly and has 
to be dealt with as precisely as the system can. I cannot 
comment on whether I think that is a good amendment or 
not because I do not know enough:and I have not seen the 
final report. I do not understand the context very well. I do 
not understand at what point this will happen. I just do not 
know enough about it. 

These are the kinds of amendments, however, that can 
be brought in quite easily after you have had the required 
public debate. I think you owe it to the system to have it. 
In a funny way, it cheapens it to do it too quickly. These are 
exceptionally important issues that require your thought. It 
requires the input of a broad range of individuals. That may 
be what this report has done. I just do not know enough, so 
I do not feel comfortable telling you that this is a great idea 
or a bad one. 


Mr J. Wilson: I appreciate that. 


Mr Waters: As I started to say before, I have some 
concern. After sitting in on some of this, what I get the 
feeling of, and actually in a lot of discussion in my riding 
what we seem to get the feeling of, is that doctors are now 
going to have more rights than they had before and have a 
better stranglehold, that instead of opening the system up, 
everybody has to report to the doctor and have very specific 
permission to do anything with the diagnosis. 

I will give you an example. A doctor might take 100 
hours’ training and another person in a certain field might 
spend four to five years training on that particular thing. 


Yet the doctor has the right to diagnose and the other per- 
son who has spent four years of his life versus 100 hours 
does not. I would like you to reassure me of your feelings 
and how you arrived at that. 

Mr Schwartz: First, let me start by saying this is not a 
contest. I do not see this as sort of being in a bazaar in 
Morocco where we are trading off this for that. I never 
viewed this as a contest between doctors having more or 
less than they had before and I think it is an inappropriate 
way to approach it. In dealing with it in the generic sense, 
as you have, my response is that what are now controlled 
acts for the medical profession, in my view, is less than 
they had before. I think the evidence of that is overwhelming. 
It is not more; it is less. I believe it is significantly less. I 
believe that almost everybody who looks at the system 
carefully and reflects on it understands that it opens the 
system up in a number of important ways. People come to 
your constituency office and say, “No, it doesn’t.” All I can 
say is I disagree with them. It does. 

This question of people being trained for hundreds of 
hours was true before. It will be true again. It does not deal 
with ability to diagnose. It deals with other things because the 
ability to diagnose is much broader than the specific training 
being given to people to deal with certain types of ailments 
or certain types of disorders. It is a different ability that 
requires different training and different information bases. 

As I said earlier, it is like me looking and saying: “I 


notice you are limping. I was playing touch football with | 


you last weekend, and I saw you trip and land on your 
knee. You’ve got a bad knee, so I think what you ought to 
do is rest it and stretch it.” Did I just diagnose you? Of 
course I did not. But I might say, “I think you ought to go 
to any one of a number of health care providers who are 


trained, in some instances better than doctors, to do the | 


actual work on the knee.” It is different. They are trained 
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to provide that service and they are trained very well, but | 


their ability to tell you in each instance the root cause of 


the sore knee differs widely and unfortunately, only a very | 


limited number of people can do that. The current system, 


let me make it clear to you, protects that right, and if it did | 
not, you would be taking away a tremendous protection | 


from the public, and in doing that I think you are acceding 
to special interests in a way that is wholly unjustified. 


1140 
Mr Beer: I realize time is passing and there are many 


questions we have. I am trying desperately to think how I | 
can link the public participation on the councils to whether | 


nurses need to have the authority of particular people to do 
things. 

Mr Schwartz: I can answer both, now that you have 
said it. 

Mr Beer: Now that the question is out, perhaps you 
can weave both in as you answer. 

Mr Schwartz: Sure. 

Mr Beer: One of the key questions here is public partici- 
pation in the councils and how that will work. We have had 
a number of different approaches: that a third of the mem- 


bership should be from the public; something just less than 
49%; the College of Physicians and Surgeons of Ontario | 
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suggested 40%. As you look at how those councils ought 
to work and the balance between professional people and 
| laypeople on them, what should we be directed by in try- 
| ing to determine this? Maybe there is not a balance; maybe 
| all you can say is it is between a third and 49%. 


Mr Schwartz: I think that is not a bad answer. Let me 
) start by saying that as long as it is under 49%, I do not have 
| the slightest difficulty with it whatsoever, so if the number 
| is 49% members of the public, I think it is appropriate. 
Should it be a third, should it be 40%, should it be 
| 49%? None of those numbers are magi¢ and, given the 
makeup of various colleges, I could see it differing slightly 
| from college to college, depending on what the individual 
makeup is. You might end up with a minimum base of X 
-and a maximum of 49%. I think that would be a common- 
sense solution to this kind of issue. It may very well be, for 
example, that for the College of Physicians and Surgeons, 
when you actually look at it, 40% works just because of 
the physical makeup and the numbers and the other bal- 
ances, and that for another the number turns out mathemat- 
ically to be 45%. I do not think you should get hung up on 
those differences. I think it is a mistake. I am comfortable 
‘anywhere in that range and think you should leave it to the 
individual mechanism of each college to find a solution. 

_ The principle of increasing the public’s involvement in 
the colleges is the important one. J think there appears to be 
general agreement with that, at least among the committee 
and on the political side, and while that may not have been 
saccepted wholeheartedly by all the colleges earlier, it is 
now accepted as a reality. Once you have accepted that 
reality, there is no magic to any number and | would not 
allow that to become a stumbling block. 


The Chair: Question, Mrs Witmer. 


Mr Schwartz: I did not get to tell you about controlled 
acts for nurses, I know. 


The Chair: Did I cut you off? I am sorry. Do you 
‘want to finish? Go ahead. 


Mr J. Wilson: It is a separate iobit. 


Mr Schwartz: It is a separate topic, you are quite 

right, but he did a wonderful job of trying to connect it. 
Controlled acts for nurses: I believe there have to be con- 
trolled acts for nurses. I believe you cannot give nurses the 
power to do those controlled acts without some regulatory 
mechanism around it. The mechanism chosen by the re- 
view was one sort. I believe other sorts can work as well. 
The important thing to recognize, it seems to me, in rela- 
‘tion to that is that there must be a mechanism that is clear 
‘so that nurses cannot run whole hog down the line, doing 
all of these things, without clear rules and understandings 
of the circumstances under which they can, and who it is 
who can from among the nursing profession. 
This is one area where I would say the review came up 
with one method of doing it. It seemed most logical at the 
time, but I could understand doing it, for example, by reg- 
ulation, if the regulation is carefully drafted. By the way, I 
_know people think I am too tough on some items. I hope 
people notice there have been a few where I have said it 
could work another way. It is okay. 


Mr J. Wilson: We are taking meticulous notes here, 
so keep that in mind, Alan. 

A number of professions appeared before the committee 
and expressed the concern that the powers of the minister 
under the proposed acts are too onerous, and that where the 
language of the act requires colleges to do certain things, if 
they are not done, the minister within a prescribed time 
period will go ahead and do them anyway through the 
Lieutenant Governor in Council. I was just wondering if 
you had any comments there. Certainly the overriding con- 
cern was that perhaps with the minister’s omnibus powers 
here, it is undermining the principle of self-government. 


Mr Schwartz: That is theoretically correct, but “under- 
mining” is a strong word, because what we are continually 
looking for are balances. I believe in the ability of these 
professions to regulate themselves quite a bit. I believe in 
the public interest being paramount and I believe each one 
of these colleges will, most of the time, understand their 
public responsibilities. 

Having said that, there is a balance. The balance ulti- 
mately is that the elected Legislature and the minister are 
responsible. If there is a clash of wills over the public 
interest, ultimately it is government that decides in these 
kinds of issues. There are potential situations where I 
could see a minister being required to “require.” 

Let me make it as straightforward as I can to you. One 
would hope it never happens. One would hope that if it 
does happen, it is so much the exception that everybody 
stands up and takes notice for the next five years. I believe 
that will be the reality. But I think ministers in government 
require a stick sometimes and for those sometimes I think 
it is worth while. 

The principle that these colleges will act in the public 
interest is paramount. I think they will, but I would not 
take away the minister’s right to “require.” I know it was a 
matter of some controversy. It is the reason why in my 
particular run at the words it began with a “request,” not a 
“requirement,” because I think the use of those words is an 
important symbol of the co-operation and dialogue be- 
tween the minister and the colleges and the same role they 
share in protecting the public interest. So I chose those 
words to reflect that while in a strict sense it has no legal 
nicety to it, it has another nicety to it that I thought was an 
important one, and it was to try to address the very balance 
that we have talked about. I think those words are now 
gone, but I am not sure. 


Mr J. Wilson: Yes, they are. It is clearly “require,” 
and groups have come and asked us to go with your rec- 
ommendation of “request.” It particularly comes down to 
the complaint process, where people are worried that min- 
isters may pursue a complaint beyond that which the col- 
lege itself is comfortable with. 
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Mr Schwartz: This is one where again I do not think 
the world turns on it and I do not want to pretend it does, 
but I do think leaving the “request” phrase in is helpful to 
the balance of the overall system and recognizes the responsi- 
bility, the good sense, and the public spiritedness, if you 
will, of the college system. 
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Mr Martin: I was going to ask a question around that 
subject too, but I think it has been answered, so I will 
chase the diagnosis clause business again a little bit further 
and suggest to you that I do not think that what we have 
here is a bazaar. You suggested earlier to my colleague that 
when we get into the issue of who can diagnose and who 
cannot, we may have a bazaar-type atmosphere and that in 
some instances it may affect the delivery of health services. 

You said in your opening comments that under legal and 
procedural provisions, it did away with the concept of the 
pecking order. But if we look at delivery of health services 
as trying to get to the root of the cause of disease, away 
from simply treatment, then to place the ability to diagnose 
in the hands of a few versus, as my colleague said, those 
who have had many years of training in a particular area I 
think creates the pecking order again. And it takes away 
from some communities that do not have some of these 
professionals in great numbers to do the job they are doing 
now and perhaps could do in even more creative ways. 


Mr Schwartz: I have been misunderstood if you be- 
lieve what I said was that it is either desirable or required 
to have diagnosis in each and every instance. It is neither 
desirable nor required. It is not necessary to diagnose— 


Mr Martin: I am suggesting to you that maybe it is. If 
you want to get to the bottom of why your knee keeps 
popping out, maybe there is something else that you need 
to know about your being, or if there is something wrong 
with your ear for ever, perhaps we should be getting at the 
root cause of that. 


Mr Schwartz: Ultimately you are right, if it continues 
to be a problem that goes on and on. I suggest that if it is a 
problem that goes on and on, you work your way through the 
system till you get a diagnosis that is appropriate. Having 
said that, the reality is that most things do not require it 
and do not get it, and for those the system handles it just 
perfectly here, and almost in every other jurisdiction that I 
am aware of. So to start with, you might say a diagnosis is, 
“T want to have a world where everybody is diagnosed for 
everything.” It is not going to happen and saying people 
have the right to diagnose does not make it so. 

The reality of the system is that most things can be 
treated based on, to use the words we were using earlier, 
an assessment of what the problem is: “I’ve got a sore shoul- 
der.” Diagnosis is only required by exception, and whether 
you are in northern Ontario or in a rural community, if the 
treatment does not work, ultimately you work your way 
through the system to a place where there is diagnosis. But 
just saying, “Whoops, because I would like to have one 
ultimately, I.am going to give this person the right to do it,” 
does not mean they can. That is the difference. I do not want 
you for a moment to believe that in this jurisdiction or in any 
other jurisdiction in Canada, the United States or western 
Europe that I am aware of, people who have some sort of 
ailment get diagnosed each time in the sense of the word 
we are discussing here. They do not. You do not have to. 


Mrs McLeod: The advisory council has been referred 
to a number of times, and clearly it is going to have a 
significant role on an ongoing basis. I would like you to add 
any comments you might make about the clarity of the role 


the advisory council has, its structure, the way it can be used 
most effectively or any concerns you might want to flag. 


Mr Schwartz: The advisory council is something, I am 
sure, you did not spend all summer talking about, because 
it is not in the interest of groups that are coming here 
asking for more to talk about it. The advisory council, in 
my view, is a unique part of a unique package. The pack- 
age itself, the way it is structured, allows for evolution and 
change, legislative change. 

The advisory council is a perfect public forum, as perfect 
as one can get, by the way, in public forums. It will have 
lots of its own headaches, but it is a public forum to carry 
that through. So many of these groups that are here before 
you saying, “Oh goodness, in a year or two we are going 
to need this or that,” or, “If we do not have this it will be a 
disaster,” know very well that unlike the current system, or 
for that matter any other system I am familiar with, they 
will be able to go with very specific cases before this body 
and have a very specific conversation, where others will be 
able to participate and give evidence or do whatever is 
required so that there is a true dialogue based on the facts, 
not based on supposition, not based on general comments, 
not based on people saying, “I am sure that is what is 
going to happen.” 

I am sure they will then come with the reality of what 
has happened. The advisory council will listen to all those 
realities, and within the context of the overall framework 
of what is going on will make recommendations. All of 
that will happen publicly. It is unique and I think it is 
excellent. Now, is the advisory council perfect? Probably 
not. Will it get bogged down? I am sure it will at times. If 
it does, you might find ways of improving it. I cannot 
think of any offhand. I do not think it is important enough 
to worry about it. What is more important is the priniciple 
that it exists and will be capable of dealing with some of 
the problems we have talked about today. 

It is curious that during the review, many of the groups 
that have come before you clamouring for more were 
clamouring for the advisory council and how important it 
is, but now that they have it, it does not exist, because its 
very existence it seems to me weakens the need for them 
to have it all yesterday. They do not need it. 


The Chair: What I am proposing is that Ms Witmer 
ask her question, Ms Haeck ask her question, and then we 
ask Mr Schwartz if there is anything he would like to say 
in summary to the committee. Please keep your questions 
very short. 


Mr Schwartz: I am desperately thinking of a summary 
now. 


Mrs Witmer: Just briefly, there is some concern by the 
Ontario Nurses’ Association that the management, research — 
and teaching nurses are presently not covered by the act — 
and that for purposes of discipline this could be a problem. 
What is your feeling? 


Mr Schwartz: My instinctive response to this is smart 
aleck. Do not worry about it. I do not think everything that — 
is being presented to you as a problem in the delivery of | 
health care and the protection of the public in the delivery 
of health care is one. There are many other issues and 
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many other reasons to regulate people, but all we care 
about is the delivery of health care services by providers to 
the public. That is what this is meant to focus on, that is 
what this is meant to deal with and that is what it does deal 
with. I do not think it is a big deal. 
__ I know when I get up I will be pummelled by two of 
the nurses or something, but on the other hand, I think they 
recognize how far this review has gone in recognizing the 
legitimacy of their role in the system. It has come 100 miles. 
You cannot address every little issue to everybody’s 


_ satisfaction, and I believe this is a little issue. 


1200 
Ms Haeck: I want to visit the dentist and denturist 


issue. It is before lunch, but we do not have any of the 


slides we have had given to us at times. The comment has 
been made by the dentists that denturists are really not in a 
position of diagnosing or of being able to assess a problem 
prior to the preparation of a partial plate. Would you please 





/ comment on your feelings? 


Mr Schwartz: I did not follow these hearings at all. 
One of the few things I was told about the hearings was 


the slides you had to sit through, so I think I sympathize. 
_ Those slides and that argument is a major red herring. Talk 


about sort of emotional blackmail. Let’s go back to first 


| principles for a moment. 


_ The dental profession has said throughout the review and 


continues to say: “Denturists can’t do partials. It is very dan- 


gerous. If they do it, it will harm the public”: Position 1 





unwavering. Position 2: “By the way, those bad guys 


shouldn’t be regulated because they’re not serious about reg- 
ulation and they do thousands of illegal partials.” They are 
“doth compelling arguments. So the review said: “Okay, 


_ they’re doing thousands and they’re very dangerous. Give me 
_ three specifics. Bring me three human beings.” I saw none. | 
_ suggest you probably saw none. It is a contradiction in terms. 


| bly all know, what now must seem 100 years ago, Professor 


| 


I am not the first person to visit this issue. As you proba- 


_ Dickens spent a year on it and came to the same conclusion | 


| did: Let them do partials; the world will not come to an end; 
_ more choice for people and all that good stuff. But the gov- 
ernment of the day did not go forward; it did another study 


because the dental group feels so strongly about it. 
My first comment is there is not compelling evidence 


| 
| 
] 


' that these thousands of illegal partials that have been done 


; 


| have caused terrible harm. In fact, I would say there is no 


_ evidence. Now let me come to the slides. Anybody who is 
shown a slide of a cancerous mouth, number one, feels sick, 


_ and number two, says, “Oh, goodness, I’d better stop this.” 
Is that not a natural reaction? Let me ask you something. 


_ What if the person with the cancerous mouth went to the 
same denturist for a full denture? Is it okay? If they would 


] not notice it for the partial, I guess they would notice it 
- when they went for the full. 


These are silly arguments. These are arguments that are 


because these are turf battles that are honestly felt, with 
economic consequence. The example of this, believe me, is 
an example that can be carried further to many of the other 
turf battles you are facing. There were hundreds of such 


i 

| 

j 

; 

: 
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not to be taken seriously but are put forward seriously 
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battles. You are left with the leftovers. My view, I hope, this 
morning was that many of them are without merit, but you 
can hire consultants and you can hire lobbyists to fight it to 
the end, because that is the system. That does not mean you 
should acquiesce to them, because your responsibility is to 
weigh it in the context of the totality of what is being done. 
Looking at it from those eyes in most instances in the totality 
of what is being done, the system will do fine without you 
granting these extra powers to people who want them. 

The Chair: Thank you very much. With the consent 
of the committee—you have had an opportunity to give us 
some opening remarks and you have answered questions—as 
I thank you for appearing, we thought it might be helpful if 
you would like to say anything in summing up after almost 
a decade from the beginning of your work. Certainly the 
few hours we have had this morning do not do justice to 
the volumes and the rooms full of material, nor, I would 
say on behalf of all the committee members, to the month- 
long hearings we have held. I do not think anyone here 
would begin to suggest that all the questions could be 
answered in this brief session this morning. 

I hope that you will feel, if there is additional informa- 
tion you would like to share with committee members, that 
you can do so in writing through our clerk. I would ask if you 
would like to take a few minutes if there is anything further 
you think the committee should hear before we adjourn. 


Mr Schwartz: First, the obvious is to thank you for 
having me. I think it is a fact that you cannot summarize in 
a morning except in the broadest strokes what took place 
over a period of six years of exceptionally intensive 
thought involving these issues. In a way, when I look at 
you, I guess I do not envy you the task of picking up the 
pieces in a sense in a matter of months, particularly where 
the system we operate under means that what you tend to 
get are the outlying issues, if you will. 

Having said that, all I can say this morning is that I have, 
throughout this, not been a health professional and frankly 
not cared about the status and the economic wellbeing, if you 
will, of those who participated. I hope when you think about 
it and deliberate on your report, you will take the same per- 
spective. I also hope you will think about it as a whole and 
not in little bits and not try and solve little wee problems in 
ways that will have detrimental impacts to the whole. 

The system, I believe strongly, will work. The system 
will benefit the people of Ontario in many ways. Tampering 
with it too much will ensure its failure, so I urge you not to. I 
urge you not to be taken in by arguments that cannot be 
shown to be right except by people’s earnest thoughts, but 
to go with what you have with the knowledge that it is a 
flexible enough system that it will be changed over time. It 
will evolve much like the delivery of health care is evolving. 

One of you said medical doctors see their role differ- 
ently than they did a few years ago, and I think that is true 
and to their credit. Five years from now the system will 
look somewhat different than it looks today. This is a mov- 
ing train, but legislation is a moment in time. Do not try to 
catch every single car at every station, but have faith that if 
you put in place an overall system that has some sense to 
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it, it will be able to evolve with the system, because that is 
what it is meant to be. 

The Chair: Thank you very much for appearing be- 
fore the standing committee on social development. We all 
appreciate your taking the time to share your thoughts and 
insights with us. I hope all members who have witnessed 





before the committee and those who are here this morning 
will agree with me that it has been a very valuable morning 
for all those who have taken the time to be here to hear you. 


The committee recessed at 1208. 





| 


native affairs secretariat. I would ask that you begin by 


Ontario native affairs secretariat. I am joined by Shelley 
Spiegel, who is a senior policy adviser with the secretariat. 


/16 SEPTEMBER 1991 








The committee resumed at 1405. 


ONTARIO NATIVE AFFAIRS SECRETARIAT 
The Chair: We have a presentation from the Ontario 


introducing yourselves to the committee. Thank you very 
much for coming today. 


Mr Krasnick: You are very welcome, Madam Chair. 
My name is Mark Krasnick. I am the secretary of the 


[would like to begin by summarizing the question as it 
was relayed to me, which was that we were asked to dis- 
cuss the issue of native self-government in relation to the 
regulation of health care professionals. That will be the 
subject matter of my presentation. I want to begin by 
referencing three different documents that have been ap- 
proved by Ontario over the last six years. The first docu- 
ment is entitled the Ontario Native Affairs Corporate 





Policy, which was approved in October 1985. It talks about 


the policy which ministries must follow in the development 

of policies respecting the provision of programs and ser- 
vices to native people. It makes some points which I think 
are instructive to our discussions today. 

First is that with respect to the provision of services, 
ministries are encouraged to provide specific services to 
meet the needs of native people and support the protection 
of their cultures. Second, to the extent that provincial pro- 
grams or services apply or may continue to apply to native 

people, those programs and services should emphasize 
initiatives supportive of native self-determination and self-re- 
liance and should be developed in consultation with native 
people. So the main operative aspects of the corporate policy 
dealt with cultural sensitivity in the development of programs 
by the province of Ontario. 
There is another aspect to the policy which talked 
about the negotiation of aboriginal self-government, and 
that was amplified in late 1989 by the second document I 
want to talk about—there will be copies of these available to 
the clerk—which is the provincial self-government guide- 
lines. Again, I think two points should be emphasized. 
First, one of the things that Ontario pointed out would be 
an objective that would guide self-government negotia- 
tions was the achievement of compatibility between ab- 
original and provincial regulatory regimes. In so doing, the 
province was prepared to look at three different instances 
_of self-government: One was with respect to reserve com- 
munities, the second was with respect to communities that 


_ were what we define as crown land communities and the 


third was with respect to urban communities, urban centres. 


I think the most important aspect with respect to this 
discussion on self-government is really with respect to the 


_on-reserve communities. What we say in guideline 12 is, 
“Ontario is willing to participate in negotiations directed 
_ towards the establishment of Indian-specific governing insti- 


tutions which may exercise executive and legislative pow- 


ers for the purposes of administering the reserve, 
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regulating the behaviour of residents of the reserve and 
providing services to residents of the reserve.” So with 
respect to on-reserve communities, we were prepared to look 
at the negotiation of and the establishment of institutions 
which had legislative powers. 

With respect to crown land communities, we talked 
about bylaw- making powers and administrative powers, and 
we left the question of legislative powers for another day. 
The main point to emphasize with respect to the negotiation 
of specific self-government arrangements was the distinction 
between the urban community on the one hand and the re- 
serve community on the other hand. 

Finally, I want to talk a bit about the statement of political 
relationship which was entered into in August of this year. 
The operative principle, I think, in this case is principle 3, 
and this says, “First nations in Ontario,” and then it says, 
“involving the government of Canada, where appropriate, 
are committed to facilitate the further articulation, the ex- 
ercise and the implementation of the inherent right to self- 
government within the Canadian constitutional framework 
by respecting existing treaty relationships and by using 
such means as a treaty-making process, constitutional and 
legislative reform and agreements acceptable to the first 
nations and Ontario.” 

The statement of political relationship has at least two 
underlying premises, one of which is the articulation of a 
government-to-government relationship between first nations 
and the government of Ontario. But second, it is an attempt to 
provide jurisdictional room to allow for first nations regu- 
lation to exist. It is an agreement which is premised on 
dealing with self-governing nations, and the question of 
what is a self-governing nation is one that still has to be 
defined within the first nations of Ontario and within the 
government of Ontario. 

It finally leaves us with the question of the relationship 
and involvement of the government of Canada where we are 
looking at establishing specific agreements with respect to 
reserves, which is always something we have to consider. Its 
applicability in this case, especially with respect to the legis- 
lation on midwives, is that this may be a first intrusion of 
provincial regulatory power into an activity which is other- 
wise unregulated. As such, it puts an onus on the province to 
ensure that the appropriate level of consultation, discussion 
and agreement has been reached before the legislation be- 
comes applicable to the appropriate self-governing nations. 

That, Madam Chair, is my presentation, and I would be 
pleased to take questions. 

Mr J. Wilson: Just in response, you raised the question 
of midwives. Did you answer what the natives’ concern was 
when they appeared before this committee? 


Mr Krasnick: I think what I was asked to focus on in 
my remarks was the relationship with self-government. 
The answer I was going to provide is that the appropriate 
form of self-government is really something which will come 
from the first nations themselves as their process of con- 
sultation comes to an end. At this point, it is really just in 
midstream. So it is very hard to come up with a conclusion. 
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They are in the process of coming up with the answers to 
some of these questions. 

I think the important point is that self-government 
power, which is seen as being inherent to aboriginal peo- 
ple, is really a power which is relevant to self-governing 
nations, which are entities of probably well beyond single 
communities and probably the responsibility of groups of 
communities, whether by treaty area or by nations like the 
Iroquois or the Ojibway nation, etc. 


Mr J. Wilson: Certainly the impression I got from the 
presentation of the representatives of the Union of Ontario 
Indians who appeared before us was that they felt, particu- 
larly in the area of midwifery, they wanted a specific answer, 
whether there would be any jurisdictional questions or 
whether traditional healers would be able to continue to 
practise midwifery and whether they would be required to 
become part of the College of Midwives of Ontario. If so, 
they would like a separate college, because they took Bob 
Rae literally on his statement when he said, “In all matters 
henceforth we will respect native self-government.” 

I certainly argued a long time that I do not know what 
it means exactly, and you said that they are working that 
out now. That was the concern I think the committee was 
presented with to some degree anyway, but you are saying 
that as far as the native affairs secretariat is concerned, 
you would not have any comment past what you have said 
now, because these things are being worked out. 

Mr Krasnick: These things are the subject matter of a 
process of consultation. I would also make the point that 
there is a difference between the self-governing nation, 
which is the subject matter of the statement of political 
relationship, and that is that there is an appropriate political 
entity that is prepared to assume the power to make these 
rules or to make these laws. I think what we have to wait 
and see from the first nations is whether they are prepared 
to say, “Look, here is a self-governing entity that should 
make that determination.” 


Mr J. Wilson: So for the record, from the first nations 
themselves, we have had no official request with respect to 
this particular legislation at this time that you know of 
through the native affairs secretariat? 


Mr Krasnick: Other than the brief that was presented 
to your committee. 


Mr J. Wilson: The one brief we received. 


Mr Krasnick: But there is a consultation process in 
place that has a deadline of this week. 


Mr Beer: In going forward with this legislation and 
how it would relate to the native people in the province, I 
wonder if we could just put on the record while you are here 
a way of describing the present situation, because I think 
sometimes it is very confusing to the layperson exactly 
how those relationships exist. The province over the last 
number of years has been moving both in terms of social 
services and in terms of health care into different arrange- 
ments that could best be described as a kind of local govern- 
ment relationship with a number of the bands. 

I thought I would focus on the hospital in Moose Factory, 
which is run by the federal government. In terms of the 
discussions that are ongoing and in trying to place that in a 
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context of self-government, is it your thought that we could| 
end up with a whole series of different relationships, where} 
for example a hospital such as that might be run by the} 
local native community, either on a contractual basis with| 
the federal government and/or with the province for certain | 
kinds of specialized services? 

In terms of the actual administration of health care, the 
delivery of health care services, what is being discussed, or 
is it just that there are going to be perhaps a series of way 
Stations along to something that might be a much more 
independent kind of operation? 


Mr Krasnick: I think there are really a number of 
aspects to your question. First, there are clearly hospitals | 
and facilities where, because of the need for upgrading the 
facility, the whole question of governance has come up. | 
What has been talked about, although again it requires a 
consensus, as you know, of a large number of people and 
groups and governments, is some sort of joint management | 
capacity. That is number one. Throughout northern Ontario, 
those are usually done by a series of aboriginal communities, | 
if I can put it in those terms. 

The Nishnawbe-Aski Nation, which represents 46 
northern communities, has put before the native affairs 
secretariat and the Ministry of Health a proposal for self- 
government in health. They have just completed a commu- 
nity needs assessment on the social service aspects, if I can 
call it that—it is sort of broader, more health and social 
services—of their communities. They are putting together | 





a proposal to us which will look at how that sector can be 


governed. That would be much closer to what we have 
been talking about as self-government, taking over all the 
reins of power. So that would be for the broad community | 
of the 46 municipalities or the 46 first nations in that area. 
The third aspect, which is quite new to the discussion, 
is the aspect not of the service delivery but the question of 
regulation, which is what we are talking about today. 
Within the continuum of what we have been dealing with, 
this is quite a new type of proposal, because it raises not a 
question of service delivery but a question of regulation. 
That is why we are not as sure in terms of what the consul- | 
tations will bring. 
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Mr Beer: May I pursue this? Using the example you 
mentioned, assuming that went forward and there was an 
agreeable solution, then health and social services, let’s 
say, would then be run by the native people. Where would | 
the province fit into that, both in terms of services and in 
terms of regulation? You have not finished the discussion, 
so it is hard to comment on that, but what would you 
envisage the province’s relationship with the natives would 
be in that kind of scenario? 


Mr Krasnick: Our hope at one end of the continuum, | 
if we could reach it, would be a federal-provincial first nation 
agreement which would provide for a framework for the | 
first nations to exercise powers over provision of the ser- 
vices plus a separate fiscal relationship type of agreement | 
which would deal with the issue of how to fund these | 
institutions as they occur. This area is particularly compli- | 
cated because you have throughout the north, as you know, | 
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federal nursing stations, and you have hospitals which are 
federal but which are very heavily funded by provinces, 
and vice versa. There is not a clean sort of jurisdictional 
‘capacity which anyone exercises. It has been melded to- 
gether as people made agreements over the last decades. 

_ Therefore, what we would like to see would be legisla- 
‘tion passed by both the federal and provincial governments 
which would provide for legislative room to be exercised 
by the Nishnawbe-Aski, and a fiscal relationship arrange- 
‘ment which would give them some security .as to their 
financing. That would be the optimal. From that, all sorts 
of practical problems will emerge and those are the things 
we think we will have to have more specific agreements 
on. I think that is where we would like to see it going 
down the road. 


The Chair: Mr Jackson, question? 
Mr Jackson: Are you expecting that I have just one? 


The Chair: You had some questions this morning of 
Mr Schwartz that I assumed you would want to ask the 
‘secretariat. 


_ Mr Jackson: We have several. I am not abundantly 
clear about the relationship between the federal and pro- 
vincial governments. My limited understanding of the way 
federal legislation works with native Canadians is that 
where the legislation is specific, jurisdiction is clear, but 
where there is an absence of specific legislation, the prov- 
inces have a certain degree of primacy. Where health ser- 
vices are provided by the federal government in general 
terms, the matter of regulating health professions is very 
clearly a provincial responsibility. 

Given those sets of understandings that I have, and we 

may share, I am trying to determine, other than native 
peoples who request it, who specifically says, “This is a 
jurisdictional matter for the provincial government; there- 
fore you should be dealing with that matter as opposed to 
waiting to be asked for it.” Do you understand the nature 
of my question? If we sit back and just wait for the native 
people to come forward, they may not be aware that we 
are proceeding with legislation dealing with regulations if 
the federal government has not told us, “Now that you are 
proceeding in this area, you better check with native people 
for its impact.” Because federally, the government is saying 
the province is in charge, and the province is saying, “Health 
care generally is federal; regulation is not, but we do not have 
to trigger it.” 
lL established this morning that Mr Schwartz was not 
asked to look at it from that perspective. If that is the case, 
lam trying to determine if this is a case where we just did not 
feel it was appropriate or both jurisdictions were waiting 
for the other to suggest we should be. 


_ Mr Krasnick: Let me answer from two perspectives. 
One is the self-government perspective. The self-government 
‘perspective with respect to the Nishnawbe-Aski, which 
covers the majority of communities in the north where they 
have put the question of self-government and health on the 
agenda, allows them to ask for self-governing legislation 
or agreements in areas such as this. Therefore, if that was 
the case, the legislation would be passed by both the fed- 
eral and provincial governments; and if that was the case, 





that would have the possibility of, as you say, being spe- 
cific legislation which would push out provincial authority. 

They know in a sense that this issue is one of the issues 
that they have to consider as they are preparing their proposal 
on health. They have not submitted it to us, as far as I can 
recall. Therefore, in that instance, the question of federal 
and provincial responsibility is clear. It is a provincial respon- 
sibility, but they do have the capacity to ask the federal 
government to legislate and in that way take the province 
out of the legislative jurisdiction. 

As I understand it, the first nations are now apprised of 
the initiative and are working towards providing us with 
their views at this point. I am not as clear on whether or 
not the question of provision of services on reserve under 
federal auspices is as straightforward as that. You may be 
right, but my own sense has been that there have been 
instances where federal doctors do not have to be regulated 
in Ontario to be able to practise in Ontario. So there are 
those types of questions as well. 


Mr Jackson: Part of the basis for my question is for 
off-reserve treatment and services, because it is much 
clearer when dealing with status natives on reserve. That is 
a lot easier to deal with. But there are a large number of 
off-reserve and some non-status first nations people who 
still should have the right in this province, one would suspect, 
to have the choices for treatment according to traditional 
patterns, and presumably our health system, with its regu- 
latory framework, should accommodate off-reserve concerns, 
because an incredibly large number of medical treatments 
occur off reserve in this province. 

We seem to have crossed over a line as it deals with 
midwifery. It is to its credit that we are developing a model 
which will accommodate native interest within the regulatory 
framework for midwifery, but we are not seeing it any- 
where else. I am confused because we have some initiatives 
created, which we now understand were done through the 
midwifery movement, but we are not seeing it in the other 
areas. Yet we can See it in terms of naturopathy and we can 
see it in terms of any of the psychological-based support 
services, especially in the north. The part that concerns me 
is that we are not dealing with that group who are not 
necessarily on reserve. 


Mr Krasnick: I think it is an appropriate concern. 
When I started, I was talking about the corporate policy 
which talks about ensuring that the provision of services 
meets the needs of native people and supports the protection 
of their cultures and that the service is culturally appropriate. 
I think that is exactly the type of thing the process has to 
provide for. Those are going to be things which will have 
to be addressed. 

It is also true that the consultation taking place through 
the friendship centres and through the Union of Ontario 
Indians and through the native women’s association is the 
type of consultation which includes both on- and off-re- 
serve people. In that sense they should all be covered by it. 
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Mr Jackson: Not to stay on this point too long, let me 
give you an example to demonstrate the concern. Another 
committee that met dealt with the issues with native children 
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in regard to solvent abuse, which is a very serious problem in 
parts of this province. The incidence rates are incredibly high. 

The native leadership will tell you that they are not 
dealing with certified professions, because they really cannot 
say they are providing a native program in the true sense 
of the word unless they have people familiar with tradi- 
tional native methodologies. But it would be fair to say 
that there are some programs that would be operating out- 
side of this legislation because the personnel providing 
them were not certified in accordance with the regulation, 
and yet traditional native methods would be recognized 
and would be followed. 

Do you see the nature of my concern? These are all 
provincial matters, the delivery arm in some cases social 
services but invariably through a school system which also 
has some provincial jurisdiction as well. That is the area of 
concern I have. The one substantive native presentation we 
received brought this point to our attention: “Are we oper- 
ating illegally or legally?” To what extent can other profes- 
sionals who are not members of the native community 
come in and say, “Look, you can’t be operating this pro- 
gram unless we’re providing it for you”? Now we are into 
a jurisdictional dispute, and clearly the legislation, by its 
silence on these matters, does not offer the protection for 
native leaders who are attempting to provide the programs. 

That was the nature of my concern. I think all of us are 
unresolved as to how we are going to overcome this in the 
absence of extensive consultation with native leaders on 
this point. 

Mr Martin: I have a question somewhat along the 
same lines. In light of the fact that discussions are ongoing 
and will evolve, and the jurisdictional haziness that is out 
there around a lot of these questions, are we in fact on the 
right track re the native community, in principle anyway, 
attempting to advance and protect public interest, protec- 
tion from unqualified providers, provision of high-quality 
care and then a scope for the evolution of the delivery of 
health services? 

Having said that, how does that fall into what I con- 
sider—because I have interacted quite a bit with the native 
community in the north, coming from there—the native 
community’s propensity to take care of its own and to 
come up with communal answers to individual problems 
that sometimes are not*in need of the professional inter- 
vention that we often get into the communities that we live 
in? Are we in fact on the right track? 


Mr Krasnick: My sense is that the legislation is on 
the right track because there is also the capability, as I tried 
to point out in my discussion of negotiating self-government, 
to look at self-governing arrangements which include not 
just on-reserve communities but also include a discussion 
with what we call urban centres. I think there are ways in 
which we can look at other culturally appropriate mecha- 
nisms or organizations or, if necessary, even amendments 
to legislation as we get the results of the consultation and 
the results of the self-government proposals that we are 
just starting to get in. 

My sense is that what this legislation has done is 
started to begin a thinking in the aboriginal communities 
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about the best way for them to proceed and to raise all 
these types of questions. They will over the next number 
of years, I think, start coming in with proposals which will 
come to grips with the relationship between their tradi- 
tional forms of healing and the regulatory system we are 
putting in place. 

Mr Martin: Just to follow up on that, this morning 
there was a fair amount of discussion around the issue of a 
harm clause, which has been dropped at this point, but we 
were encouraged this morning to bring it back in. The 
question is, would that impede the ability of some of the 
traditional healers or types of healing to happen in your| 
communities if we were to implement that? Then, going | 
along with that is the issue of diagnosis. My sense of the | 
problem is that in diagnosis you want to get to the root| 
cause of an illness. There is treatment and there is diagnos- 
ing it so that you do not have to do treatment any more. | 

In terms of the native population, do you have any com- | 
ment on that and how we might move with that so that it 
might be more in line with how the native community sees 
illness and how they would like to treat it, how they would | 
like to see it dealt with rather, without using those terms? 


Mr Krasnick: At this point, I think what we are really 
coming up into is sort of a native health policy which I 
think will flow from some of the negotiations that are 
currently under way. I am not really sure on either count 
how that will interact with the legislation. I just do not know. 

| 


Mr Martin: Or if what you are doing now in some 
way is in sync with that, or would this put us out of sync? 


Mr Krasnick: I am just not sure. 


Mr J. Wilson: Mr Schwartz this morning indicated 
that this committee, notwithstanding the concerns of natives, 
should not hold up this legislation, and that this can be 
dealt with later. As a native secretariat, do you have any 
thoughts on what we should be doing with this legislation 
in particular? Clearly the natives who appeared before us 
would ultimately like a parallel governing structure. I 
would like to know where the government stands on that 
before we move forward with this legislation. I do not 
think we should leave natives out of it. 

It is something that clearly was not within Mr 
Schwartz’s review, but it has certainly come to the atten- 
tion of politicians in this day and age, particularly with the 
government’s signing of agreements with natives. This is | 
one of the first major pieces of legislation, and I think it 
could do irreparable harm if we go ahead and do not at | 
least try to work on some amendments. 

I do not know whether the secretariat has any comments 
on exemptions from certain controlled acts. Mr Martin re- | 
ferred to the diagnostic act. They want a provision in the 
legislation for native regulation and governance particularly 
of aboriginal, traditional midwives. In reviewing the testi- 
mony before this committee, they certainly were looking 
for I think—and I stand to be corrected—a separate col- 
lege of midwifery for natives, and raised some very legiti- 
mate concerns there. 

Does anybody have any comments? I want to know 
where we are going with this legislation, and that is the | 
purpose of this half-hour, I think. Maybe the parliamentary © 
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assistant could fill us in on what the government’s inten- 
“ions are in this area. 


Mr Wessenger: I understand there is a consultation 
>rocess now going on with respect to this whole matter. 
(Certainly it is my understanding that this legislation will 
‘ye proceeded with, and when the consultation is completed 
with the native peoples, I think that is the appropriate time 
0 look at whether there are amendments required or 
whether it is to be dealt with under regulations. Certainly 
with the whole question of midwifery, we have not even 
zot to the stage of looking at the regulatory framework. I 
ink certainly there is quite an opportunity for this matter 
of midwifery to be looked at at the time, time for consulta- 
ion to occur and time for input with respect to that whole 
vegulatory framework. 
1440 
| Mr J. Wilson: But this issue is, I think, far too impor- 
tant once again to be left up to the advisory council. We 
are giving this advisory council just enormous responsibil- 
i ties and tasks. Is the government contemplating bringing 
n legislation so that legislators will have an opportunity, 
or is this all going to be handled through the regulatory 
‘ramework? 


| 








Mr Wessenger: No, I do not think we are saying this 
will be a matter for the advisory council to deal with. I 
chink we are saying it is a matter for the government to 
deal with once the consultation process is complete. 


Mrs McLeod: I am going to try to paraphrase what I 

shought I heard Mr Schwartz say at the committee this 
morning, which was that the question of special concerns 
of first nations had not been dealt with in the Health Pro- 
fessions Legislation Review, that it was his sense that as 
the discussions of self-determination proceeded on a step- 
dy-step basis, if the first nations opted out of the regulatory 
system and opted for a different regulatory system, that was 
clearly possible. Then this legislation would essentially be 
ess than relevant for them. If they opted in, or if there were 
differences between what some bands or nations chose 
versus others, there would be an opportunity to change this 
egislation fairly readily to adapt to concerns of those 
dands or nations that chose to be regulated under this act. 
_ If I have paraphrased that correctly, it would suggest 
chat we could move ahead with the legislation without an 
injustice to the self-determination and self-government 
discussions that are going on. I wonder if you could say 
whether or not that position would raise immediate con- 
cerns in terms of its impact on either the first nations or the 
discussions you are having right now. 


Mr Krasnick: No, my sense would be that they 
would understand the context in which this legislation was 
eing brought forward, that there was a capacity in the 
orovince to amend the legislation or enter into self-govern- 
‘nent agreements which would deal with services, or for 
he federal government for that matter, in implementing an 
area or a type of self-government agreement, to also legis- 
-ate in that regard. So with respect to self-determination, I 
hink they would feel they are still looking at their poten- 
| ‘jal ways of doing it. 
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The other question then is that one of the things they 
are thinking about is where this would fit within their self- 
government priorities. I think their priorities to date have 
been more around the question of access to lands and re- 
sources, in terms of the provision of services per se, as 
opposed to the regulatory side. So I think they would under- 
stand the initiative. 


Mr J. Wilson: Just to comment on that, I am the for- 
mer assistant to the federal Minister of Health. We negotiated 
a number of agreements over time and the last agreements 
we could not get were with Yukon and native people and 
bands in British Columbia. Exactly their number one prior- 
ity out there at that time seemed to be to get self-governance 
in health care. I cannot see that native people in Ontario 
would be any further behind in those. You are telling me 
that this has not been a big priority to date with them? 


Mr Krasnick: On the regulatory side, no, the priority 
has been around— 


Mr J. Wilson: Lands and land claims? 


Mr Krasnick: And services. No disagreement that 
health is not a big priority, but it has really been around the 
provision of services of a standard that is equal to that 
provided to other residents of the province. That is where 
the priority has been, and I think that may reflect the inter- 
est to date in this legislation. 


The Chair: I would like to just pose a question and 
ask if it has been considered, either for this legislation or 
for other pieces of legislation, as an interim method, and 
that would be the concept of the ability to contract out. I 
know there are some pieces of legislation where parties 
can agree to contract out of the legislation. 


Mr Krasnick: There is in the Child and Family Services 
Act a provision which provides for the Lieutenant Gover- 
nor in Council to make regulations which would change 
the operation of the child welfare provisions that deal with 
specific aboriginal institutions or regulations. So there is a 
parallel that one could look at which would possibly— 


The Chair: If such an amendment were brought for- 
ward to permit that in the context of this legislation, do you 
believe it would facilitate the negotiation and the discus- 
sions that are going on, or do you think it would not have 
any effect or would hamper the discussions? 


Mr Krasnick: I think it would clearly signal that the 
government was open to different regional regimes. In that 
sense, it is positive. I would say that what the Minister of 
Community and Social Services has found with that provi- 
sion is that unless you are specific as to whom it is going 
to apply to, a number of groups define for themselves that 
they should be able to opt out of legislation. I think it 
would have to be crafted to learn from the experience that 
Comsoc has been through, to make sure that you know that it 
is appropriate to self-governing bodies or entities that could 
take advantage of this in consultation with the province. 

The Chair: Have you been giving any advice on that 
kind of a proposal through the discussions of this legislation? 

Mr Krasnick: It may be a lame excuse, but to date, 
we have put our faith in the consultation process. Because 
of the diversity between both urban and non-urban and 
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northern and southern, we just want to see what comes in 
first. At that point, we feel our role may be more appropri- 
ate to start providing that advice then. 

The Chair: We appreciate your coming before the 
committee today. Thank you very much for your presenta- 
tion and also for answering the questions that committee 
members have put to you. 


ORGANIZATION 


The Chair: For the information of committee mem- 
bers, we have a full day scheduled for tomorrow, although 
you do not have that on your agenda yet. Because of the 
previous agreement to adjourn tomorrow at 3 o’clock, the 
suggestion is that in order to have sufficient time for dis- 
cussions with the ministry, we shorten the lunch break and 
reconvene at 1 o’clock. So we would adjourn from 12 until 
1 and then continue our discussions until 3. That is one 
option. The other option is to continue right through with 
just a couple of 15-minute breaks and see if we can get 
some sandwiches or something so that we actually do not 
have a lunch break tomorrow. 

We are scheduled to start tomorrow morning at 10 
o’clock and the schedule is quite full. We have for the rest 
of the afternoon an opportunity to debate some of the is- 
sues, question ministry officials—the Ministry of Health is 
here—and I would seek advice from the committee as to 
how you would like to proceed, both for the rest of today 
and tomorrow. 


Mr Jackson: Could you or the clerk briefly advise us 
of what ministries are coming and in what order. I do not 
want to know how much time is devoted to each—I am 
comfortable with your judgement in those matters—but 
just who is coming and whether all invited ministries were 
able to attend. That is all. 


Clerk of the Committee: Linda, you have a couple of 
outstanding matters, I understand. 


Ms Bohnen: Yes. First, I can tell you who is coming 
tomorrow and at what time. At 10 o’clock is the Ministry 
of Community and Social Services; at 10:30, the Workers’ 
Compensation Board; at 11, the Ministry of Education. 
The others which were requested, further to your request, 
were ONAS, which we have just heard from of course, and 
the Ministry of the Attorney General, which has declined 
the invitation. The clerk has their letter in response to the 
minister’s letter, and perhaps it could be read into the record 
if you wish. 

Clerk of the Committee: I have it in my office. I can 
read it into the record tomorrow morning or bring you a copy. 

Ms Bohnen: The Ministry of Citizenship Office for 
Disability Issues has given no response as yet. I do not think 
we have a final response from the Ontario women’s director- 
ate either. We are a little uncertain whether they declined. 
Perhaps they have not confirmed that they have declined. 

Mr Jackson: The language in these matters is most 
important, I appreciate. 

Ms Bohnen: So what is scheduled is what I told you 
tomorrow. 


Mr Jackson: What about seniors? They were the key 
ones I was interested in. 


Ms Bohnen: I think seniors slipped through the 
cracks. We can get back to the Office for Seniors’ Issues at 
the Ministry of Citizenship. 

1450 

Mr Jackson: I was just going to say, as you know, it| 
is not really a ministry. It is a secretariat with a couple of| 
desks. Well, it is true. But we have not got a confirmation) 
of Citizenship for disabled. | 


Ms Bohnen: My sense is that the issue for the disabled| 
office within Citizenship was the attendant care issue. It is 
my understanding that because this issue had been dealt 
primarily with the Ministry of Community and Social Ser- 
vices, it was their view that the Ministry of Correctional 
Services presentation was most appropriate and that they 
had really nothing to add to that. 


Mr Jackson: I have a concern with that, because we 
were trying to make the distinction between points raised and 
the position of the various ministries in these capacities. 
There is a world of difference between Comsoc as a minis- 
try and the Office for Disability Issues, which has a partial 
advocacy component to it. In fact the advocate for the 
disabled, that whole committee of advocacy, is managed 
through that ministry. So our access to the advocacy group 
was through the ministry. Had we known that we were 
going to get this response, it would have been in the 
committee’s best interests to call forward a representative 
of the advocacy group or the advisory council on seniors’ 
issues or the advisory council for disability issues so that they | 
could give us some form of a reaction to the legislation. 


Mr J. Wilson: The Ministry of the Attorney General 
declined. Did they give us a reason for that? 


The Chair: Yes, there is a letter that will be circulated 
tomorrow morning. 


Mr J. Wilson: Does anybody know what the gist of the’ 
response was, just for the record? 


The Chair: She is going to get the letter now. 


Ms Haeck: Mr Hope was asking me why we were 
ending at 3 o’clock tomorrow and I have to admit the two 
of us are not sure, so could we get some clarification on that? | 


The Chair: It is out of respect for the beginning of the | 
high holidays tomorrow evening, and in order to prepare to 
be in synagogue. Both myself and another person participat- 
ing in these committee hearings have to leave by 3 o’clock. 


Mr Jackson: We could not get along without either of | 
you. | 


The Chair: On the other question that I asked regard- | 
ing how we would like to proceed tomorrow, is there a. 
consensus that we will adjourn for lunch from 12 until 1? 
Agreed. The hearings in the morning will be from 10 until | 
12 and then from 1 until 3. 

Mr Burrows has some information for members of the | 
committee. 


Mr Burrows: The committee might appreciate what 
is kind of a status report on other questions. I would like to | 
reiterate in relation to the last item that invitations were 
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extended to all of the ministries for which questions were 
vaised and we were asked to arrange. Unfortunately, we 
yannot control the responses. As you know, there is no 
bligation for the ministries to appear. We still have not 
‘aeard from one in particular at all, and another is unclear at 
his point. Hopefully, by tomorrow we will have definitive 
-nformation from those two. 

| With respect to the other questions that were raised, we 
jiave a list. I would like to go through that list and give you 
‘1 status report. It should not take more than a couple of 
/ninutes. Is that acceptable? 


The Chair: With agreement? Yes, please continue. 


Mr Burrows: These are under general headings and, 

Linda, please help me if I have forgotten a specific issue. 

There were a couple of items related to long-term care, dental 

aygiene and chiropody-podiatry. It is our understanding 
hat the representative from the Ministry of Community 
ind Social Services tomorrow will address those issues. 

_ There were two items related to the provision of hear- 

“ng aids. One was a request for information from the assistive 

Jevices program on access and monitoring, and in particu- 
ar, more recent data with respect to access. There was also 
1 question related to comparative costs for audiometric 
services. We will have for the committee tomorrow—I sin- 
rerely hope tomorrow—information of that nature. We 
aave some of it. Unfortunately, some of the data, due to 
vacations and so forth, has been slow in coming forward. 
Also, it would appear that some kinds of data simply do 
jot exist. However, we will certainly share with the com- 

‘nittee what we have, and it is being put together as we 
speak. Hopefully, we will be ready for tomorrow morning. 

There is information with respect to the provision of 
qursing. A question was asked related to standing orders: 
Does the ministry follow up on standing orders and retro- 
activity of standing orders? We have a package that we are 
vabling with the clerk this afternoon which covers, we be- 
‘ieve, the answers to that question. 

_ There was an additional written question related to 
comparison of licensing versus registration. Subsequent to 
he question being asked, it is our opinion that Linda re- 
sponded. However, in questions and answers, if you would 
ike us to elaborate upon that, we can. 

__ There was a question related to the profession of chiro- 
oractic and the Workers’ Compensation Board. In the writ- 
en package that we are giving to the clerk this afternoon, 
there is factual information which we have put together 
with the assistance of the Workers’ Compensation Board. 
Also, we expect that a representative from the Ministry of 
Labour will be here tomorrow to address any questions 
“elated to WCB policy. 

__ There was a question related to the role of social work- 
srs under the Child and Family Services Act. We are re- 
>ponding to that in writing today. That is ba of the 
ackage we are tabling this afternoon. 

There was a request for consideration of the relation- 
ship of an exemption for acupuncture and concerns about 
he transmission of disease. I am going to report verbally 
on that right now. We have talked to the public health area 
of the Ministry of Health and we have been advised that in 





their opinion no legislative change is required to public 
health legislation to enable them to enforce standards of 
aseptic technique or to prevent the transmission of disease. 
In fact they believe this can be accomplished under exist- 
ing legislation. So I am reporting that back now. 

There was also a request related to the experience of 
other provinces with respect to the self-regulation of nurses, 
and in particular, of practical nurses or registered nursing 
assistants. We are responding to that in writing. It is part of 
the package that we are tabling with the clerk this afternoon. 

There was a question from the Ontario Pharmacists’ 
Association related to the exemption for hospital pharmacists. 
I believe the committee’s suggestion was that perhaps that 
question would be directed to Mr Schwartz. Unfortunately, 
I think we ran out of time this morning. I did not hear that 
question being asked. 

Lastly on our list of questions to respond to there was a 
question about comparing or at least elaborating upon 
which other health legislation—and I believe it was Ms 
Haeck who raised the question—that we have referred to 
sO many times governs what health professionals may do 
in certain practice sites. That is being written. It is not part 
of the package we are tabling today. We hope it may be 
ready tomorrow. If it is not, we will certainly table it with 
the committee before clause-by-clause, no later than next 
week of course. We believe that list is exhaustive. Thank you. 


The Chair: Comments or questions? Mr Wilson. 


Mr J. Wilson: I do not have a comment specifically 
dealing with that list, other than to say I think it was ex- 
haustive and comprehensive and well done. Would you 
entertain another question, though, that I have? 


The Chair: Yes. 
1500 


Mr J. Wilson: I have a general question that came up 
in my riding the other day to deal with the controlled act of 
putting or probing below the dermis? What is the term? 
The legislative counsel knows. 


Mr Jackson: Subcutaneous procedure. 


Mr J. Wilson: Yes. I do not have the act with me. 
Sorry about that. The question came up that in a particular 
doctor’s office, the receptionist was acting as a nurse and 
performing injections by needle and that there really was 
not any remedy under the current laws in Ontario to do 
anything about this. I understand how the proposed act we 
are dealing with deals with that as a controlled act, but 
what is the current status of that? 


Mr Wessenger: I will ask ministry staff to reply to that. 


Ms Bohnen: Under the Health Disciplines Act, medical 
acts can be delegated to non-medical people, including recep- 
tionists in physicians’ offices, I suppose. You will see that 
one of the documents attached to the material given to you 
today is a publication from the College of Physicians and 
Surgeons of Ontario dealing with what they call sanc- 
tioned medical acts. Sorry, now they call them delegated 
medical acts. 

That includes a comprehensive list of what may be 
delegated in institutional settings, but it also specifically 
addresses the skills or qualifications of persons performing 
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medical acts in the office setting. It does not list those, but 
it simply says that this idea of a physician in his office 
delegating to his or her whatever—receptionist, I guess— 
poses little difficulty, because the physician employs the 
person, knows his or her qualifications and there is an 
established working relationship. I think that the CPSO’s 
view is that it was the responsibility of that physician who 
employed the receptionist to ensure that she was properly 
trained in the giving of the injections. So I do not believe, 
just from what you have told me, that it is unlawful. 


Mr J. Wilson: Yes, that was my understanding upon 
investigation also, that there really was not anything to do 
about it. It really was not unlawful. Just in the context of 
our proposed legislation here, we are clearing that up, are 
we not? A controlled act will be— 


Ms Bohnen: Under the Health Disciplines Act, in 
order for an act to be delegable, there is supposed to be a 
regulation under the Health Disciplines Act, and there is 
not. The legislation before you is clear that any controlled 
act, such as giving injections, may be delegated unless 
there is a regulation saying no, you cannot. So I think it is 
clear under the proposed legislation. 


Mr J. Wilson: It is clear— 


Ms Bohnen: Clearer. It will be clearer in the future 
that a controlled act may be delegated. 


Mr J. Wilson: So if you wanted to prohibit those 
other than qualified nurses in a doctor’s office, prohibit the 
receptionist from giving needles you would have to go to 
the advisory committee and ask for regulations? 


Ms Bohnen: No. You would do two things. First, you 
would go to the College of Physicians and Surgeons and 
say to the council of that college, “We think you should 
make a regulation restricting or prohibiting this,” or if you 
are a patient or whoever, I think you would make a com- 
plaint to the college about the physician who permitted this 
and, through the complaint and discipline process, induce 
the college to say that it is not in accordance with the 
proper standards of medical practice for a physician to 
permit his receptionist to do this. You would get an articu- 
lation of the standard, without of course judging—I am not 
in a position to say whether it is a good or bad thing to 
have people doing that. 


Mr J. Wilson: It seems to be in the past few years that 
physicians are cutting down costs in their offices by not 
having to have as many nursing staff. I will say that for the 
public record. There seems to be a trend out there that I am 
clearly worried about, but thank you for your response. 


Ms Bohnen: If I could just add—though remember, 
Mr Wilson, that you have also heard from people concerned 
about attendant care—that it is sometimes in the public 
interest to have non-professional people providing injections. 


Mr J. Wilson: It is a very good point. Thank you. 


The Chair: There is an opportunity now, and I will 
entertain the speakers’ list if there are any issues that we 
would like to discuss now with ministry staff. Before we 
do that, we have just received a letter that was referred to 
from the Attorney General. Everyone is getting a copy of 
it, but for the record, I will read it into the record if you 


wish. This is dated September 12, 1991 and addressed te 
the Minister of Health. 

“Dear Ms Lankin: 

“I am responding to your letter of September 10, 1991 
extending an invitation to provide a representative of this 
ministry to the standing committee on social development 
on September 16 and 17. 

“T am advised that law officers of the civil division o 
this ministry, seconded to the Ministry of Health, will be in} 
attendance at the proceedings of the committee on those, 
days. I have full confidence in their ability to address the! 
relevant legal issues and answer any questions of the com- 
mittee. 

“T am pleased to be able to assist the committee in this 
fashion. 











“Yours very truly, 
Howard Hampton, 
Attorney General.” | 
Clear? 
Mr J. Wilson: Clear. | 
The Chair: Ms Haeck is first on the list to raise issues 
for discussion. What I am going to do now, which is differ- 
ent from the process when we have had witnesses, is to 
entertain the speakers’ list in order of who signifies they 
would like to speak. However, if one caucus tends to dom- 
inate, I will alternate through the caucuses to ensure that 
everyone has an opportunity. 
Mr Hope: Just don’t intimidate anybody from asking 
questions. 
The Chair: I never. I always encourage people to adh 
questions, Mr Hope. After six weeks with us on this com- 
mittee, you should be the first one to acknowledge that, i 





would think. 
Mr J. Wilson: The fun has just begun. 


The Chair: As long as you do not lose your sense of 
humour. Ms Haeck, please begin. 


Ms Haeck: We have not lost it. In light of some of 
your earlier comments, it was most appreciated. Score 10. 
However, beyond that— 


Mr J. Wilson: How has the score been run up? 


Ms Haeck: They just do not know how well we have 
worn on each other. Anyhow, I would like to ask a question 
of legal counsel, through the parliamentary assistant. There 
is still some confusion, I think—‘concer” is probably a bet- 
ter word—on the part of people presenting about the whole 
issue of the communication of the assessment diagnosis, 
and there is this feeling of obstacles being put in the path' 
of patients, having to run to various practitioners in order 
to get a full outline of what in fact may be the situation, 
with their particular disease, disorder or dysfunction. I was} 
wondering at this point in all of our discussions how to 
assure people that this is really not the intent. | 

Mr Wessenger: I will refer that to the ministry staff, | 
but I think Mr Schwartz this morning certainly gave a clear 
indication of his position with respect to the legislation, 
being a lawyer and the creator of the legislation. I thought. 
it was quite a satisfactory answer but I will refer it for 
more comments by ministry staff. | 
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Ms Bohnen: I think one of Mr Schwartz’s comments 
in particular that was useful was that, because of the nature 
of this beast, you cannot prove to people that their fears are 
10t real fears. It is not like disproving a statement of scien- 
‘ific fact. It is not something really susceptible of proof or 
Jisproof except by experience. I think one of the things he 
said was that he did not think it would take very long, in 
actually living with this legislation once it is passed, for 
them to be much more comfortable with the fact that what 
successive governments and the ministry have been saying 
all along is, “You don’t have anything to be concerned 
about.” Other than that, they have not accepted what has 
een said so far, so maybe it just is that experience will 
aave to be the teacher. 

__ Ms Haeck: I appreciate that. We had further discus- 
sion of this at lunch and realized that it is still very much a 
concern uppermost in people’s minds, to call on your X 
years of experience with this to reassure myself and the 
eople who may be in the audience and other people who 
ave presented to us that really that is not the intent and to 
larify that any more if we possible can. 

| The Chair: Good idea. Could I suggest that ministry 
officials take these microphones at the other end of the 
‘able and that we could try turning on the air-conditioning 
ind see if Hansard can pick everything up? It is very warm 
n here. Can we try that out and see if it will work? Then 
you will have two microphones available. 


__ Mr Wessenger: Then you will not have to put all the 
questions through me. 

| The Chair: The intention was to allow for questioning 
of the ministry staff. Any questions from any of ue caucuses, 
any members of the committee? 

Mr Cordiano: Just to say simply that staff has been 
yretty thorough in its analysis. I think we have covered just 
bout all the concerns. Despite the fact that I was not here 
“his morning, I understand it went very well. Most of our 
juestions were deliberated on, any of the concerns that we 
iad for Mr Schwartz were addressed, and I think the areas 
hat you spoke about this afternoon where we had various 
soncerns were touched on quite adequately. I believe we 
ire ready for clause-by-clause, Madam Chair. 

_ The Chair: We will have an opportunity tomorrow to 
‘tave additional questions answered. Just for the information 















of committee members, I would also point out that our 
researcher Alison has told us that she will have another 
interim report available for us as soon as possible. But there 
are still briefs coming in and, with the postal strike, the 
decision has been taken on your behalf to continue receiv- 
ing those briefs, so we will not have the final report until 
we are about ready to start clause-by-clause. Alison, did 
you want to say anything on that? 


Ms Drummond: No. I really do not have anything to 
add to that, but I hope to have the second interim summary 
of submissions ready tomorrow. I am hoping tomorrow, 
certainly the next day. 


The Chair: The clerk has informed that, because of 
the postal strike, we extended the date for inclusion in the 
overall report until September 4. Anything received after 
September 4 up until this Friday will be circulated among 
all the members and will be kept as an exhibit that came in 
after the deadline and will of course be available. That is 
just for the information of all members of committee. 

Mr Wessenger, you had a comment? 


Mr Wessenger: I would like to compliment ministry 
staff. The fact that they are not be grilled with additional 
questions I think shows the amount of work and dedication 
they have put into this legislation and how competently 
they have advised committee during the hearings. I would 
just like to thank them for their assistance and, I am sure, 
their continued assistance in seeing this legislation through 
to finish. I would also like to thank, of course, all the 
committee members for their contribution and the Chair- 
person for all the assistance she has given me and I am 
sure will continue to give me. 

The Chair: That being said, I would thank the parlia- 
mentary assistant personally as well as on behalf of all the 
members of the committee. I think we all found both the 
public hearings and the support from ministry officials to 
be very worth while in helping to have a much greater 
understanding of this legislation. 

We will meet again tomorrow for the day to hear from 
other ministries, and I know that our Ministry of Health 
officials will be here at that time, in case anyone does 
think of anything over the course of tomorrow. 


The committee adjourned at 1513. 
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The committee met at 1004 in room 228. 


REGULATED HEALTH PROFESSIONS ACT, 1991, 
| 





AND COMPANION LEGISLATION 
LOI DE 1991 SUR LES PROFESSIONS 
DE LA SANTE REGLEMENTEES 
ET LES PROJETS DE LOI QUI LACCOMPAGNENT 


_ Resuming consideration of Bill 43, the Regulated 
Health Professions Act, 1991, and its companion legislation, 
Bills 44-64. 

' Reprise de 1’étude du projet de loi 43, Loi sur les pro- 
_ fessions de la santé réglementées et les projets de loi, 44 a 64, 
qui l’accompagnent. 


MINISTRY OF COMMUNITY 
AND SOCIAL SERVICES 

The Chair: I would like to welcome everyone this 
‘morning, and I call first the Ministry of Community and 
Social Services. The committee asked you to appear, and 
‘certain questions were placed in Hansard and on the re- 
cord. Can I assume you have a statement or a presentation 
‘to make before the committee and that this is how you 
would like to proceed? 
_ Ms Freiler: We are flexible. If you would like us to 
“make a statement, we could do that. Alternatively, we 
could just answer questions. 


| The Chair: I think it would be helpful to the commit- 
tee if you made a statement first and then committee mem- 
bers can ask the questions they would like. Many members 
“may have additional questions that would come from your 
statement, so that might be a helpful way to begin. Please 
introduce yourselves. 


Ms Freiler: I am Christa Freiler, and I am Zanana 
Akande’ s policy assistant. I am here to talk about the so- 
cial work act or to answer questions about regulation of 
‘social workers. This is Frank Wagner, who is the manager 
of the disabilities unit in the long-term care policy branch. 
He is here to talk about attendant care and any other ques- 
_tions of the committee. 


Mr Wagner: I did review the Hansard questions. 
What I have attempted to do this morning is to synthesize 
those questions, basically as I understand them, to address 
_ the impact of the legislation on disabled persons, which was 
certainly a focus of the committee, particularly around the 
_kinds of exemptions for self-directed and non-self-directed 
individuals, their desire for independence, the impact on the 
Ministry of Community and Social Services and how peo- 
_ ple access these services, particularly, again, in the context 
_ of the long-term care redirection. I have tried to synthesize 
my response in terms of those. I think that covers most of 
‘the questions around the attendant care issues. 
| Having attended some of the hearings, I realized there 
_/was some confusion as to where the attendant care programs 
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lie at the moment and what the legislative base is, so if I 
may Start with that. 

In fact, the redirection of long-term care has as its focus 
the consolidation of existing programs that provide services 
to the elderly and disabled persons. The consolidation at the 
moment involves the home care program, which was for- 
merly a Ministry of Health program, the integrated home- 
maker program, the homemakers and nursing services 
program and the attendant care program. Again, I realize 
there was some confusion as to where these programs lay. 

Of these four services, the attendant care program is the 
only one currently providing services defined as controlled 
acts in the proposed legislation through paid staff who are not 
usually members of the nursing profession. The other pro- 
grams we have talked about are mainly related to and are 
mainly administered by professional health care workers. 

Consequently, the impact of the introduction of the 
controlled acts on the attendant care programs and on dis- 
abled persons has been of concern to consumers, service 
providers and staff, both of the Ministry of Community 
and Social Services and the Ministry of Health. You cer- 
tainly have heard presentations to that effect. 

Since 1989—which is a direct answer to one of the 
questions—there have been discussions between the Min- 
istry of Health professional relations branch and MCSS’s 
community health and support services staff involved in 
policy development for physically disabled persons, the 
Office for Disability Issues, organizations and members of 
the disabled community and, most recently, quite a number 
of the people who did make presentations here as well. 

Based on the questions as raised in Hansard, I think 
what would be most important at this point is to clarify the 
role of the attendants and those procedures defined as con- 
trolled acts and to discuss a type of exemption under the 
Regulated Health Professions Act. 

The attendant care programs were originally funded by 
the Ministry of Community and Social Services and now 
lie in the community health and support services division, 
which is a joint division under the Ministry of Health and 
Ministry of Community and Social Services. 

Attendant care programs, as you are aware, have been 
operating successfully for years. You heard considerable 
testimony of the fact that individuals like these programs 
and that they have enabled a considerable degree of inde- 
pendence that was not obtainable before, without these 
services. Services are provided by trained attendants in 
designated apartment settings termed “support service pro- 
jects” or in the disabled person’s own home through the 
attendant care outreach program. 

Again addressing a specific question, until such time as 
legislation is introduced or consolidated, the authority for 
these programs remains in the Ministry of Community and 
Social Services Act. I was part of a session where I heard 
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that question raised: What is the authority for the attendant 
care programs? It is in the MCSS Act, which gives the 
minister very broad powers to develop programs in that area. 
1010 

The premier criteria for eligibility are that the applicant 
is 18 years old, the disability is permanent and there is a 
need for assistance with the activities of daily living. That 
is very important to stress, as we believe, as you have 
heard, again from disabled community groups and individ- 
uals, it is one of the key factors in looking at that. 

We have defined activities of daily living as mobility, 
transferring, positioning, meal preparation, eating, cleaning 
up, dressing, undressing, going to bed, washing, grooming, 
shampooing and toileting, including bowel and: bladder 
procedures—which are really possibly controlled acts, and 
that is where we want to focus our attention. 

In addition, again related to one of the presentations, 
over the past two years there has been much pressure to 
admit persons with severe respiratory conditions, some- 
times with a tracheostomy, usually requiring mechanical 
ventilation on a part-time basis. We are certainly aware of 
the presentation made by groups, such as the Committee 
for Independence in Living and Breathing, which were 
here before you. 

Three or four ventilator users have already been admit- 
ted to support service projects and several more are served 
through the outreach program. Consequently, tracheostomy 
suctioning, which is interpreted as another controlled act 
for a health care professional, is being performed by non- 
health professionals and has been for a period of time. 

It should be noted, and this is the key point I would 
like to make, that all of these procedures, including those 
defined as controlled acts, are essential routines for daily 
living for the persons requiring them. That is the funda- 
mental issue, as we see it. 

I would like to conclude by saying that what we are 
attempting to do in terms of the redirection of long-term 
care is look at the continued and expanded use of non- 
health professionals in the community settings. This is not 
to say, however, that these individuals would not be trained, 
and that is where we intend to put a lot of our focus. 

In an effort to accomplish that, we are suggesting at 
this time, although it is still a suggestion, that we look at a 
continuation of the program we have developed which is 
training attendants in skill procedures, so they can meet the 
requirements defined as controlled acts under the new 
Regulated Health Professions Act. 

Currently, attendants’ training is provided by in-service 
instruction and practice by an agreement with the local 
community college or by purchase of service from a nurse 
who is registered with the College of Nurses of Ontario. 
We intend to continue that. It is our suggestion to continue 
that, to make it more rigorous and to develop both generic 
training programs and specialized training programs. 

Included in some of the generic training programs for 
in-home workers will be certain procedures which are de- 
fined as controlled acts. This would cover those individuals, 
such as seniors or the head-injured, who may or may not 
be able to self-direct their own care as well, but should 
have the same opportunity as other individuals to access 


services in their home and to access timely and, in most 
cases, non-health-professional services, which are much 
more readily available. 

We are also talking about individualized training for those 
procedures that are considered more specialized, where in- 
dividualized instruction and training are planned for these 
procedures. That would require professional instruction and, 
in some cases, a delegation of authority from a licensed 
health professional, who would basically ascertain that the 
training was of a sufficient standard and that the person was 
competent to deliver that service on a one-on-one basis. 

Basically, if I may summarize, we are certainly inter- 
ested in an amendment to the Regulated Health Professions | 
Act, and there has been correspondence between the deputies | 
of Health and MCSS to this effect. There has been corre- 
spondence by the previous minister responsible for disabil- 
ity issues to various advocacy groups and representative 
groups indicating that this is desirable, as well as the an- | 
nouncements by both the previous minister and the current 
minister when the legislation was tabled indicating that 
this was a desirable end. 

By way of summary, what we are talking about is that 
persons or acts themselves should be exempted when the 
procedures defined are essential routine activities of daily 
living for the person requiring them, when the person per- 
forming these is a family member or when there is an 
agreement between that individual and the person provid- 
ing the services; and in other cases, such as the case of 
children or those vulnerable individuals, where a regulated 
health professional has ensured that those services are of a 
certain calibre and standard and that person can perform 
those services. 








Mr J. Wilson: In the area of title protection, with re- 
gard to the language in each of the bills that reads “titles 
are protected in the course of providing or offering to pro- 
vide in Ontario health care to individuals,” it has been 
suggested by a number of groups that perhaps that should 
be deleted. Because in the area, for example, of speech- 
language pathologists or audiologists, where they may do 
consulting in the education field or community and social 
services, the titles that are to be protected and some that 
may be introduced by amendment are only being protected 
in the health care field, and it would be better for consum- 
ers if they understood that a speech therapist was a speech. 
therapist across the board, whether in a health care setting 
or at Comsoc or working for the government, as we have 
some on staff. Any comments from Comsoc on that? Did 
you look at that area? 








Mr Wagner: Interestingly enough, it has not received | 
the interest or the discussion that the area I just addressed 
did, the attendant care issue. Other than information pro- | 
vided as a courtesy, for instance, from the psychologists or | 
the speech-language pathologists, etc, we have not been 
directly affected by that in terms of ministry policy work 
or lobbying activities. There has been very little in relation 
to that title protection area. It has not been a significant 
issue for us. 


Mr J. Wilson: That is strange, because we have had | 
about three or four major areas of concern from most | 
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groups, and one of them has been title protection, trying to 
get a feel from the government whether other ministries 


_ have objections in this area. I was under the assumption 


that perhaps other ministries did have objections, Comsoc 
‘being one of them, because for some reason this language 
was put into the act. 


Mr Martin: In presenting a package of regulations 
such as this that comes out of one ministry but has tentacles 
that move into the realm of other ministries as the whole 
‘notion of health care evolves, particularly in the area of 
mental health and community mental health and commu- 
‘nity mental health programs, I would like to hear you share 
with us some of the direction in which the ministry is 
planning to go re the whole community mental health field 
_and scene, whether there are any ramifications of this leg- 
islation that might cause you some concern, particularly in 
the area of the ability to diagnose, and going back to some 


_ of the title protection concerns that were raised around the 
issue of, for example, psychologists not having sole pos- 








session of the terms “psychological” and “psychology” re 
what mental health workers do in communities. 


Ms Freiler: I think we will have to get back to you. 
We came prepared to answer specific questions and we 
would have had to bring other people with us to answer that. 


Community mental health right now is in the joint divi- 
sion between the Ministry of Health and the Ministry of 
Community and Social Services, and the only contact we 
have had on the issue that relates to what you are raising is 
with the group that had concerns about the independent 
therapists. I cannot remember; I think they made a presen- 
tation to this committee. 

Their concern was that they were excluded from this. 
They were also excluded from regulation because they 
were not doctorate psychologists. They raised a number of 
questions that they presented to a number of ministries, 
and I think they made a presentation here. I understand this 
is being resolved, but we will have to talk to people in the 
community mental health branch and get back. 
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The Chair: Could I suggest that it might be appropri- 
ate for you to respond in writing or have the individual 


respond in writing to Mr Martin. Then, if he wishes, he can 
_ Share that information with the standing committee. 


Mr Martin: Just so you know and actually do your 
research or talk to your folks about this, some serious 
questions have been raised from people who would fall 


under, I would think, the mandate of your ministry more 


than the mandate of the Health ministry around the issue 
of the harm clause and the diagnosis clause and their abil- 
ity to do their work in the community. 


Because, as I sense, the Ministry of Community and 
Social Services moved to have communities heal them- 
selves and be creative in the way in which they might 
respond to mental health needs and how even education 
might get into the act in terms of delivery of service and all 
that, there are folks out there who are doing work now in 
the mental health field particularly who are concerned that 
this might put them in jeopardy as they continue to do that. 


Yesterday, as I talked to Mr Schwartz, I shared with 
him an example—I was involved in a lot of community 
work over the years. It became common knowledge that 
people who took, for example, teams of young people on 
trips got into accidents, whether big or small, and were 
sued; some of them got into lawsuits that cost them their 
livelihood. They more and more backed off doing those 
things that we all took for granted as a good thing to do 
and good for community mental health and that kind of 
thing. I am afraid that with some of the legislation we are 
looking at bringing in here, we might have the same kind 
of impact, that people might back off and say, “I’m not 
going to be involved in that any more.” I think you take 
away a valuable resource from a community as it tries to 
deal with some of the problems it confronts. 

I will be interested in Comsoc’s response to that on 
whether there will be an impact. 


Mr Jackson: My area of concern has to do with how 
well this legislation anticipates some of the changing 
needs within the ministry as it relates to long-term care 
reform. In particular, I would like you to talk in more 
detail on the items you referenced earlier about the respon- 
sibilities of family members who are providing care of a 
routine nature versus providing care that in another setting 
clearly is regulated and requires the supervision of another 
professional. 

I know I am asking you to look into the future, but 
there are sufficient pilot models for community-based 
health care now where this situation would emerge. I am 
anxious to determine if the ministry has analysed that and 
can guide this committee to ensure that the legislation be- 
fore us is sensitive to that changing direction in which we 
are going to evolve in the coming decade. 


Mr Wagner: It is a very difficult question to respond to, 
because of course things have changed so much in terms 
of the interface between health and social services. Things 
will continue to change, and the impact of the medical 
technology is of such significance in what we are talking 
about that it really does directly impact. 

We do believe overall that the proposed legislation, as 
we understand it, will have a positive effect in the areas you 
are talking about, provided some exemptions are obtained, 
for instance, for family members and other non-health pro- 
fessionals, particularly in the areas you are talking about, 
which I was alluding to and also have some experience in, 
mainly those individuals with those kinds of conditions 
which were not even around 5 to 10 years ago. For in- 
stance, ventilator-dependent individuals were not around 
in a formal setting; they have been around for many years 
in terms of, for instance, polio survivors on respirators for 
many years in the community and there was no attention 
or no interest paid because they were coping as best they 
could with family members. 

However, we are talking about new phenomena largely 
related to the impact of trauma units and the ability of 
health systems to save individual lives with the possibility 
of very sophisticated mechanical and other supports. I really 
think that is the area; also, chronic care situations that require 
immense amounts of support and help. 
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At this time, we do not know the extent to which we 
can respond. We are certainly trying. There are pilots, as 
you suggested, relating to the care of individuals both by 
family members and supported through health profession- 
als and non-health professionals. What our experience has 
been, and I think you have heard this from the presenta- 
tions so far, is that most parents and most individuals can 
do the sophisticated procedures provided they are trained. 


Mr Jackson: Let me lay out for you the specific con- 
cer I have. In this world of eternal optimism one would 
hope that all experiences for a patient in a home setting are 
wonderful, are supportive and done to a professional level. 
However, if one were to cite the cases of elder abuse, of 
certain forms of family abuse which the system does not 
necessarily check, it puts a great onus on this committee 
and the work before it in areas where we are taking some- 
one out of a hospital setting, where this legislation clearly 
defines the professional conduct, and putting them into a 
home setting. 

I am not going to disagree with you that our capacity to 
move to a home setting is enhanced greatly. However, if a 
senior citizen in my riding is in a hospital for dialysis, he 
will have the direct supervision of a doctor, and a nurse 
with urology experience will be doing the hookup and the 
disconnect and will be doing some monitoring. When we 
move that to a home setting, we now have a very confused 
set of liabilities that flow between the family and the nurse 
because some of the training is done by the nurse to the 
family member. We drop, in a sense, the legalities and the 
supervision of the physician in the urology department. 

That is of concern to me and to seniors in this province, 
and I am trying to determine the extent in which ministry 
thinking, legal or otherwise, has evolved to look at that issue. 
Certainly that situation is occurring now, and the legislation 
we are about to implement will impact on that environment. 

I am looking at the downside, which unfortunately, sta- 
tistically, we are finding out is much higher than we had 
anticipated in this province. Can you address that: As op- 
posed to knowing that we are going to do it because we are 
able to do it, that we are going to do it because we have to? 


Mr Wagner: At this time our analysis, including a 
recent study we have done on high-care needs of individuals, 
has not shown that. Neither has some of the material we 
have from other jurisdictions. What it has shown, in fact, is 
that with care in the home, the number of hours and the 
kind of care and the risk of infection, by and large, are less 
than in the hospital setting. So our community data do not 
support that necessarily. The issue you raise is certainly 
well founded: the issue of liability and that delegate— 


Mr Jackson: Supervision of professional medical 
services, which is what we are here to deal with in this 
legislation. 

Mr Wagner: And also, on the upside of that, the notion 
of having professional standards, having standards that are 
applicable to the home community, which we support. We 
are saying there have to be standards. There should be, 
besides this legislation, different ways of enforcing those 
standards, rather than relying on this legislation to do that. 


This would allow us the flexibility to use non-health pro- | 
fessionals in this kind of setting. 


Mr Jackson: Madam Chair, if I could simply ask a | 
one-line question, because I sense I am not getting far with | 
this question— 


The Chair: You are just not agreeing with the hy- | 
pothesis, Mr Jackson. 


Mr Jackson: I was not laying out a hypothesis. I was | 
simply asking if the ministry has examined the issues as they 
relate to home-based home care, where family members are | 
now involved in not necessarily simple, routine procedures 
but complex medical procedures, and who is responsible 
for supervision. I simply ask the question this way: Does | 
this legislation, in your opinion, deal at all with home care 
programs in this province that are run through your ministry? 
If so, how does this legislation impact that directly? 


Mr Wagner: It impacts it both directly and indirectly. 
I refer you again to a study we have just completed, The 
High Care Needs of Individuals, which is certainly available 
through our office and which I think will answer some of } 
those detailed questions in terms of what data we have. In | 
terms of home care programs and those other programs I 
mentioned, that package of programs which we are trying 
to rationalize, it will provide standards for health profes- 
sionals and non-health professionals. That is the intention. 
Hopefully, in those areas you are speaking about, in those 
areas where there is some question and some risk, signifi- 
cant risk, there will be a mechanism worked out through 
the colleges that will permit transfer of responsibility with- 
out necessarily relinquishing authority, which is what I think 
you are getting at. 
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Mr Jackson: So the legislation is silent on it at this 
moment, but you are doing work on it. 


Mr Wagner: We are anticipating further discussions. | 


Depending on the nature of the exemptions, we are antici- | 
pating discussions with the colleges and we are working 
with them. 


Mr Jackson: With the individual colleges? 
Mr Wagner: That is right. 


Mr Jackson: The ministry has given you a mechanism 
and a plan for discussions for that, and you are actively 
reviewing this legislation with a view to looking at com- 
munity-based and home care types of programs on the 
critical issues of professional, medical, support services — 
and the supervision thereof? 


Mr Wagner: We have been doing that since we were 
made aware of the potential impact of the legislation when 
it was tabled. 


Mr Jackson: That was some years ago, yet you have 
not provided any concrete proposals, or you are not im- | 
pacting this legislation. 


Mr Wagner: Partially, that is because we are also | 
talking about the reorientation of long-term care, which is 
still in its infancy. 


Mr Jackson: Okay, I think we have enough. | 

















) 


/17 SEPTEMBER 1991 











Mr Sola: I have subbed on to this committee several 
times. A social worker made a statement I found disturb- 
ing, that 80% of the mental health cases that came before 
him were misdiagnosed. The question period was a little 
short, but I got the impression that it was not a slur on the 
capability of the medical personnel who had diagnosed 
these people. It was just, I think, a question of how com- 
fortable the clientele felt in a medical environment; they 
maybe let their hair down more when they were being 


_ interviewed by a social worker. I am wondering whether 
| you find this 80% misdiagnosis to be province-wide or 


whether this was a particular case for the Sault area. Could 
you comment on that, please? 


Ms Freiler: Neither of us have ever heard that statis- 
tic. I would like some clarification. Is this misdiagnosis by 
a social worker? 


Mr Sola: No, the social worker claimed that mental 
heath patients referred to him had been misdiagnosed by 
the medical people who had done the diagnosis. I was 
disturbed by this, but I do not think this was a slur on the 
capability of the psychiatrists or psychologists who inter- 
viewed the person, but just that, I guess, they were looking 
for something other than what a social worker looks for. 
Also, I think the clientele felt more comfortable talking to 
a social worker than to a psychologist or a psychiatrist. I 
am wondering whether this is a province-wide phenomenon 
or just maybe the case in the Sault area. 


Ms Freiler: I think you are asking a question that is 


‘too important for us to try to wing it. Neither of us knows, 


but we will certainly find out in the next couple of days 


and get back to you in writing by the end of the week. 


Mr Hope: I was listening to what you were saying. I 
listened to Alan Schwartz yesterday talking about how the 


_ system would have to be flexible. Listening to your answer 
| to Mr Jackson’s questions, are you saying that because we 


identify certain needs as the system goes on, as we start 


talking about care provided in the home instead of institu- 


tional settings we are going have to be flexible in order to 
accommodate, making sure that high quality is there? I 
have to ask you that. Along with that, do you see an ongoing 
rapport with the health professions working with the col- 
lege—you made reference to head injuries—as we start the 
dialogue around the criteria? As you talked about criteria for 
special people, I just wonder about your comments on that. 


Mr Wagner: I think we must show flexibility, be- 
cause we are faced with areas where we had no sense, as I 
said, 5 to 10 years ago that people would even be surviving 
certain kinds of traumas or chronic conditions. I am sure 
the committee members are familiar with the kinds of con- 
ditions; I am sure you have had presentations on these. 
What we have to do, and I think what you are alluding to, 


_ is that we must maintain the flexibility so that people have 


the dignity of risk. They have already demonstrated they can 


_ survive the trauma or the disabling condition. We have to, 


to the extent we can, enable them to go about their lives in the 
community. We cannot restrict them to a medical model 
that would in fact force them to remain in a hospital setting. 


_ Again, I know you have had a presentation to this effect. 
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The way we do that is most difficult, I agree. I think it 
was what Mr Jackson was referring to. I think we have to 
use non-health professionals. They are available. We can 
do more with the number of people. In fact, they provide 
the flexibility we cannot find, because we cannot even 
access those numbers of health professionals even if we 
wanted to. 

On the flip side of that, your reference to the head 
injury is a good example. In that area, there are very few 
standards or criteria right now in Ontario; there are very 
few anywhere, for that matter. I think we are looking to 
this type of regulation and this type of the development 
standards to help regulate that area. 

Looking south of the border, we have seen extensive 
development of services, in some cases by questionable 
individuals, because of the lack of standards. We are sug- 
gesting that something like the legislation proposed could 
assist in establishing those standards—in effect, the issue 
of credibility and credentials—and then allow us to have 
the flexibility with the colleges to say: “Fine, we under- 
stand that. We can meet those standards, but will you per- 
mit us to go further and allow those individuals who want 
to go back into the community the risk, the opportunity to 
try to live, knowing that mistakes will be made?” Certainly 
the liability issues are real. They are real right now. If an 
individual performs a procedure, he may be liable for it 
now, just as he would be liable later when it is a question 
of competency. 


Mr Hope: The second question goes to a slightly dif- 
ferent focus, dealing with the proposal that was made to us 
with new language that was developed. I know you have 
been out of the office for a bit. Have you had an opportu- 
nity to sit around and discuss the language that has been 
proposed to this committee? If so, is it workable for the 
health professions regulations? 

Mr Wagner: As I understand the last proposal, which 
came while I was on holiday, I think it does meet the needs 
of our ministry as well. Whether it be by amendment or 
regulation, it does provide a framework for activities of 
daily living to be exempt. That gives us the flexibility. For 
those kinds of individuals we were talking about who are 
in very risky situations, who are willing to take that risk, 
then I think we are talking about that model where there 
could be some regulation applied saying there must be 
delegation or supervision by health professionals. 

The Chair: With the permission of the committee, I 
would like to ask questions along these lines as well. Any 
objection? 

Mr Jackson: Who gets to cut you off? 

The Chair: Not you. 

Mr Jackson: I was looking for the job. 

The Chair: I will not be too lengthy. I will try to keep 
it within the same time line as others. 

We have discussed this issue before. The opportunity 
for individuals who are now able to live independently in 
the community and to make their own decisions around 
risk is seen as a quality-of-life issue. The dignity of risk is 
one which has been made very dramatically before this 
committee. We have all been looking for ways not only to 
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encourage and support that independence but also to re- 
spond to the desire of those individuals for what they were 
very clear and very articulate about, which was control 
over their own lives, making informed decisions. I do not 
think there is a group of individuals that has the opportu- 
nity to make more informed choices than in fact those 
people who are dependent on the kind of support and care 
which is now available because of new technologies. 
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With that as an introduction, a thought occurred to me. 
I wonder if it has been considered. If it has, that is fine. If 
it has not, I would like to ask that it be considered as part 
of the policy development process as well as the amend- 
ment that has been placed, which everyone seems to feel 
will accommodate the desire for now, under the rubric of 
flexibility you referred to and the need to respond to both 
standards as well as the issues of liability and ensuring 
proper informed consent. 

Your ministry has had some experience with the con- 
cept of contracting out of legislation. We discussed that 
yesterday with the folks from the native affairs secretariat 
around the Child and Family Services Act, where contracts 
are actually able to be developed between highly informed 
organizations or individuals. It seems to me that concept 
may have some real opportunity for this legislation, not 
only for the native communities but for disabled persons 
who, when properly informed, could establish the kind of 
contract upon leaving hospital that would give them com- 
plete control over their own lives and allow them to see 
that the individuals providing service were properly 
trained to a certain standard. Have you considered the con- 
cept of contracting out for disabled persons in the context 
of this legislation? 


Mr Wagner: In the context of the legislation? 


The Chair: In other words, an amendment that would 
permit disabled persons to enter into a contract with a 
provider that would save harmless the individual from lia- 
bility under the legislation, give the disabled person complete 
control over the hiring, education and so forth and take the 
provider out of the influence, if you will, of anyone other 
than the disabled person with whom he has entered into 
employment. It is an idea. I am wondering whether it has 
been considered, and if it has not, whether you are willing 
to consider it. 


Mr Wagner: I think we have attempted to practise it, 
in part, through our transfer payment programs to agencies, 
in fact to volunteer agencies which provide attendant care. 

The Chair: At the present time, though, there is noth- 
ing in this legislation that would allow anyone to contract 
out of it. 

Mr Wagner: I see what you are saying. In the actual 
context of the legislation, we have not discussed it in great 
detail except for the concept of delegation of authority to 
non-health professionals, which presumably could be con- 
tracting it. We have talked about pilot initiatives in terms 
of direct funding. We have talked about agencies continuing 
to provide the service to the individual and the individual 
making contractual arrangements with that agency for in- 
dividualized service, which is the beginning of the model. 
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Where we are experiencing difficulty, as I alluded to and as 
the questioning did, is around those high-risk individuals and 
ensuring we have access to health professionals. Ventilator- 
dependent individuals and advanced muscular dystrophy 
patients are examples where the continuum is so blurred 
that we must have access. For that individual to continue 
to live in the community, he or she must have access to 
health professionals to establish that continuum. 


The Chair: It was just an idea that occurred to me 
when we were hearing from some of the groups and orga- 
nizations. I realize an accommodation has come forward 
with the proposed amendment to the statute, but I wanted 
to raise the question and ask that you consider that in terms 
of the policy developments that are ongoing. That was the 
context of my question. 


Mr Jackson: Madam Chair, to the excellent point you 
have raised, just for the interest of the committee, the Min- 
istry of Community and Social Services conducted a work- 
shop all day Saturday with health care professionals and 
community agencies to deal with the issue you just raised. 
I sense that because of the deputant’s comments that long- 
term reform is in its infancy and because this legislation is | 
clearly before us, that means we are unable to merge the two, 
but it does not imply that the government is not undertaking 
discussions on this subject at this time. I have been briefed 
on a meeting that occurred as recently as last Saturday that 
dealt with this specific issue in part. 


Ms Freiler: I believe that was not our workshop. | 


Mr Jackson: It might have been the Ministry of Health, 
but it was around long-term care. They were facing the 
various professional groups that were in the non-profit and 
the for-profit sectors, and this delegation of authority was 
clearly discussed, from what I was told. 


The Acting Chair (Mr Cleary): I thank you for your | 
presentation. It was very informative. 


WORKERS’ COMPENSATION BOARD | 


The Acting Chair: Next we have the Workers’ Com- 
pensation Board, Tinie Van Schoor. Do you have some 
opening remarks you would like to make? 


Dr Van Schoor: I have a few remarks I could make in 
terms of the impact on the Workers’ Compensation Board 
and the legislation as it affects the chiropractic profession. 
Our concerns centre around a few points, and I would be | 
happy to respond to some questions. 

In the first instance, our legislation is clear that the 
injured worker is to make the initial choice of doctor or 
other qualified practitioner for the purposes of the 
Workers’ Compensation Act. In that regard, we have tradi- 
tionally recognized both medical doctors and chiropractic 
practitioners as being entitled to provide primary care | 
under the legislation. We would be concerned if anything | 
changed in terms of the status of the scope in which chiro- | 
practics were able to provide primary care. | 

This perhaps centres on some of the language distin- 
guishing between diagnosis and assessment for spinal versus 
other joint conditions. I had some discussion earlier this 
morning and it would seem as though that distinction is not 
going to be critical in terms of allowing the chiropractic to 
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| treat these conditions. The bulk of the conditions affecting 
injured workers treated by chiropractics is related to the 
| spine, although we have clearly 5% of cases that involve 
_ joints of the extremities. We have some difficulty with our 
| classification system, and we have another 23% of cases 
' where it is not clear whether it is a combination of spine 
| and extremity injuries. I just cannot pull that out of our 
_ data. So that is one issue. 


The other side of it is that when we are adjudicating 


entitlement to benefits under the Workers’ Compensation 
| Act, we try to relate the diagnosis of the injured worker’s 
condition, whether it be an injury or a disease, to the work 
circumstances. We have traditionally asked chiropractors 

to provide us with a diagnosis in order that our adjudicators 
can compare the diagnosis with the work circumstances 
| and make a determination of work relatedness. Again, if 
| there is a removal of the ability of the chiropractor to make 
| a diagnosis, this could to some extent encumber the situa- 
tion, although I would say a lot of it focuses around the 
definition of “assessment” versus “diagnosis.” 


Those are the issues that seem to be of concern to the 


compensation board. I would be happy to answer any 
"questions. 


Mr J. Wilson: Just to be clear on that, the current 


practice is that the Workers’ Compensation Board does rely 
upon chiropractors to make diagnoses of the extremities? 


Dr Van Schoor: Yes. 
Mr J. Wilson: It is your view that this legislation may 


| inhibit that practice by chiropractors? 


Dr Van Schoor: Yes, depending on the definition of 
“assessment” versus “treatment.” My understanding is that 


this would not exclude injured workers from going to a 
_ chiropractor, being assessed and treated, in that there is not 
a prescription needed at the front end before allowing them 


‘the choice of chiropractor. I would like to hear whether 


that is correct. 
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Mr J. Wilson: In the Workers’ Compensation Board 
use of the term “diagnosis,” are you using the term in the 


_ same context that the College of Physicians and Surgeons 
_ of Ontario would use it, and certainly the context in which 
_we have been asked to consider it? That is, you are asking 


chiropractors to explain the root cause of an ailment. Is 


_ that your understanding of the term? 





Dr Van Schoor: Yes, especially for the purpose of 
establishing work relatedness. We require that kind of defi- 


| nition because the cause needs to be determined as to 


whether or not it is work-related. If you do not have the 
cause, obviously that task becomes difficult. 


Mr Martin: In the light of some of the overlying prin- 
ciples of this legislation, one of them being that the public 


should be provided with a variety of choice in terms of 





how they want to be looked after when they have been hurt 
or when they are sick, do you see this legislation, in terms 
of your service, actually doing that? We have had folks 


| come forward excited about the possibility of getting some 
further recognition of what they do and some legitimacy 
_ given to their method of health service. Will this enhance 


and provide those people out there in our communities the 
opportunity to take advantage of health care that they see 
as the most appropriate for them? 


Dr Van Schoor: My understanding is that this is the 
intent of the legislation. Of course, as with all these things, 
we are concerned with both flexibility and access as well 
as high quality of care. In that regard, we follow very 
much other existing pieces of legislation. I do not think the 
Workers’ Compensation Board in and of itself really has or 
should have a role in determining which practitioners can 
practise what type of health care. We are inclined to follow 
on the definitions flowing from the Health Disciplines Act, 
from what the Ministry of Health determines, etc. We hope 
and trust that whatever is built in there addresses accessi- 
bility, cost-effectiveness and quality. 

We have a separate responsibility to monitor the health 
care that injured workers receive and ensure that this is of 
the highest quality. Where there are unique services required 
by injured workers that might not be required to the same 
extent by the general population, we look at trying to facil- 
itate and encourage the development of such additional 
services. 

So I think we have a concern in terms of access and 
quality, but at the same time we see ourselves in a second- 
ary role to the major agencies that regulate the health care 
professions. We sort of follow on from them. Our legisla- 
tion defines health care in terms of medical, surgical, opto- 
metrical and dental, and then the whole group of drugless 
practitioners. My understanding is that this will widen the 
choice for an injured worker among the group of drugless 
practitioners, who can then provide primary care without 
having to first go through a medical person. 


Mr Martin: I guess what I wanted to hear clearly 
from you—because you do pay the bills, and the person 
who pays the bills in this society usually calls the shots— 
is who you will recognize as a bona fide, legitimate health 
service deliverer. And, in light of the intent of this bill, 
which is to provide a range of choice to the consumer, will 
this legislation do that? I need to know that as I give my 
assent through this process, because we have had some 
letters presented to this group that have shown that the 
compensation board does in fact decide who can and can- 
not deliver service to the people it serves. 


Dr Van Schoor: Certainly on an individual case we will 
evaluate the treatment a specific injured worker is receiv- 
ing and see whether that particular treatment is appropriate 
at this time, relative to a type of injury. But in the broader 
context, as I said, we do not see ourselves being in the role 
of determining who can practise what type of health care, 
and we rely on other pieces of legislation to guide us. So in 
general terms, we follow the legislation that is out there, 
and if that changes, our practices will change. 

On the individual case, each case is examined on its 
own merits. We have to deal with whether this particular 
practitioner is providing appropriate care to this particular 
worker. That is where there would be a specific power 
exerted by the board in terms of payment or non-payment 
for a treatment. But in the broad context as to who the 
injured worker has access to, we rely on other legislation. 
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We have in the past followed it, and we would hope to 
continue doing so, unless there were some extreme reason 
for us to deviate from that. As I said, we are not in the 
primary business of regulating health care professionals in 
the province. We need to rely on other bodies to do that. 


Mr Martin: For many of us who serve in our constit- 
uencies, workers’ compensation has to be the most frus- 
trating, difficult thing we deal with in our day-to-day 
efforts to be of service to our communities. A lot of times 
it is because there are not clear definitions about what you 
can and cannot do and who gets what. 

I was hoping that any legislation we would pass in our 
mandate would in some way assist folks out there to ac- 
cess services in a more direct and clear fashion. Maybe 
you are not able to tell me that, but will this legislation 
take away any of the grey area and lay out clearly what it 
is people can access and what they cannot? 


Dr Van Schoor: As I said, in general terms, yes. In 
specific instances, I think this is where you meet some of 
your frustration. It is often not even so much whether the 
individual has access; we simply do not have the authority 
to pay the bill if a decision has not been made that the 
individual has access to benefits under the act. This is 
often the area of frustration: that the treatment might be 
appropriate, the patient has access, but the decision has not 
yet been clearly made as to whether the responsibility for 
payment lies with the Workers’ Compensation Board or 
with the individual or with the health insurance plan. I 
think this is where most of the frustration comes. Some- 
times these entitlement decisions are time-consuming and 
complex. That part of the frustration obviously would not 
be affected by this legislation. But in terms of general 
access for injured workers to a broader choice of health 
care providers, yes, it will do that. 


Ms Haeck: I would like to follow up on some ques- 
tions that Mr Wilson started to pose, and Mr Martin as well. 
The issue of diagnosis and assessment—disease, disorder, 
dysfunction—is one that obviously has been very much 
integral to this whole set of hearings. In the process of 
examining the diagnosis or assessment a chiropractor may 
make, what would be part of the documentation to review 
as to where a particular claim stands? I am looking at what 
kind of diagnostic tools or whatever you would expect a 
chiropractor to deliver to WCB in order to make a decision 
about a claim. What is the decision-making process? 


Dr Van Schoor: In terms of the entitlement, what we are 
looking for is identifying the cause of a disabling condition. 


Ms Haeck: Would that mean you would expect a series 
of X-rays to be included with this, og what else may or may 
not be involved? 


Dr Van Schoor: It would depend on the individual 
case, but a range of things would be required, from your 
history, your physical examination, special investigation 
such as X-rays, all the way through the range to invasive 
tests. In the case of the knee, an arthroscopy might be 
required, access to CAT scans, magnetic resonance imager 
scans, blood tests, etc; all may be necessary depending on 
the individual case. 
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Ms Haeck: In that example, there is a limitation as to | 
what a chiropractor is allowed to use as a diagnostic tool, | 
so a chiropractor may not in fact have access to prescribing | 
an MRI scan. That is my understanding. Is that yours as well? 


1100 
Dr Van Schoor: Yes. 


Ms Haeck: You made the comment about an invasive | 
procedure. It is also my understanding that they are not | 
really involved in an invasive procedure. That is much 
more an external examination. 

Dr Van Schoor: The only thing is that these investiga- | 
tions obviously are not necessary in all instances. I have | 
some difficulty in understanding the distinction between the 
spine and the extremities. The current practice is that if the 
chiropractor suspects something which requires more in- 
vestigative procedures than he has access to, he then refers 
to a medical doctor and the process flows from there. 

I find it, from a medical point of view, difficult to under- 
stand the distinction, because in many instances the diag- 
nosis of joint disorders of the extremities is a little easier | 
and more readily done than in the spine. That seemed a 
little curious to us: Why make the distinction between spi- 
nal and other joints? But in practice, the process seems to 
work well except for the exceptional cases. Chiropractic 
professionals generally identify problems that they can 
deal with. They deal with them appropriately, and if they 
feel it is something outside their field that requires addi- 
tional investigation, they very appropriately refer it to the 
medical profession. That has not been a problem for us | 
from the workers’ compensation point of view. 


Ms Haeck: Definitely. We understand that profes- 
sional arrangement is working well; I am not here to de- 
bate whether they have been doing that or not. But it has 
been a concern throughout these hearings about trying to 
determine what is a diagnosis and what is an assessment. 
The semantics of it has been a major issue for virtually 
every group that has come before us. 


Dr Van Schoor: Even with the medical profession, 
when we feel there is insufficient data for us to make a } 
work-relatedness decision, we will then ask for that physi- 
cian or a consultant to become involved. We will often re- 
quest that specific tests be done to assist us in establishing 
the causation issue in the case. Asthma is an example 
where, in the general management of an asthma case, the 
physician very often does not do the extensive tests that 
are required by the compensation board in order to make a 
work-relatedness decision, because the physician is basi- 
cally interested in treating the condition, and whether it is 
due to pollen at home or some dust at work is not of major | 
consequence to that physician. Of course it is to the board, 
and we will then request these special tests to be done to | 
assist us in performing that function. That would continue — 
unchanged. We would judge when we feel we require ad- | 
ditional testing for decision-making purposes. | 

Mr Jackson: I would like to thank you, Dr Van 
Schoor, for your very clear and unequivocal presentation 
on the issue which this committee has been struggling with. | 
Most of the questions I had have been asked. However, Mr 
Martin did say you pay the bills and therefore you should | 
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‘call the shots; I always thought WCB was built on em- 
‘ployer contributions in large measure, but that you still 
have the right to call all the shots. I just thought I would 
‘correct that little piece for the record. 


Mr Hope: They are the gatekeeper. 


Mr Jackson: That is true. They are the gatekeeper, 
yand perhaps when we are $6 billion in deficit position, or 
whatever they are at the WCB these days—I do not indict 
‘Dr Van Schoor with that, of course. He is providing a very 
valuable service. 

However, I am interested in the specific requirements 
of WCB in terms of getting the various checks and subse- 
quent rechecks by physicians and/or chiropractors. Am I to 
understand that under certain circumstances you are more 
/than satisfied if there has only been a diagnosis done by a 
‘chiropractor and there seems to be remediation and rehabili- 
|tation occurring? Does that seem to satisfy WCB? Or do 
‘you still require an external doctor’s diagnosis before you 
/will process the claim in a certain fashion? 


_ Dr Van Schoor: I would say in the vast majority of 
“cases where the injured worker selects the chiropractor to 
‘provide the treatment, the information provided by that 
chiropractor is sufficient for our purposes of adjudicating 
the claim. It is the exception where additional information 
or additional assessment by physicians is requested. 


_ Mr Jackson: My second question would have to do 
with your perception. Could you share with the committee 
whether, in your opinion, the change which inhibits the 
‘diagnosis of the outer extremities may cause an increased 
| cost to the system, whether it be OHIP or WCB, by in 
‘some cases requiring additional diagnosis that may or may 
/not have been necessary? 


Dr Van Schoor: I think that would depend very much 
on the definition of “assessment” versus “diagnosis.” On 








‘complete and send to us, we ask for a diagnosis. If the 
{ legislation goes through as it stands now, we may well 
have to develop an additional form to deal with assessment 
‘rather than diagnosis for the extremities. Whether that will 
| then lead to the need for additional medical diagnoses to 
/satisfy our needs, I am not sure. In practice, I think probably 
‘not, but in terms of the language on the forms, it would not 
be proper for us to ask for a diagnosis on an extremity case 
if the legislation goes through as it stands. 


} 
| 
| 





Mr Wessenger: I would like to ask you a question with 
‘respect to the joints of extremities. You indicated that 5% 
of chiropractors’ cases deal specifically with treatment for 
|joints of extremities. I would be more interested in knowing 
what percentage of injuries to joints of extremities is dealt 
with by chiropractors versus the medical profession. Do you 
have any information on that? 


Dr Van Schoor: I do not have the exact number here 

on total numbers of cases treated by chiropractors versus 
physicians, but I think it is somewhere in the neighbourhood 
of between 10% and 20% of all work injuries treated by 
chiropractors. 





Mr Wessenger: That would be overall, but generally, 
do you find more— 


the report forms which we request the chiropractors to. 





Dr Van Schoor: As to the overall incidence of ex- 
tremity problems versus back problems, back problems 
contribute about 28% of our cases, both upper and lower 
extremity each a little less than 25%, at the time of injury. 
The distribution is fairly equal between back and upper 
and lower extremities. 


Mr Wessenger: Obviously, physicians would have 
much more dealing with treatment of extremities. 


Dr Van Schoor: Extremities, yes. 


The Acting Chair: Thank you very much for your 
presentation. 
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MINISTRY OF EDUCATION 


The Acting Chair: Now we will move on to the Min- 
istry of Education; we have Julie Lindhout and Deborah 
Goldberg. Welcome, and I guess we are all set for a few 
words. 


Mrs Lindhout: I am Julie Lindhout, director of the 
legislation branch of the Ministry of Education. I would like 
to thank the committee for inviting the Ministry of Educa- 
tion to come before the committee to present our concerns 
regarding Bill 43. I can do so quite briefly. 

The objective of the Ministry of Education is to help 
individual learners to achieve their potential regardless of 
their intellectual, physical or emotional situation, in a setting 
that is best suited to their particular needs, and to prepare 
them to participate in society to the greatest extent possible. 

The ministry has a policy of promoting early and ongoing 
identification of children’s learning needs. Each school board 
is required to have approved and in operation, as of Septem- 
ber 1981, procedures to identify each child’s level of devel- 
opment, learning abilities and needs and to ensure that 
educational programs are designed to accommodate these 
needs and to facilitate each child’s growth and development. 

These procedures are part of a continuous assessment 
and program planning process which should be initiated 
when a child is first enrolled in school, or no later than the 
beginning of a program of studies immediately following 
kindergarten, and should continue throughout a child’s 
school life. As a result of this policy, a broad range of 
professionals now works with students, and the progress of 
all students is carefully monitored. 

When special assistance or remedial measures are nec- 
essary, they should be identified and provided at the earliest 
opportunity, preferably in an informal, unobtrusive, easily 
accessible manner by people who are familiar to students 
in the educational environment. 

Students often feel more comfortable if the assessment 
or counselling is done by teachers, guidance counsellors, or 
other board staff who are not health professionals regulated 
under Bill 43. They are more likely to bring their needs to 
the attention of people with whom they are in regular contact 
and who can assess their needs and recommend strategies 
with the least delay or interruption of the education program. 

In some circumstances, students are more inclined to 
discuss problems with clergy, native counsellors, attendance 
counsellors and others who visit schools on a regular basis. 
There may be situations where students and their parents 
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are reluctant to seek professional help but may be per- 
suaded to do so after assessment by, and upon the recom- 
mendation of, a teacher or guidance counsellor with whom 
they feel comfortable. 

There may also be situations where professional assis- 
tance is not accessible, and the alternative would be no 
remediation for lack of assessment, or assessment delayed 
beyond the ability to provide timely remediation. This 
might occur in remote locations or in inner cities where the 
parents do not speak English or French. In either of these 
possible scenarios, the school is the students’ main point of 
contact, and it might be the most appropriate provider of 
assistance, at least in the first instance, where identification 
of the existence of a problem is critical. 

We are concerned that clause 26(2)1 may have a detri- 
mental effect on the ability of the school system to meet its 
overall goal of providing an appropriate education to all 
students, and may inhibit the ability of teachers and other 
professionals to perform their responsibilities. 

Our position was outlined in the letter from our deputy 
minister, Robert Mitton, which was already brought to the 
attention of this committee. We note that the basket clause 
referred to in that letter has been dropped. Our concern 
with the definition of “diagnosis” remains. It could, how- 
ever, be alleviated if the act were amended to clearly re- 
strict the prohibited activity to physicians and certain other 
medical care givers. 

Any such amendment should make it clear that the act 
does not restrict the activities of educators and others who 
deal with children in a school setting, in a counselling 
relationship, whether formal or informal. In this way, the 
overall objective for education can continue to be met. 

Our original position, as expressed in the letter from 
the deputy minister, was that our concern might best be 
addressed with the regulation exempting education profes- 
sionals from this act. However, following discussions with 
Ministry of Health staff, we now believe that an appropri- 
ate amendment to the definition of “diagnosis” will allevi- 
ate our concerns, and we would be pleased to consult with 
Ministry of Health staff on this issue. 

I would also like to point out very briefly that follow- 
ing the introduction of Bill 82 in 1980, the special educa- 
tion legislation which brought a large number of students 
with ongoing need for health support services into the reg- 
ular school system, the ministries of Education, Health, 
and Community and Social Services jointly agreed on the 
provision of health support services in school settings. As 
a result, responsibility for the direct provision of these 
services at the local level is shared by the school boards, 
the home care program of the Ministry of Health, and the 
agencies operating under the Ministry of Community and 
Social Services. 

Specifically, the school boards are responsible for the 
administration of oral medication, where such medication 
has been prescribed for use during school hours. For phys- 
ically disabled pupils, the school boards are to provide such 
services as lifting and positioning, assistance with mobility, 
feeding, toileting and general maintenance exercises. 

Boards also continue to be responsible for necessary 
speech remediation, correction and rehabilitation programs. 
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Paragraphs 26(2)5, 6 and 8 may have implications for | 
this agreement. Our ministry would be pleased to work} 
with the other two ministries to analyse these implications. | 
Thank you again for providing us with this opportunity to | 
express Our concerns. 

Mr Jackson: I appreciate the presentation and that| 
active discussions are under way, but I am trying to} 
sense—I will ask the parliamentary assistant and/or legal | 
counsel. Can you advise the committee if amendments | 
have been drafted in accordance with the discussions that 
have just been set out, or are we still discussing what thes 
nature of those amendments are? 

Mr Wessenger: I will say that there will be certain | 
amendments coming forth, but they are not yet drafted. The 
committee will have to assess those as they come forward. 

Mr Jackson: Given that you have entered into discus- 


sions, can you at least share with the committee what the | 
nature of those amendments is and the current thinking? 


Mr Wessenger: I think it is quite clear that the posi- 
tion of the ministry has always been that the matter of | 
assessment and communication of assessment has not been 
included as a controlled act under the legislation. I do not} 
think the amendments were particularly necessary to set 
that out, but I think it would clarify it. 

Mr Jackson: I appreciate your opinion, but we are 
talking about substantive legal matters dealing with 
schools. I recognize that you can do all the assessment you 
want with a child, but as soon as you put in his OSR that 
you have modified his program, you have gone through | 
the process of diagnosis under the law and are now imple- | 
menting a change in the child’s program. All of this is done in | 
our schools routinely. So you may not say that there was a | 
diagnosis, but you cannot have an assessment and then} 
move to a treatment in a classroom setting, or any behaviour 
modification, without having gone through the three steps. 

So if I might ask legal counsel—not the opinion of | 
parliamentary assistant—what is the level of discussion on | 
amendments to address the points that have been raised not | 
only by the deputy minister and the teachers’ federations, | 
but now still ongoing concerns that have been shared with} 
this committee by the deputants from the ministry who are | 
before us? 


Mr Wessenger: The only thing I can reiterate is that our 
position is different. In our opinion, we say the Ministry of 
Education is wrong in its opinion with respect to the legis- | 
lation. But I will ask counsel to reply to that as well. 


Ms Bohnen: I think we are talking about several dif- 
ferent things, and I would like to address them separately. | 
First of all, with respect to the agreements the Ministry of. | 
Education has entered into with Health and Community | 
and Social Services, I believe, concerning the provision of 
some health services to disabled students, I would like to | 
remind you that there have been government commitments | 
to an exception for assistance with what we call routines of 
daily living, including things like toileting, administration 
of medication by injection and so forth, and that exception | 
would apply to wherever the service was provided, | 
whether it is in the workplace, in the school, in the home. | 
The only issue I think outstanding with respect to that — 


| 
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| whole matter is where the exception should appear, in the 
| statute or in the regulation. I believe the concern expressed 
about those kinds of services specifically has been met, 
| and if that has not been fully communicated to the Minis- 
| try of Education, I think we regret that and will be happy 
) to elaborate on it with the Ministry of Education. 

Second, with respect to the issue of diagnosis-assessment, 
I would like to refer you to Deputy Minister Barkin’s re- 
sponse to Deputy Minister Mitton wherein he explained 
| his view of why the specific controlled act concerning the 
' conclusions identifying diseases, disorders and dysfunc- 
tions would not in any way hamper relationships and com- 
munications between education professionals and students. 
_ I would also like to remind you that the minister said, 
when she came before this committee on the first day, that 
_she hoped to be guided by the committee in terms of 
_ amendments to that controlled act. She tried to give greater 
comfort to the Ministry of Education and to others that this 
_ is what we are controlling, not that. 
I do not think you can jump to the conclusion that 
because a notation is made in the school record and a 
course of action noted there vis-a-vis that student, there 
has been a clinical diagnosis of a disease or a disorder. I 
think they are talking about quite different things. I mean, 
the school record is not going to communicate to the stu- 
dent the fact that the student suffers from a disease. It may 
note that the student has a disease, but that is certainly not 
| going to be the first communication to the student that he 
has a particular disease. Surely the plan within the school 
for assisting the student focuses on things quite different 
| from, “What disease or disorder does this student have?” 
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_ Mr Jackson: We are talking about neurological dys- 
. function in many cases here, not diseases. Diseases are the 
easy ones to deal with. It is the neurological dysfunction 
| 
| 
i 
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\ which manifests itself in difficulties in the school setting. 
These can be complex and these are routinely assessed and 
routinely treated. 

If your position is that there is no diagnosis, then I 
submit that children are at high risk. What we are hearing 
‘from the professionals in the classroom and through school 
boards is that they are diagnosing to a degree and that they 
/ are implementing program modifications. 

But the committee gets a clear sense of the position of 
‘legal counsel and the government in this matter. I am dis- 
_tressed to hear that you will be dealing with these matters, 
to the extent that you are prepared to deal with them, in the 
_context of regulations and not within the legislation. 


Ms Bohnen: I did not say that. 


Mr Jackson: I do not think it is as simple as disease. I 
think we are dealing with very complex neurological matters. 


Ms Bohnen: To the extent that we are dealing with 
very complex neurological matters, then I Suggest to you 
that the appropriate diagnostician of those matters is a psy- 
chologist or a physician. However, if we are talking about 
the fact that a student has an assessed difficulty in speech 
_Tequiring certain remediation, then nothing in this legislation 
of the government inhibits that from taking place, whether 





it be by a speech-language pathologist or any other person- 
nel the school boards employ for that purpose. 

Mr Jackson: Not to prolong this, my final comment 
is that if we are wrong and if you are wrong in your 
assumptions, then the effect will be that less assessment 
will be going on because of the limited access to the kinds 
of professionals we now know will be required under the 
legislation. The school boards do not have these kinds of 
resources and access points in place, yet they are respond- 
ing to need in the best way they can. If this all has to do 
with “harmless” and responsibilities as the legislation sets 
it out, I am still not satisfied, as I am sure the teachers’ 
federations are not, that those matters are being adequately 
addressed. That was my final say on the matter. We will 
revisit this during the amendment process. 


The Chair: Question, Mr Bradley. 


Mr Bradley: Not being a regular member of this 
committee— 


The Chair: You are a welcome addition to it. I know 
all members are happy to have you. 


Mr Hope: Not all of us. 


The Chair: We have a dissent on the comment of the 
Chair, so Hansard will duly note it and we will continue 
with the question. 


Mr Bradley: You always preamble when you know 
your question has probably been asked by five other people 
at some other time who have a detailed knowledge of the bill, 
but it is a general question; Mr Jackson has made a reference 
to it. What specific liability is faced by members of the 
teaching profession who are performing semi-medical du- 
ties? The bill obviously is going to define what is a medical 
responsibility or a medical act and one which is not. I do 
not know where toileting fits in. I am not trying to be 
funny, but I do not know where it fits in, for instance. What 
kind of liability do members of the teaching profession 
face at the present time? 


Ms Goldberg: Do you mean if this legislation is passed? 


Mr Bradley: Before the legislation comes into effect, 
what kind of liability do teachers face who perform certain 
of these duties at the present time, which they do? 


Ms Goldberg: Presumably, as long as they perform 
them correctly, there is no liability. If there were an accident 
of some sort, then presumably it would be a civil suit that 
could be launched by the family of a child who was in- 
jured. But I presume that as long as the procedures are 
administered properly, then no liability ensues. 


Mr Bradley: And if there were a suit, it has to be 
determined by a court whether the procedure was properly 
performed. Of course, the teachers then would have two 
concerns: one, that they would be performing any duty of 
this nature in the first place; second would be that if they 
are performing it they have adequate information and 
training as to how to specifically carry out a procedure. 

In this bill itself, what will the liability be if the bill 
were to pass in its present state? What problems are created 
or which problems are solved? 
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Ms Goldberg: Criminal offences are created in the 
bill, and there are very heavy fines that can be imposed as 
well as criminal convictions. 


Mrs Lindhout: Could we also point out that it is not 
only teachers who are performing a lot of these acts. In 
many schools it is not teachers; it may be aides, it may be 
other members of the staff who are involved in these types 
of activities. The schools generally operate on the basis of 
whoever is best suited to meet the needs of a particular child, 
because there is a relationship or something, a comfort level, 
or perhaps a physical ability to deal with a particular student. 


Mr Wessenger: I would like to have counsel address 
some clarification items in this regard. 


Ms Bohnen: This legislation does not address civil 
liability in any way. It does establish penalties where indi- 
viduals perform controlled acts, and those penalties are 
essentially the same as exist today for practising medicine 
without a licence. But just as there are mechanisms 
whereby medical acts may be delegated down to non-pro- 
fessional personnel, including teachers’ aides, nurses, etc, 
so does this legislation. Of course, if something like cathe- 
terization, as an instance of toileting, were performed 
under the proposed legislation, it would be sheltered by the 
exception to which the government is committed. 


Mr Bradley: It is not hard to tell I have been out of 
the classroom for 14 years, because we did not have 
teachers’ aides and others on staff to do things at that time. 
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_ Mr Hope: I am trying to get an understanding of 
where Mr Jackson was coming from on the issue he ques- 
tioned about. The teachers perform, probably, “on the 
order of.” Inserting medication or helping a disabled per- 
son in a classroom, they are acting on an order already. 
When they do an assessment, they are not actually making 
diagnosis, so the assessment aspect can still continue as if, 
as the social worker under the Ministry of Community and 
Social Services who was here before said, providing a ser- 
vice outside the health institutions or health care model. 

I am just trying to get a better understanding, and you 
got me confused when you answered Mr Jackson. It is not 
that they are not making the initial diagnosis of the indi- 
viduals, but what they are doing—I am trying to put this in 
perspective of what was told to us yesterday by Alan 
Schwartz—is getting to the root cause of things. This is 
where I am trying to put what you said today and what 
Alan Schwartz has said; that they are getting to the root 
problem is where everybody is up in arms. 


Ms Bohnen: You are right, they can continue to as- 
sess. There are causes that refer to specific medical condi- 
tions, medical diseases and disorders, and the Ministry of 
Health’s view is that medically trained people are qualified 
to diagnose those conditions. But there are other kinds of 
causes and descriptions of situations that families, children 
and students display in the classroom, for example, a mis- 
behaving child. Of course, the teacher must assess in edu- 
cation terms and in behavioural terms the cause of that 
child’s misbehaviour and arrive at a way of dealing with it, 
but that is not to say the teacher would diagnose that child 


as having a brain tumour. I do not see a problem, and Alan} 
Schwartz yesterday did not see that there was a problem. 


Mr Hope: But it would be in conjunction with the 
medical profession. It will not be independent by a school 
to make all these assessments and diagnoses, but it will be 
is a combination of the medical model, whether it be a 
physician or a— 

Ms Bohnen: I think there are overlapping models. Take 
the child who is behaving in a strange way in a classroom. 
The teacher and the guidance counsellor and other resource 
people in the school have the training and the experience| 
to know when they are dealing with something that they 
can deal with on their own. But I am sure they also know 
when they have a child—I hope our guests will correct me 
if 1 am wrong—whom they realize needs to be seen by a| 
physician because what is troubling this child goes beyond 
their expertise. They would not try to make a medical] 
diagnosis and substitute for a physician, but within their} 
own competence, they would analyze the nature of the| 
child’s difficulty and respond to it. For that we use the} 
word “assess” and say, “Continue to do it.” | 

Mr Sola: I think I understood you to say that there is a] 
reluctance on the part of some students and parents to seek! 


professional help. Then I guess the question is, how do} 
you influence them to do so, and is the referral to profes-| 
sional help somehow taken as some sort of medical assess-| 


ment? Is that what you are afraid of? 


Mrs Lindhout: Our main concern actually is that the) 
school board staff, teachers and others, will be afraid of; 
that and therefore not begin to do the kinds of things that! 
would lead to a successful referral to a medical profes-| 
sional. There are in fact situations involving children from| 
backgrounds where parents speak neither French nor En-| 
glish, where they are very reluctant to seek the kind of| 
professional or psychological or psychiatric assistance} 
they perhaps should be seeking for their children. The} 
teacher, if that teacher or someone else in the school sys-/ 
tem gains the confidence of the parents, can sometimes 
eventually persuade them to do that. But that process) 
might be interpreted by some of the staff as falling under} 
the controlled act, and that is why our main concern is that 
the situation be clarified specifically in the act so there are 
no misgivings, no doubts and no concerns on the part of! 
school board staff. 


Ms Haeck: I am not sure if you have had a chance at 
the ministry to look at some of the proposed amendments 
put forward by the individual professional groups. What! 
you have laid out in your original presentation is the fact 
that obviously teachers and teachers’ aides and other peo-| 
ple employed by the board are performing functions which! 
some professional groups feel very strongly should be 
their province. Could you give me some of your thoughts 
on what would happen if those amendments were reflected! 
in the proposed legislation? | 

Mrs Lindhout: We have not had the opportunity to! 
look at any specific proposed amendments. 

The Chair: Thank you very much for your participation.| 
Are there any comments from the parliamentary assistant, 
or ministry staff? { 
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Ms Bohnen: You spoke of your concern or misgivings 
about the extent and application of the controlled act 
which might deter teachers from the kinds of interactions 
that would be beneficial and quite permitted. It strikes us 
that no matter what the format of this legislation is in the 
end, a number of consumer groups have said there is a 
need for public education so the public understands what it 
means, what their rights are and so forth. Perhaps there is 
also a need for education of education professionals so 
they can be comfortable with the impact this may have on 
‘them and their role. Do you have any comment on that? 


Mr Jackson: This is legislation by placebo. 


Mrs Lindhout: As legal counsel just pointed out, it is 
‘the judicial implication of the legislation that is not clear. If 
‘that were clarified, we would be able to work with the 
‘Ministry of Health or on our own to prepare the informa- 
‘tion and communicate it to school boards. We have a good 
‘mechanism for doing that. 


Mr Jackson: Just for clarification, I get the sense 
from what I am hearing teachers tell me that it is a case— 
maybe legal counsel can respond to this—where a child is 
assessed or diagnosed, however you call it, by a teacher— 


_ The Chair: No, there is a significant difference, Mr 
Jackson. 


Mr Jackson: Okay. In a classroom setting a teacher 

draws some conclusions based on her observations and can 
do one of several things. If there is not a great lineup she can 
bring in a psychometrist or a speech-language pathologist 
or speech-language therapist, someone who can do further 
assessments and then potentially do a diagnosis. But if the 
referrals are one-year waits, maybe year-and-a-half 
waits—and in many cases they are—the school board is 
obligated if in its best opinion the child’s program must be 
‘modified. If I am hearing and understanding the concern in 
‘the classroom, that classroom teacher, regardless of all the 
education we can give them about this legislation, is fear- 
ful they will not start program modification until that year 
‘down the road when the child can be seen by the competent 
professional to do the diagnosis and confirm the adjustment 
‘in the child’s program. 
_ Today in Ontario, the reverse is occurring. There is 
program modification and observation. That is the concern 
I believe the teachers are trying to express to us and that 
‘the ministry is trying to articulate, that there will be delays, 
‘not because the school board is not inclined to come to a 
‘conclusion, make a diagnosis and implement program 
‘modification, but rather that the legal counsels in the various 
‘school boards will advise them when asked that teachers 
cannot make those program adjustment changes until, in 
accordance with this legislation, the competent professional 
prescribes, based on a diagnosis, that program modification. 


The Chair: Interrogative? 
_ Mr Jackson: You did say comment or question. 
Thank you, Madam Chair. 
_ The Chair: And I would just point out to everyone 
that you are making a speech. That is okay. 

Mr Jackson: No, I am not. I am very clearly laying 
out the concern, because I do not want to hear the word 
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“disease.” These are not diseased children, these are children 
who have some anatomical or neurological dysfunctions 
which require assessment and diagnosis and treatment, 
which we call in schools “program modification.” So that 
is the scenario and that is what I think is the area of con- 
cern, and that is what I am sensing will be the outcome. 
End of speech. 


The Chair: Thank-you for your comments, Mr Jackson. 
I call on the parliamentary assistant, who wishes to comment. 


Mr Wessenger: I am going to have counsel comment, 
but I think we should remember this legislation deals with 
health care and not educational services. With that, I will 
turn it over to counsel. 
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Ms Bohnen: That is the first point I would have 
made. To refer to the example you were providing, which I 
think had to do with children who undergo psychometric 
testing prior to a determination of what changes in pro- 
gram or approach are needed, that is a good example be- 
cause—I hope I do not get into hot water with our Ministry 
of Education guests—it is not the case that every class- 
room teacher applies, administers and interprets psycho- 
metric tests. Am I correct in saying that? 


Mrs Lindhout: Yes, you are correct, but it does occur. 
Ms Bohnen: It does occur, but it is not the norm. 
Mrs Lindhout: No. 


Ms Bohnen: The norm is that people with specific 
expertise, either a psychometrist or a psychologist, do this, 
not classroom teachers. Because it is complex; it requires 
special expertise to do it properly. But that does not stop 
any teacher from observing the signs of difficulty a child 
has in his or her classroom and making changes in teach- 
ing approach and program to respond to that child’s diffi- 
culties. That is an education matter, not a health matter. 


The Chair: Thank you for the clarification. 

Thank you for appearing before the committee today. I 
know you are aware that if there is additional information 
in light of the concerns or the discussions that you think 
might be helpful to committee members, or if there is any 
information you would like to share with us, if you could 
present it to us prior to or during the deliberations on 
clause-by-clause we would be very pleased to hear from you. 

Those are all the scheduled presentations we have for 
this morning. I will entertain any comments from commit- 
tee members at this point. What I would like to mention is 
that the clerk has requested from all three caucuses all 
amendments proposed for discussion during clause-by- 
clause. It would be helpful if they could be submitted to 
the clerk by Friday of this week, if possible, so that they 
could be integrated into a package which would be quite 
comprehensive, and then she could have them ready, bill 
by bill, as we proceed through. 

Mr Wessenger: Bill by bill, or just the first bill by 
Friday perhaps? 

The Chair: We would prefer all bills if possible. If 
that is not possible, at the earliest opportunity. The clerk 
would appreciate whatever you have available by this Friday 
and the rest will follow as expeditiously as possible. I 
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anticipate, although we have not had formal direction yet 
from the House leaders, that clause-by-clause will begin 
fairly soon after the House resumes on September 23. This 
committee sits, for the information of the public as well as 
for members in scheduling their time, on Monday and 
Tuesday afternoon following question period. That is the 
time that will be dedicated to clause-by-clause discussion. 

I am sure there will be a subcommittee meeting to 
discuss in what order we will go through this. There are 
some issues to be discussed there, and I know the whips 
from all three caucuses would appreciate the views of the 
members as to whether we should deal with it sequentially 
or whether you would prefer to hold out certain issues for 
debate and discussion, as has been the practice in other 
committees. 

I am assuming we are not going to begin on Monday, 
September 23, because it is the first day of the House 
session, but in fact we will begin on Tuesday, September 
24, unless we receive additional notification. 


Mr Bradley: Dealing with Sunday shopping. 


The Chair: That is the assumption now. You will be 
notified if there is a meeting on September 23, but I think 
that is unusual, is it not, to have it the first day of the House? 


Clerk of the Committee: No. 


The Chair: The clerk informs me that it is not un- 
usual and that we should assume that we could begin on 
September 23 unless otherwise notified. Members will re- 
ceive notification, and interested members of the public can 
contact the clerk’s office or there will be a posted notice as 
to whether the clause-by-clause hearings will begin on 
September 23 or September 24, as notified. This, of 
course, will be subject to House leader meetings and dis- 
cussions. Any comments from members of the committee? 


Mr Jackson: As this is our last public meeting, I 
would like to thank the clerk and in particular the legal 
counsel, whom I have been giving a difficult time on vari- 
ous occasions. 


The Chair: Nobody noticed, Mr Jackson. 


Mr Jackson: In my seven years, with the possible 
exception of one or two education bills, this is probably 
the most comprehensive piece of legislation we have had 
to deal with, and I wanted to commend legal counsel. | 
have not always agreed with them, but I have enjoyed how 
well prepared they have been for this committee, and tha 
has been very helpful. 

I would also like to express the regrets from our caucus 
that several ministries were unable or unwilling—we wil! 
perhaps never know—to attend before the committee tc 
deal with some matters. For those that were available, I wisk 
to thank the ministries for being here when so requested. 


The Chair: Mr Jackson’s very kind comments about 
the staff from the Ministry of Health, the office of th 
Clerk, the research and Hansard people are probably 
echoed by all three caucuses and all members of this com: 
mittee. I see all heads nodding, so Hansard will note that. 

Mr Bradley: Some are nodding off. | 

The Chair: One further bit of housekeeping, an im- 
portant matter: The next summary will be distributed tc 
members’ offices later today or tomorrow. That is a mes: 
sage from our very able research assistant, Alison. 

Mr Burrows: There is one submission that we prom, 
ised yesterday which unfortunately has not arrived. We 
found a typographical error in it at the last minute. 

The Chair: Is Mr Jackson going to take his commeg 
back in light of this new information? | 

Mr Burrows: It will be given to the clerk within the 
next day or two. 

The Chair: We appreciate that. 

Mr Jackson: I am quite confident that legal counsel) 
do not do their own typing. 

The Chair: It is always good to have a little humour 
about these matters. 

The standing committee on social development now 
stands adjourned. It will reconvene upon notice for clause- 
by-clause. 


The committee adjourned at 1147. 
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The committee met at 1543 in room 151. 


REGULATED HEALTH PROFESSIONS ACT, 1991, 
AND COMPANION LEGISLATION 
LOI DE 1991 SUR LES PROFESSIONS 
DE LA SANTE REGLEMENTEES 
ET LES PROJETS DE LOI QUI L:ACCOMPAGNENT 


Resuming consideration of Bill 43, the Regulated 
Health Professions Act, 1991, and its companion legislation, 
Bills 44-64. 

Reprise de |’étude du projet de loi 43, Loi sur les pro- 
_ fessions de la santé réglementées et les projets de loi, 44 a 64, 
qui l’accompagnent. 
The Chair: I would like to welcome everyone this 
afternoon. There are a couple of small housekeeping items. 
Alison, you wanted to make some comments regarding the 
package from legislative research. 


Ms Drummond: All the committee members last 


- week should have received the second interim version of a 


summary of recommendations by witnesses. This covers 
everything we heard in committee and a substantial chunk 


of the things that were received’by mail, so the final version 


will include everything received by mail up to September 4. 
Ordinarily research does not attend clause-by-clause, but if 


any research questions come up, Lynn can always reach me 
| by phone. So I will depart. 


The Chair: Before she leaves, does anyone have any 


questions of Alison? On behalf of the committee I would 
| like to comment on what an excellent compendium of rec- 


ommendations we received. I know we will be looking 
‘forward to the final summary, but I would like to thank 


Alison and the research staff—Bob Gardner was here as 
_ well—and compliment them on an excellent piece of work. 


Thank you very much, Alison. You will be hearing from 
_us if there are any questions through clause-by-clause. 

On the question of information received and questions 
asked, I think all committee members may be aware of a 
communication dated September 17 from the Association 
of Hearing Instrument Practitioners of Ontario, wherein a 
_ question was asked regarding Mr Schwartz’s presentation. 
I took the liberty of asking Mr Schwartz to respond to the 
_ question that was raised. Mr Schwartz also agreed that if 
the committee has additional questions of him, he would 
_be willing to respond in writing. I just mention that for the 
interest of committee members and any members of the 


_ public who are monitoring these hearings. 


The committee can have Mr. Schwartz’s input on any 
"question which was not addressed during his presentation, 
which is on the record in Hansard. This further information 
_ from him can be received by all members of the committee. I 
will ensure that this happens if I receive anything from him. 





_ Similarly, if members have any requests that they would 


like Mr Schwartz to respond to, I would be pleased, 
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through the clerk, to undertake to get that information for 
them and then distribute it to them. That was one piece of 
housekeeping. 

The next thing I want to mention is that the clerk has 
advised me that a comprehensive package of all the pro- 
posed amendments will be ready for tomorrow. It will not 
be ready for today. That will enable all members to see what 
is being proposed from the different caucuses, and we will 
have that available for the public tomorrow as well. 


Mr J. Wilson: | think you said the clerk will be pre- 
senting all amendments tomorrow. That is certainly not the 
case with the Ontario Progressive Conservative caucus. 


The Chair: All amendments that have been received to 
date will be available tomorrow for distribution in a com- 
prehensive package where everything has been collated 
according to section. 


Mr J. Wilson: Thank you. I just mention that because 
Mr Hope was commenting earlier on how thin our package 
of amendments was. I just want him to know that it is in 
no way the final list. 


The Chair: Just for the information of all members 
and for the public monitoring these hearings, amendments 
can be received throughout the course of clause-by-clause 
discussion. I will repeat it again tomorrow. At no time 
should anyone assume at any point during the hearings, 
until the bill has been fully debated and reported, that all 
amendments have been received. Amendments can con- 
tinue to be received and tabled throughout the course of 


clause-by-clause debate. 


It has been agreed that we will begin today’s meeting 
with opening statements. I would like, first, to call on Mr 
Wessenger, the parliamentary assistant. 


Mr Wessenger: Good afternoon, members of the social 
development committee. Public hearings have enabled you 
to hear from most of the groups who have been contributing 
their input to this legislative package over the course of the 
past eight years. It is hard to think of a legislative package 
that has had more input from interested groups than this one. 
You have heard the arguments and the recommendations. 
Now you must analyse the presentations and written sub- 
missions—as the minister, myself and ministry staff 
have—by applying one key test: How would their proposal 
or suggestion better serve the public interest? Alan 
Schwartz also brought the importance of this point home 
to us in his presentation. 

We at the ministry are satisfied that the bills, with the 
amendments we will be discussing over the next few 
weeks, will well serve the public interest. We believe they 
will do so better than the existing legislation. We also believe 
there is no alternative legislative model that could better 
do that job of meeting the public need to have a louder 
voice in how the health care system operates and evolves, 
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to have a greater say in the quality of care they receive, 
and to see women take a more equal role with men in the 
management of the system. 

The government is proposing a number of amend- 
ments. These were delivered to the clerk of the committee 
on Friday. These are in addition to the ones we provided to 
the committee and publicly circulated before committee 
hearings began. Proposed amendments concerning health 
professions acts will be provided shortly. Amendments ad- 
dressing the regulatory system in relation to aboriginal 
peoples will also be moved at a later date. 

As to the amendments we are proposing now, I would 
like to outline the purpose of the most significant ones as a 
prelude to clause-by-clause discussion. The issue this com- 
mittee has had the toughest time grappling with is the 
controlled act in paragraph 26(2)1 of the Regulated Health 
Professions Act, restricting to certain regulated professions 
the communication of conclusions about diseases, disor- 
ders and dysfunctions. It is the issue that has dominated 
the hearings. 
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The government has listened carefully to the fears ex- 
pressed by clergy and others about the effect of this con- 
trolled act on their ability to function. We have also paid 
close attention to Alan Schwartz’s compelling presentation 
about the paramount importance of protecting the public. 
We are introducing amendments to the controlled act 
which we believe will make it clear that the intent is to 
prevent harm that may result from the communication of 
diagnosis. The amendment makes it abundantly clear that 
communication of results of assessments by regulated and 
unregulated practitioners is not restricted. We also pro- 
posed to delete the word “dysfunction” from the controlled 
act but retain “disease” and “disorder.” This amendment 
will result in consequential amendments to the authorized 
acts of a number of health professions. 

I have an amendment creating a statutory exception so 
that individuals with disabilities can receive assistance 
with their routine activities of daily living. This govern- 
ment and the previous one were committed to such an 
exception from the beginning. However, the issue was 
whether it would be in the act or regulations. Thanks to 
interest groups and their efforts in meeting with us to dis- 
cuss the issue, it is possible to propose a statutory exception 
which they have informed us meets their need of being able 
to continue to take part in community living with dignity. 

On August 28, the Task Force on Sexual Abuse of 
Patients made a presentation to the committee. In her state- 
ment in the House on the occasion of second reading of 
these bills, the minister said that the Ministry of Health 
would have a zero-tolerance policy, as was also declared 
by the College of Physicians and Surgeons of Ontario. She 
said it was her goal “to enact a law that will deter sexual 
abuse, bring abusers to justice and treat victims with 
greater Sensitivity and respect.” The government is anxious 
to take all necessary action to eliminate sexual abuse. Indeed, 
as is evidenced by the advocacy and consent to treatment 
legislation, the government is determined to ensure that 
every individual, no matter how vulnerable or disadvan- 
taged, is served by the Regulated Health Professions Act. 
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We believe we can take some action immediately. I will 
outline that in a moment. 

As to whether it will be necessary for further action 
that would be beneficial and appropriate, we believe we 
must await the final report of the task force and its presen- 
tation to the College of Physicians and Surgeons of Ontario. 
We say this even though the chair of the task force has told 
the committee that the concept of the preliminary recom- 
mendations will not be changed. It is necessary and appro- 
priate to wait, because the task force was created by the} 
college and we want to hear the college’s response to the 
report. Moreover, we want to take action on all regulated 
health professions and we cannot do that without hearing| 
from them. Furthermore, some of the preliminary recom- 
mendations raised contentious Charter of Rights and natural 
justice issues requiring full discussion with legal experts and| 
the Ministry of the Attorney General. | 

So immediately upon release of the final report, now | 
scheduled for late November, an interministerial working | 
group will conduct a consultation with all interested pro- 
fessional groups and public interest groups. We hope a con- 
sensus will emerge from this consultation, though we| 
recognize it may be necessary to make unpopular decisions| 
and we are prepared to do so. 

At this time, we are proposing amendments to the duties | 
of the minister and the objectives of the colleges to reflect 
their responsibilities and to try to ensure that every indi- 
vidual can avail himself or herself of the rights and bene- 
fits of this legislation and that individuals are treated with 
sensitivity and respect. 

‘We are proposing the creation of a new statutory com- 
mittee, the patient relations committee. Within one year of 
proclamation of the bills, we will be requiring every college 
to institute a program aimed at preventing sexual misconduct 
The effectiveness of each college’s program will be evaluated | 
by a monitoring board composed of members of the publig) 
and representatives of the professions. The monitoring | 
board will be required to make an annual report which | 
must form part of the annual report of the college that is 
tabled in the Legislature. 

RHPA and the procedural code currently include pro- 
visions that will improve complaints and discipline processes, 
such as increasing the number of public members on disci- 
pline panels, opening the record of the complaint investi- 
gation to the complainant who seeks a review of the 
decision and opening discipline hearings and protecting the’ 
privacy of witnesses testifying in relation to sexual mis- 
conduct in discipline hearings. In addition, we are propos- | 
ing an amendment now to make it clear that a complainant | 
in a discipline hearing may remain in the hearing room | 
during the hearing, even if the general public is excluded, | 
in order to protect the complainant’s privacy. 

As well, more action will be taken in regulations to be | 
made under this legislation in the definition of sexual mis- | 
conduct and in standards of practice. Mandatory reporting | 
rules for members may also be addressed through regulation. | 
In the interim, while we await the proclamation of this 
legislation, we will be formally requesting every governing | 
body that currently exists under the legislation to develop a | 
sexual abuse plan now, and to file it with the minister. 
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The colleges will be requested to consider what action 
‘can be taken immediately and what policies and proce- 
dures can be changed or put in place to start the task of 
,eliminating sexual abuse. These plans may form the basis 
of the sexual misconduct programs to be required under 
the legislation. Our message is unequivocal: Sexual impro- 
priety and abuse will not be tolerated. 

The amendments being provided do not include 
amendments addressing issues raised by the Union of On- 
tario Indians, Equay-Wuk and other first nations. The issues 
that have been raised by aboriginal groups must be addressed 
‘in the context of the government’s commitment to native 
self-government. There will be many health care issues to 
' discuss as we move down the road towards self-government. 
We will be discussing these issues on a government-to- 
government basis and more agreements will emerge from 
these discussions. 

The particular issue before the committee is how to 
» address the effect of this legislation on native healers and 
midwives, in the knowledge that these bills are likely to 
become law before self-government is achieved. There is 
‘no pat answer to this question. Clearly, it must be found in 
consultation with native groups. 

_ The Ministry of Health conducted a first round of dis- 
cussions with native groups in July and funded initial con- 
-sultations within their community. The message from every 
group is that further discussions are required, and we agree 
with this. At the same time, we are actively considering a 
‘range of statutory options, including an option suggested 
by the Chair of this committee. I know we all want to 
_ incorporate into this legislation provisions that will dem- 
onstrate respect for traditional healing and enhance the 
- self-determination of native communities. The minister in- 
}tends to come back to this matter later in the clause-by- 
’ clause process. 
‘As I said earlier, we intend to propose amendments to 
the health professions acts, and they will be provided in 
the near future. They include adjustments to the scopes of 
‘practice and authorized acts of several professions; an 
amendment to make the performance of an authorized act 
_ without a necessary order or direction a disciplinary matter 
to be dealt with by the profession’s college, but not a pro- 
- vincial offence; an amendment to the Nursing Act to reflect 
_ the fact that in many circumstances nurses provide care in 
accordance with their own judgement and not on the order 
_ of a physician—similar amendments will be made to certain 
- other health professions acts—an amendment to all health 
professions acts expanding the range of the provisions re- 
stricting the use of professional titles. The restrictions will 
_ apply in all settings and will not be restricted to health care. 
To sum up, we are now proposing a large number of 
substantive amendments. Unless there is a clear direction 
_ or consensus emerging from the committee, we hope that 
this legislation would adhere to the bills as tabled. 

Issues that are not yet resolved the minister intends to 
» refer to the future Health Professions Regulatory Advisory 
Council. One such issue is the question of whether regis- 
‘tered nursing assistants should continue to be regulated 
_ together with registered nurses by the College of Nurses of 
Ontario or have a separate college. In that context, their 











scope of practice and authorized acts will also be discussed. 
We will be consulting with registered practical nurses and 
the Registered Nurses’ Association of Ontario concerning 
the terms of reference of referral. 

The scope of practice and authorized acts of naturopathy 
will of course be considered by the advisory council. The 
advisory council will also be providing advice on scope of 
practice and on the controlled acts, and on the professions not 
included in this package which we know will be seeking 
regulations. Other issues requiring referral may emerge 
during clause-by-clause. 
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I mentioned that regulations to be made by the college 
councils under this legislation will include definitions of 
sexual misconduct. We want to stress the importance of 
regulations. They are of no less importance than the statu- 
tory provisions themselves. We believe that the review of 
proposed regulations by the advisory council, which also 
provides a vehicle for public input, will ensure that regula- 
tions are in the public interest. For this reason we feel safe 
in using regulations, not acts, as a means of fleshing out 
what misconduct means. 

In closing, I would like to take this opportunity to thank 
the members of all parties for their thoughtful questions 
and comments and their non-partisan approach to this 
committee process. I would especially like to thank the 
Chair for her very effective chairing. I am confident that 
the spirit of collaboration among committee members, 
which has been apparent to me throughout the hearings, 
will continue throughout clause-by-clause. 


The Chair: Opening remarks, Mr Beer. 


Mr Beer: Thank you very much, Madam Chair, and 
thank you to the parliamentary assistant for his comments. 
As was noted, we have just this afternoon received the 
amendments, so I am not going to comment on those. I 
think we are going to have to look carefully at those, as 
well as the ones presented by the other parties, to see how 
we will proceed with those amendments, but I would like 
to take this opportunity to make a few comments by way 
of beginning the discussions and, in some respects, to echo 
the comments that have been made. 

I think all of us on the committee, as we have said, have 
learned about parts of the body we did not know existed and 
that there are people out there who do things to those parts 
of the body, and this has expanded our scope of knowledge. 


Mr Owens: Our dinner conversations. 


Mr Beer: There were a few times after lunch, when if 
I had to look at another audio-visual presentation, I may have 
had some difficulty. But I think the importance of these 
hearings was underlined by the fact that all of us on the 
committee, who really are a group of laypeople, found in 
virtually every presentation something new, or a new per- 
spective on a particular issue or problem. 

The first thing I want to do is thank very much all 
those groups and individuals who came before the com- 
mittee. Even if in some cases we are not going to be able 
to deal with every single point that was raised, I think we 
now have the issues on public record. It has been said that 
we have, through this legislation, an ongoing mechanism 
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to deal with many problems. I want to thank all those who 
spent so much time in putting together their presentations 
and making them. 

I also think it is appropriate at this point to thank the 
staff from the ministry, our own research and people, the 
clerk. Again, in a committee such as this, the amount of 
material we had to receive and examine is really quite 
incredible. A number of people helped us to work our way 
through it, and now we really are ready to look at the 
legislation on a clause-by-clause basis, beginning with the 
omnibus act. 

Clearly, the key issue and the one on which it was 
important that we spoke with Alan Schwartz at the end of 
our review, after having gone through many of the specific 
and particular issues, is that of the public interest. In a 
sense, as members of this committee, as laypeople, that is 
the measurement, if you like, we need to try to put on each 
question we are going to be examining and each amend- 
ment we will be looking at. 

It has been noted many times in the course of the re- 
view, and in terms of what we are trying to accomplish, it 
is to protect the public interest and to provide for greater 
access to an ever-increasing number of health care services. I 
think that has been admirably done by the review and we 
will now be able to use the legislation in place to keep at it, 
if you like. I have stressed this with many people: It does 
not end with the proclamation of Bill 43 or any of the other 
bills, but in fact it has really set in motion a particular 
process that I think is going not only to enhance the health 
care that is available but also to ensure that it will be even 
better than it has been. 

One of the things that struck me, particularly with 
those professions which for the first time will be receiving 
a college, was their own sense of wanting to ensure that 
they do what they do in an appropriate fashion and meet the 
scope of their area of practice. That is going to be very good 
protection for the public. Many have noted that during the 
course of the review, and particularly over the last couple of 
years, they have come together to meet with fellow practi- 
tioners in other areas. There have been some real benefits 
where people have perhaps sat down and discussed related 
areas of health care in a way they have never done before. 

A lot of spinoffs have occurred as we have gone 
through this that are also going to make for a much better 
system of health care in this province. I am interested in 
looking carefully at the amendments that were noted, par- 
ticularly around the diagnosis issue. Clearly, if we go back 
through all the hearings, the major concern was around 
this whole question of communicating. I think we as com- 
mittee members all agreed and the ministry agreed that 
many things were being done that we did not want to stop 
being done, but we had to find a way to achieve that while 
at the same time protecting the public interest. It is in that 
vein that I think it is going to be necessary for us to still 
talk about the question of the harm clause and whether 
some wording is still required that will balance off changes 
we may come to make in the area of the diagnosis clause. 

I was struck by Mr Schwartz’s concern about particular 
changes that might come about and how still to make very 
clear the protection of the public. Perhaps as we go 
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through, having these amendments proposed for the pur-| 
poses of discussion, and certainly in terms of the ones we 
will be proposing, we want to get feedback, not looking at 
them as something written in stone, but always measuring} 
the changes. That was one of the points we do not want to; 
lose sight of, that we have a number of bills before us in} 
addition to the omnibus bill and what we do in one has to 
relate to the basic concepts, the basic principles we are| 
putting forward in that first one, Bill 43. I think that is al 
discussion we still feel is very important. | 
Again, we underline and recognize that by this legisla- 
tion we are not trying to stop social workers from doing} 
what they normally do. We are not trying to stop the clergy) 
from doing what it does. There are a number of people 
who are concerned. I think we can deal with that while still| 
ensuring that there is some clear indication in terms of| 
what people can and cannot do. We have a responsibility to 
address that issue. I am very pleased that mention was made} 
of one of the amendments around those with disabilities bes| 
cause I know we all were wrestling with that one. wa 
should note the work that was done by the ministry, by 
several of the disabled organizations as well as health pro- 
fessionals in a number of areas, in themselves trying to work 
this out. If we can do that, it will be of tremendous help. 
| 












I think we are going to want to look carefully at the 
various issues raised around the area of sexual abuse, the! 
proposed patient relations committee. Clearly that issue| 
has to be front and centre and, as we move forward with} 
this legislation, we must ensure that we reflect what is 
increasingly the determination of everyone, to see that we 
really deal with that specific issue. 

Again, as was noted with respect to the native popula- 
tion, we have some proposals that we hope may be helpful 
in dealing with some of the issues native leaders have 
raised and we will be sharing those with everyone. 

Finally, by way of opening remarks, I stress again one of 
the concepts we really did not have a lot of time to discuss— 
and for a very good reason; it is a body that does not yet 
exist—the advisory council. We should remind ourselves 
that it is there for a very good and specific purpose, which 
is to carry on the process we have begun in terms of some | 
of the issues where frankly we as a committee may simply 
feel we cannot make a final judgement..We just do not feel | 
comfortable. I think that is a perfectly valid argument to use | 
in some instances. If we feel uncomfortable and believe it | 
needs more review, that is one of the reasons that advisory | 
council is there. After we have finished our work, it is to that | 
body the minister of the day will be able to refer a variety | 
of questions. If we look at how it is going to be constituted | 
and the work it will be doing, I think it is not only going to | 
provide protection for the public but, for the professions, a | 
real place to go to see how this new system is functioning | 
and, as problems arise, to help in resolving them. 
1610 

We dealt with a bill which I think all ministers who | 
have dealt with it have said is not. by any means perfect. | 
We have dealt with a bill that was proposed by a review | 
team where the chair of that team said, “Look, it’s not | 
perfect, but we have reached a point where it is perhaps as _ 
close to that as we can get.” With the amendments that we | 





| 
4 


. 


| 23 SEPTEMBER 1991 











STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


S-821 





will discuss, I think we will be able to make it that much 
better, but undoubtedly there will still be questions which 
go beyond this committee. I think that, having done this 
work, the health care system in the province really will be 


the better for the work of everyone, and we want to keep 


| that front and centre and focus on the public interest as we 
' go through Bill 43 and the other acts that will follow. 


So with that by way of opening comment, we will wait 


| for a review of the actual amendments. 


The Chair: Opening statement, Mr Wilson. 
Mr J. Wilson: Perhaps it is appropriate to begin by 


! thanking you for having put up with us over the summer 
_ and chairing our committee meetings. 


The Chair: All in favour? 
Mr J. Wilson: A raise is in order, I am sure. You have 


' done an excellent job. You have not only provided guidance 
to the committee but you have provided tremendous insight 


in informal settings outside the committee. That has been 
very helpful to me personally and, I know, to other members 


of the committee, so I thank you. 
| I would also like to thank legislative counsel. Although. 
we have not always agreed on some of the interpretations and 


intentions of the wording in the legislation, I am very grateful 


_ for their help and to the various ministries that have helped. 


On a very personal note, I also thank the PC caucus’s 


sole researcher in this area, Louise Verity, who is with us 
today. Louise has done a tremendous amount of work. We 
do not have 108,000 civil servants to help us out. We have 
one, and she is not even a civil servant, so I am grateful to 
her for all the work she has done in following the committee 
_ and helping the legislators to bring forward amendments. 


On a sour note, I am gravely disappointed that the 


_ government would not allow us to see its amendments 
prior to today. I think it was not in the public interest to 
hold back the amendments. Certainly tradition around here 


_is that the government brings forward amendments first. It 


has all the legal eagles on staff and it has the larger staff to 
deal with amendments and to deal with suggestions 


brought forward by the public, and I am disappointed that 
we are only now being given the amendments. It would 
_ have made for a more fruitful discussion today and cer- 
tainly for even more fruitful opening remarks by myself 
had I been able to see the amendments earlier. 

We were here on the weekend actually and we had 
hoped to have the amendments and be able to go over 
_ them. That was not the case, and I warned the government 
that in the future, whether intentional or not, that tends to 


_ politicize the legislative and committee process. I just 


warned the government that it is not good. We went 
through, in good faith, some four weeks of committee 
hearings in the summer in a non- partisan fashion, and to 
find out on Friday afternoon, after meeting with the minister 
_ Friday morning, that we were unable to see the government’s 
amendments was disappointing and, I think, set us back a 
| few days. 
| In fact at the end of my remarks today I will be asking the 


_ committee that we adjourn for the day so that we will have 


some time to look at the government amendments. First, 
_we too have a responsibility, as all committee members do, 





but particularly in our caucus, to consult with our caucus. 
We do not tell our caucus what to do. We consult with our 
colleagues. Second, we have a number of interest groups 
and people who have appeared before the committee with 
whom we need an opportunity to discuss the government’s 
amendments and more of our own amendments. 

I am still concerned, having had a cursory view of the 
government’s proposal to deal with the diagnosis clause, 
that we are not making clear the intent of the legislation, 
which is that in no way is the legislation to interfere with 
the normal duties of unregulated practitioners such as 
mental health workers—the clergy in particular—and so- 
cial workers. We will be introducing further wording to 
ensure that it is clear to anyone who picks up the piece of 
legislation that it is not intended to inhibit the good work 
that those unregulated professionals do. 

I think it is important in this day and age, when we 
create legislation, that normal, average people do not need 
a team of lawyers to interpret it for them, that the wording 
be very clear in the Queen’s English that people feel com- 
fortable with legislation when they read it—they should be 
able to buy it in the Ontario government bookstore and 
understand the legislation—and that we do not leave a great 
deal of interpretation up to the courts, which up to this point 
seemed to be the government’s preference. 

We have a very legalistic society. The newspapers and 
media are full every day of stories of the lawsuits that are 
going on among individuals, between government and 
groups and government and individuals. It reminds me 
very much of the California mentality that we used to refer 
to. It is a legalistic society and it is our responsibility as 
legislators to have legislation that is as clear, as easily 
readable and as understandable as possible to the public. 
We will be doing our best there; in fact, we will be sug- 
gesting that there be a preamble in the legislation that 
clearly states that in no way is this legislation intended to 
prohibit the good work done by the clergy and other un- © 
regulated professions. 

Also, the diagnosis clause itself—I did not hear the 
parliamentary assistant address this; excuse me if perhaps 
he did and I missed it—there are a number of groups that I 
think presented compelling evidence before this committee 
that they should be able to diagnose and communicate 
within their scope of practice. We will be bringing forward 
amendments to deal with specific groups where we felt the 
evidence certainly weighed in on their side, on the conten- 
tion that they are now diagnosing certain diseases and dis- 
orders and they are now communicating the results of those 
diagnoses not only to their patients but to the Workers’ Com- 
pensation Board and to other health care practitioners. As I 
said, we will be introducing some amendments in that area. 

Also, I do not think the parliamentary assistant dealt 
with the area of the powers of the minister. Certainly we 
had many groups appear before this committee that were 
very much worried about new powers that the minister is 
etching out for herself, in this case, which could very well 
cut into the principle and the intention of this legislation, 
which is to maintain the principle of self-regulation. 

We will also be looking at what we see as further ero- 
sion of the principle of self-regulation, and that is the 


$-822 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


23 SEPTEMBER 1991 








government’s announcement, outside the committee, I 
may add, to increase the number of public members to just 
under 50%. I think we can come to a slight rearrangement 
there that will not erode or provide discomfort for profes- 
sions. I say to the government that you either believe in 
self-regulation and you trust these people to be self-regu- 
lated or you do not, and you have to come clean with the 
public on that. I will be looking for a very clear statement 
from the government on its true belief there because I get the 
feeling from the government members from time to time 
that they are suspicious of professionals. I do not want to 
see that suspicion, which I think is unfounded, rooted in 
legislation, at least not during my term in office. 

We will be looking on behalf of nurses. We are still not 
satisfied with the fact that the legislation, perhaps uninten- 
tionally, has moved to narrow the scope of practice of nurses. 
We certainly had testimony before this committee that 
nurses are capable of doing some 60% of what doctors do, 
and we will be introducing amendments in that area to 
ensure that the scope of practice for nurses does not inhibit 
what they are doing now and is flexible enough to provide 
for any advances that may be made in the nursing profes- 
sion in the future. 

Disabled persons: I commend the government and I am 
very pleased to hear from the parliamentary assistant that 
agreement has been found on an amendment that looks 
after the concerns that were brought before this committee 
by attendant care providers and recipients of that service. 


1620 

Sexual abuse: I am very pleased to hear—and in fact 
when we met with the minister last Friday, we made it 
very clear that it was one of our very strong beliefs that the 
government should come out very clearly in support of the 
interim report by the sexual abuse task force of the College 
of Physicians and Surgeons. It is very important that we 
send out a clear message from all three caucuses, and par- 
ticularly from this committee, that zero tolerance is the law. 

I say to the parliamentary assistant, and to the minister 
through him, that there are some things we can do at this 
time which I do not think would prejudge the final report 
of the task force in any way and would indicate our very 
serious commitment from all three caucuses in the area of 
sexual abuse and zero tolerance. In fact, in addition to 
what the parliamentary assistant has said, our caucus is 
certainly willing and will put forward the concept that was 
introduced to the committee by the task force chairman, 
and that is a survivors compensation fund, which colleges 
would be required to establish. Very often we saw, in the 
case of physicians in the testimony before the task force on 
sexual abuse, that physicians had profited from years of 
sexually abusing patients. I think this committee must send 
out a very clear signal that this is not acceptable. I do not 
think we are pre-empting anything that the committee it- 
self will not recommend. The chair appeared before us and 
gave us a very clear indication of what recommendations 
will come forward from the final report of the committee. 

Just a couple more, I guess. The title “doctor”: We 
have the very strong opinion that since in this legislation 
we are moving to give the title “doctor” to chiropractors 
and psychologists, we also have a responsibility to the 


academic community to ensure that those health care pro- 

fessionals who have achieved the distinction and the degree 

of PhD should also be allowed to use the term “doctor” 

within a health care setting. It is my understanding from | 
having spoken with a number of physicians that there is no| 
confusion now in the hospital setting. The term “doctor” is 
often referred to by physicians themselves when referring | 
to their PhD colleagues, and I think it is only right and it is} 
a degree of justice that those people who have earned the} 
highest degree possible in academia be allowed to use that | 
title. I do not believe and do not support Mr Schwartz’s 
contention that it will add mass confusion in the health} 
care setting. I give the public more credit for understand- | 
ing the difference between PhDs and medical doctors than} 
perhaps the review committee did. 

Title protection: Certain professions came before the 
committee to tell us that the legislation is serving to wipe | 
out common usage of their titles, and we will be introducing 
amendments to ensure that the usage that is out there now 
that both consumers and health care professions use to refer | 
to the profession is allowed to continue. | 

The parliamentary assistant mentioned ‘one 
nurses and the registered nursing assistants. We will be 
moving an amendment to establish a separate college for 
registered nursing assistants, but we are open, of course, to | 
debate on that matter. It is a debate that I think will be 
fruitful here because there are a number of issues around 
that. Almost all other provinces have moved towards that | 
now and I think the time is perhaps right in Ontario. It may 
not have been right some four years ago when Mr 
Schwartz last looked at this issue, but I think perhaps it is 
right now, and it is up to committee members to bring our- 
selves up to speed on the fact that RNAs are ready to have 
their own college. 

I think. that is about it. On native issues, we will be | 
bringing forward some amendments for discussion. Again, | 
there may be some areas we can move forward in that | 
would not interfere with or preclude further discussions | 
with natives, but I think it is up to all of us to bring for- 
ward a very strong message oh behalf of natives that there | 
is an understanding of their plight here at Queen’s Park to 
help them advance their agenda, in fact. 

In light of the Premier’s commitment to native self- | 
government, I think it is incumbent upon the government 
to come to this committee and to bring forward amend- 
ments that help clarify that for the public. My party has 
long said that we are not sure what native self-government 
means. The Premier has yet to define that. We had repre- 
sentations from a native group before this committee. They | 
certainly made it very clear to me that this legislation may 
very well be their test legislation. It is the first major piece | 
of legislation that has come forward since the Premier 
made his commitment to native self-government, and I | 
think it is incumbent upon all legislators to have a further | 
discussion of that and perhaps introduce amendments to | 
this legislation which may advance that agenda. We would | 
have no objection to that from our party, as long as it is | 
fully explained to the public. We want to make sure we | 
understand what the terminology is that we are using when | 
we talk about native self-government. This legislation | 
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could very well be the test case, and both in private and 
public discussions with native groups, that certainly seems 
to be an intention out there. 

Once again, thank you, Madam Chair, for your pa- 
tience over these hearings and for the indulgence of all 
‘members. If I may, I would move that we adjourn the 
committee. We will have a subcommittee meeting to dis- 
cuss the process and where we go in the next few days. 
Certainly we need time on the phones this afternoon and 
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meeting time tonight to discuss the government amend- 
ments, some of our amendments and the Liberal amend- 
ments with interested parties. 

The Chair: That concludes opening statements. I 
heard a motion to adjourn the committee at this time. All in 
favour of adjournment? Opposed? The committee stands 
adjourned until tomorrow following question period. 


The committee adjourned at 1626. 
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LEGISLATIVE ASSEMBLY OF ONTARIO 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


| Monday 30 September 1991 


The committee met at 1530 in room 151. 


REGULATED HEALTH PROFESSIONS ACT, 1991, 
AND COMPANION LEGISLATION 
LOI DE 1991 SUR LES PROFESSIONS 
DE LA SANTE REGLEMENTEES 
ET LES PROJETS DE LOI QUI LACCOMPAGNENT 


Resuming consideration of Bill 43, the Regulated Health 
Professions Act, 1991, and its companion legislation, 
Bills 44-64. 

| Reprise de |’étude du projet de loi 43, Loi sur les pro- 
‘fessions de la santé réglementées et les projets de loi, 44 a 64, 
qui l’accompagnent. 

The Chair: I see a quorum. The standing committee 
‘on social development is now in session. 

| We have had our opening statements. We will begin 
‘today with section 1. 


Mr Owens: Madam Chair, just before we get into 


Monday to come in to discuss the diagnosis clause, as we 
had agreed previously, if that suits the committee. 


The Chair: So your request, Mr Owens, is that section 
26 be stood down. 


Mr Owens: That is right, in case by some miracle of 
process we reach section 26 by Tuesday. 


The Chair: That it be dealt with next Monday? 
_ Mr Owens: Yes. 


__ The Chair: Mr Owens moves that section 26 of Bill 43 
be stood down and be dealt with next Monday, October 7. 





Motion agreed to. 

_ The Chair: The committee has decided to deal with 
section 26 next Monday, and the minister will be present. 

Any further motions at this time before we begin with 

section 1? In that case, we will deal with section 1. 

Sections 1 and 2 agreed to. 

Les articles 1 et 2 sont adoptés. 





Section/article 3: 


The Chair: I see that there are amendments to section 3. 
Mr Wessenger moves that section 3 of the bill be 
_amended by adding at the end “and that they are treated 
‘with sensitivity and respect in their dealings with health 
professionals, the colleges and the board.” 
Motion agreed to. 


Section 3, as amended, agreed to. 
Varticle 3, modifié, est adopté. 


Section 4 agreed to. 
Larticle 4 est adopté. 


| this, Frances Lankin, the minister, will be available next — 


Section/article 5: 

The Chair: Mr Jackson moves that clause 5(1)(c) of 
the bill be amended by striking out “require” in the first 
line and substituting “request.” 

Motion negatived. 

Mr Jackson: What a shame. 

The Chair: Any further amendments to section 5? Mr 
Jackson, you have an amendment to section clause 5(1)(d). 

Mr Jackson: You are very helpful today. Thank you. 

The Chair: Mr Jackson moves that clause 5(1)(d) of 
the bill be struck out. 

Motion negatived. 

Section 5 agreed to. 

Larticle 5 est adopté. 

Section/article 6: 

Mr Wessenger: I would like to ask that section 6 be 
stood down for further consideration. 

The Chair: We have a request from the parliamentary 
assistant that we stand section 6 down. To the end of the— 

Mr Wessenger: Yes, to the end. That would be fine. 

Mr Jackson: The complete section? 

Mr Wessenger: The complete section, yes. 

The Chair: Any questions or comments? 

Mr Beer: It is to be stood down till a particular time, 
or you want to do it at the end? 

The Chair: The request, as I understand it, Mr Beer, 
is that at the end of the rotation of sections, we would 
come back to section 6. The request to stand down would 
be until the end? 

Mr Wessenger: Perhaps when we get to the whole 
patient relations matters, we could deal with this at the 
same time. 

The Chair: Which section is that? I would prefer, as 
Chair, that we be precise; that unless there is a specific 
request, then automatically, if it is approved, the section 
will be dealt with at the end. If anyone requests standing 
down the section to a specific time or a specific point, I 
would appreciate it if they made that point when we deal 
with the section, just for clarity. 

Mr Wessenger: Could I ask that it be dealt Sek at the 
same time as schedule 2, section 81.1? 

The Chair: The clerk has recorded that. Agreed? 

Agreed to. 

Sections 7 to 12, inclusive, agreed to. 

Les articles 7 4 12, inclusivement, sont adoptés. 

Section/article 13: 

The Chair: Shall section 13 carry? 
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Mr Wessenger: I have an amendment. It is additional, 
so it will come after section 13. 

The Chair: Shall section 13, as printed, carry? All in 
favour? Opposed? 

Mr Beer: I am sorry, Madam Chair, what is it we are 
carrying here with an amendment? 

The Chair: Section 13 as printed, as written. The par- 
liamentary assistant has indicated that there is an amend- 
ment to add a new section. The question I have is that 
there is a government motion here on section 13.1. Is that a 
new section? 

Clerk of the Committee: Yes. 

The Chair: Okay, so as written, section 13. Carried? 

Section 13 agreed to. 

Larticle 13 est adopté. 

The Chair: We have a new section. 

Mr Wessenger moves that the bill be amended by adding 
the following section: 

“13.1 The function of the advisory council is advisory 
only and no failure to refer a matter or to comply with any 
other requirement relating to a referral renders anything 
invalid.” 

Mr Wessenger: The purpose of this amendment is to 
clarify that the position of the council is advisory only and 
that no regulation could be rendered invalid by reason of 
any procedural problems. 

The Chair: All in favour? Opposed? 

Motion agreed to. 

Sections 14 to 21, inclusive, agreed to. 

Les articles 14 a 21, inclusivement, sont adoptés. 


Section/article 22: 
The Chair: Shall section 22 carry? 
Mr Wessenger: I have an amendment. 


The Chair: Mr Wessenger moves that the French ver- 
sion of section 22 of the bill be amended by striking out 
“de décisions” in the third line. 

And the rationale? Do you want to put that on the record? 


Mr Wessenger: It is an amendment for grammatical 
clarity. 

Mr Beer: Would the parliamentary assistant entertain 
a question on grammatical clarity en frangais? 


Mr Wessenger: I do not know whether anybody here 
could give that explanation. 


Mr Beer: I withdraw the question. 

The Chair: In fact, I think Mr Beer might be able to. 

Mr Wessenger: He might be able to do better; that is 
right. 

Motion agreed to. 

Section 22, as amended, agreed to. 

Larticle 22, modifié, est adopté. 
1540 

Section/article 23: 

The Chair: Shall section 23 carry? 

Mr Wessenger: I have an amendment. 
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The Chair: Mr Wessenger moves that subsection 23(5)| 
of the bill be amended by striking out “and, in the case of a} 
complainant review, to the complaints committee” in the 
fourth and fifth lines. 

Mr Wessenger: The purpose of this amendment is | 
that as the complaints committee is not a party at the com- | 
plaint review, it is incorrect to require the health profes- | 
sions board to share with it the advice it receives in| 
connection with a review. 

Motion agreed to. 


Section 23, as amended, agreed to. 

Larticle 23, modifié, est adopté. 

Section 24 agreed to. 

Larticle 24 est adopté. 

Section/article 25: 

The Chair: Mr Wessenger moves that the French ver- 
sion of subsection 25(1) of the bill be amended by 

(a) striking out “objets” in the sixth line of clause (b) | 
and substituting “choses”; 

(b) striking out “a l’examen” in the second line of | 
clause (c) and substituting “au réexamen” and by inserting | 
“4” after “ou” in the third line; and 

(c) striking out “révision de décision” in the first line of 
clause (d) and substituting “réexamen”. | 

Any discussion on the proposed amendment? 


Motion agreed to. 


The Chair: You have a further amendment to section 
25, Mr Jackson? 


Mr Jackson: We will not be tabling our amendment. ; 
The Chair: Withdrawn? 





Mr Jackson: Withdrawn. 

Section 25, as amended, agreed to. 

Larticle 25, modifié, est adopté. 

The Chair: Section 26 has been stood down by a pre- 
vious motion. 

I would point out to Mr Owens that not only have we 
reached that section today, but we did so in approximately 
20 minutes. I just wanted to point out that miracles can and 
do sometimes happen, even in the Legislative Assembly. 


Mr Owens: I would like to commend the Chair for 
her speed in getting this bill through. 


The Chair: All in favour? Shall we carry on? 


Mr Owens: [| do have a comment about the translation - 
we are receiving from the parliamentary assistant, however. 
If we could have some— 


The Chair: We will not make any comment on that 
today, Mr Owens. As we proceed, section 27. 


Section/article 27: 
Mr Wessenger: I have an amendment. 


The Chair: Let me catch up with that. I think there 
are several amendments to section 27. 


Mr Wessenger: No, just one. 


The Chair: Mr Wessenger moves that section 27 of 
the bill be amended by: 
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(a) striking out “the regulations” in the third line of 
subsection (1) and substituting “any applicable regulations”; 
and, 

(b) striking out “the regulations” in the second and 
third lines of subsection (2) and substituting “any applicable 
regulations.” 

Mr Wessenger: This amendment is to clarify that any 
controlled act may be delegated. 


Motion agreed to. 


Section 27, as amended, agreed to. 
Larticle 27, modifié, est adopté. 


Section/article 28: 


The Chair: I believe we have a government amend- 
ment. 

Mr Wessenger moves that section 28 of the bill be 
amended by adding the following clause: 

“(e) assisting a person with his or her routine activities of 
living and the act is a controlled act set out in paragraphs 5 
or 6 of subsection 26(2).” 


Mr Wessenger: This was the amendment which was 
negotiated with all the interest groups with respect to atten- 
dant care services. It is supported by the disabled groups 
and the Ministry of Community and Social Services. You 
may remember there was great concern addressed by per- 
sons who needed assistance in their daily living because of 


certain acts that were done within the framework of con-: 


trolled acts. This is to remedy that situation. 
The Chair: Any discussion on that amendment? 


Mr J. Wilson: I just point out to members of the com- 
mittee that we have also introduced an amendment. Unfor- 
tunately, it is in section 26. That also deals with attendant 
care. It is certainly our opinion that our amendment is—I 
guess to use the word—better than the government’s in 
that it recognizes that a person with a disability and in 
need of attendant care is in charge of attendant care. We 
heard a great deal of testimony before this committee that 
Vital to the point of attendant care was that the person 
receiving the care is in charge of the care. I ask members 


to consider our amendment in section 26. 


The Chair: Section 26 is not before the committee at 
this time. 

Mr J. Wilson: In light of that, Madam Chair, I ask that 
we stand down this particular clause because it is tied to our 
amendment. It is going to require a bit of debate. 

The Chair: We have a motion that section 28 be stood 
down and be dealt with immediately following section 26. 
All in favour? Any opposed? Section 28 has been stood 
down. 


Mr Beer: Madam Chair, I note that there is another 


amendment which would then be dealt with at that same 


time. I draw that to members’ attention. 

The Chair: We have a request from Mr Beer that all 
amendments to section 283— 

Mr Wessenger: There is no reason why we cannot 
deal with section 28.1, because that is a new section. 

The Chair: Okay. We have a new section proposed, 
section 28.1. 
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Mr Beer moves that the bill be amended by adding the 
following section: 

“(1) No person, other than a member treating or advising 
within the scope of practice of his or her profession, shall 
treat or advise a person with respect to his or her health in 
circumstances in which it is reasonably foreseeable that 
serious physical harm may result from the treatment or 
advice or from an omission from them. 

“(2) Subsection (1) does not apply with respect to treat- 
ment by a person who is acting under the direction of or in 
collaboration with a member if the treatment is within the 
scope of practice of the member’s profession. 

“(3) Subsection (1) does not apply with respect to an act 
by a person if the act is a controlled act that was delegated 
under section 28 to the person by a member authorized by 
a health profession act to do the controlled act. 

“(4) Subsection (1) does not apply with respect to 
counselling of an emotional, social or spiritual nature. 

“(5) Subsection (1) does not apply with respect to any- 
thing done by a person in the course of, 

“(a) rendering first aid or temporary assistance in an 
emergency; 

“(b) fulfilling the requirements to become a member of 
a health profession if the person is acting within the scope 
of practice of the profession under the supervision or direc- 
tion of a member of the profession; 

“(c) treating a person by prayer or spiritual means in 
accordance with the tenets of the religion of the person 
giving the treatment; 

“(d) treating a member of the person’s household; or 

“(e) assisting a person with his or her routine activities 
of living. 

“(6) Subsection (1) does not apply with respect to an 
activity or person that is exempted by the regulations.” 
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Mr Beer: I think there were two particular reasons we 
wanted to bring this amendment in. One is, members will 
recall the original clause that dealt with this issue had been 
removed earlier by another minister, and at that time there 
had been no real discussion as to the kind of balance we 
were seeking in this particular area with respect to the risk 
of harm. What we have tried to do is to meet the concerns 
that were expressed by people who had concerns about the 
original clause. Again, the Chair, when she was minister, 
had suggested that at the committee the committee would 
deal with this question in trying to find if there was a way 
of meeting the needs both of the original clause and then 
of the concerns that have been raised about it. 

We bring this forward for discussion with all members, 
but with the concern that after hearing from all of the 
witnesses and from Mr Schwartz, in our view there was still a 
need for a balance with respect to this question of harm. It 
was our thought that through this we have caught the spe- 
cific concerns of those who are social workers, those who 
are in the clergy and others who are counselling. Clearly, 
we would welcome any discussion of this amendment, but 
believe it provides a balance that is still required in the act. 

I would leave my opening comments on the amend- 
ment and, if there are any questions, try to deal with them. 
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Mr Jackson: We will be supporting the new section, 
but we had a further amendment to subsection 28.1(4) to read, 
“Subsection (1) does not apply with respect to counselling of 
an emotional, social, educational or spiritual nature.” 

The purpose of that motion, Madam Chair, is to ensure 
that it is abundantly clear, as was stated during testimony, 
with examples occurring in educational institutions across 
this province, that we surely do not wish to entrap teachers 
and certain counselling activities which are occurring in 
the classroom and are of a routine nature and required by 
the Education Act to be in any way seen to be connected. 
Therefore, we want them clearly stated here as an exemp- 
tion. I hope the Liberals will consider that as a friendly 
amendment, but it is certainly one that our caucus is very 
committed to. 

The Chair: Are you prepared at this time to submit 
that in writing? 

Mr Jackson: Would you like me to write out the one 
word? 


The Chair: Yes. You must submit it in writing. 
Mr Jackson: It is like school, is it not? 
The Chair: This is educational. 


Mr Jackson: I left the door open, Madam Chair. If the 
Liberals would accept it as a friendly amendment, then Mr 
Beer would have to do the writing out and then I could get 
to my meeting. 

The Chair: I have been advised by the clerk that you 
must submit it in writing, but we are writing it out for you, 
to be helpful. 


Mr Jackson: What a clerk. 
Mr Beer: This is a friendly committee. 


Mr Jackson: I did have the spelling correct, I want 
you to know, in both official languages. 


Mr Owens: Just to comment on the initial amendment 
before the friendly amendment was made, the government 
will support the initial amendment put forward by Mr Beer. 
The issues that became clear to me as we heard from 
deputants across the province were that on one hand they 
wanted the system to be opened up to try and eliminate 
some of the hierarchies that have existed in medical practice 
throughout history, but on the other hand they also insisted 
that consumers be protected. I think it was the College of 
Physicians and Surgeons that used the term “cabbage leaf 
wrappers” as being the folks we would want to protect 
innocent people from. 

I think this amendment protects consumers from, I guess, 
the best of the worst, if you want to put it in terms of the hit 
parade. I think Mr Beer has put forward quite a reasonable 
amendment and has dealt with the kinds of exemptions 
that were expressed specifically by the unregulated folks. I 
know there has been some consternation within that com- 
munity with respect to harm clauses, but I think this not only 
addresses the safety issue but also addresses the concerns the 
unregulated practitioners have. I think these people, whether 
they are in the churches, whether they are counsellors, will 
be free to practise as they have up to this point. 
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Mr Beer: I just say to my colleague who moved the 
amendment to add the word “educational” that it would be 
quite acceptable to us. 

Mr J. Wilson: Certainly we agree with the wording in 
section 28.1. That does not preclude that we may want to 
bring in further amendments in section 26, again to ad- 
dress the concerns as mentioned by Mr Owens of the un- 
regulated professionals. 


Mr Jackson: It was a good offer from Mr Owens. 

The Chair: Any further discussion? We will call the! 
vote first on the amendment to the amendment, as pro-| 
posed by Mr Jackson, to include the word “educational.” | 
All in favour? Any opposed? 

Motion agreed to. 


The Chair: The motion now on the amendment as 
placed by Mr Beer. All in favour? 

Motion agreed to. | 

The Chair: There is a section 28.2, which is a _ 
section. I point out that it refers to section 26. Do you want 
to stand that down? All in favour of standing down discus- 
sion of the amendment to section 28.2, to be dealt with 
immediately following section 26? 


Agreed to. 


Section 29 agreed to. 
Larticle 29 est adopté. 


The Chair: Mr Wessenger moves that the bill be| 
amended by adding the following section: 

“29.1 (1) No person shall design, construct, repair or alter 
a dental prosthetic, restorative or orthodontic device unless, 

“(a) the technical aspects of the design, construction, 
repair or alteration are supervised by a member of the Col- 
lege of Dental Technologists of Ontario, of the Royal College 
of Dental Surgeons of Ontario; or 

“(b) the person is a member of a college mentioned in| 
clause (a). 

“(2) A person who employs a person to design, construct, 
repair or alter a dental prosthetic, restorative or orthodontic 
device shall ensure that subsection (1) is complied with. 

“(3) No person shall supervise the technical aspects of the | 
design, construction, repair or alteration of a dental pros- | 
thetic, restorative or orthodontic device unless he or she is | 
a member of the College of Dental Technologists of On- | 
tario or the Royal College of Dental Surgeons of Ontario. 

“(4) This section does not apply with respect to the 
design, construction, repair or alteration of removable den- 
tures for the patients of a member of the College of | 
Denturists of Ontario if the member does the designing, | 
construction, repair or alteration or supervises the technical | 
aspects. 

“(S) This section does not apply with respect to any-_ 
thing done in hospital as defined in the Public Hospitals: 
Act or in a clinic associated with a university’s faculty of | 
dentistry or the denturism program of a college of applied 
arts and technology.” 
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Mr Wessenger: Basically what this amendment does 
is ensure that the design and manufacture of dental plants, | 
as in commercial dental laboratories, is supervised by a 
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registered dental technologist and contains the appropriate 
exceptions for dentists and denturists. 


Mr Beer: I just want to make sure I understand this. 
With respect to subsection 29.1(4), I take it that in that list 
of designing, construction, repair, etc, the denturist could 
_ do all or one of? 


Mr Wessenger: Yes, that would be correct. All or one 
of. 


Motion agreed to. 
Section/article 30: 


| The Chair: Mr J. Wilson moves that section 30 of the 
_ bill be amended by adding the following subsection: 

“(2.1) Subsection (1) does not apply to a person who is 
a member with a doctoral degree in his or her profession 
- from a university approved, for the purpose of this subsec- 
tion, by the council of the member’s college.” 


Mr J. Wilson: The purpose of the amendment is to en- 
' sure that those health care professionals who have earned a 
PhD degree may be able and entitled to use the term “doctor” 
in a health care setting. It is not only a very strong personal 
belief of mine, but caucus believes that as this committee 
and this legislation and previous legislation have extended 
the use of the term “doctor” to other professionals, cer- 
tainly those who have achieved the highest level of aca- 
demic excellence, as reflected in the PhD, should be 
allowed to use the term “doctor” in a health care setting. 

We do not believe the public will be confused by this. 
In fact, in consulting with the College of Physicians and 
_ Surgeons, it is my understanding that they do not believe 
the public will be terribly confused. Mr Schwartz’s own 
_ rationale in some areas has been that the public will be 
_ confused, and other times he has told us that, when it 
- comes to restriction of certain titles, the public are going to 
_ have to get used to certain titles that they may not be used 
to now. That may be the case here. We think allowing 
PhDs in health care professions to refer to themselves as 
“doctor” certainly is in order. 


Mr Beer: This was a topic that came up at great 
- length, and I know we were all very much troubled by not 
allowing someone who has a doctorate to be able to use 
that title. It seems to me that it is not beyond the imagina- 
_ tion of the various councils to find a way by which the fact 
that one has a doctorate can be indicated. 

It just does not seem right that we are telling somebody 
they cannot use a title they have earned in the normal 
fashion. And this is something whereby, within a health 
care setting or a hospital setting, different kinds of identifi- 
cation can make it clear that the person is a doctor in this 
or that profession. 

A number of people suggested, for example with speech 
therapists, that it say, “Dr Anne Smith,” and then underneath 
that, “speech therapist.” That is perhaps a way the different 
councils can find of making sure it is clear what a person 
has a doctorate in. But for that reason, we would support 
the amendment made by the Conservative member. 

Mr Wessenger: I would like to speak in opposition to 
the amendment. I think it is very clear that the public 
would be confused in a health care setting by the use of the 


word “doctor” on a title, because in all the presentations 
made before us it was quite interesting that generally even 
other health professions, in making comments about the 
physicians and surgeons, always tended to refer to them as 
doctors. So I think it is quite clear there would be confusion. 

There is nothing in the legislation that prevents a per- 
son from showing their degree, their PhD, and there is 
nothing that prohibits someone who knows what a PhD is 
from calling a person “doctor” if they so wish. The restric- 
tions now exist in the Health Disciplines Acct. 

We believe it would create some confusion between 
members of the public and certain individuals such as au- 
diologists and speech/language pathologists if some of 
them were called “doctor” and some of them were not. We 
do not want to create that confusion among members of 
the public. 

This legislation is not designed to create status. It is 
designed to facilitate designations and avoid confusion 
among the public. Also, the minister has regulation-mak- 
ing authority to make exceptions, and I understand there is 
an intention to make an exception for use of title in regu- 
lated settings such as schools and hospitals, where admin- 
istration is accountable and there is assurance the public 
will not be misled. 


Motion negatived. 


Section 30 agreed to. 
Larticle 30 est adopté. 


Section 31 agreed to. 
Larticle 31 est adopté. 


The Chair: Mr Beer moves that the bill be amended 
by adding, after the heading “Miscellaneous,” the following 
section: 

“31.1(1) The council of a band prescribed by the regu- 
lations may authorize persons to provide, on the band’s 
reserve, health care services to members of the band. 

“(2) This act does not apply with respect to the provision 
of health care services provided under the authorization of 
the council of a band prescribed by the regulations. 

“(3) In this section, “band,” “council of a band,” 
“members of the band,” and “reserve” have the same meaning 
as those terms have, with necessary modifications, in the 
Indian Act (Canada).” 


The Chair: I have a request from Mr Wessenger to 
make a comment. 


Mr Wessenger: Mr Beer, I am wondering if you 
would consider standing this section down on the basis 
that we are in a consultation process right now with the 
native community and it would seem more appropriate to 
wait until that consultation process is finished. In fact, we 
are going to stand down, I understand, this whole Bill 43 
until that consultation process is finished, and that we deal 
with your amendment at that time. Would that be agreeable? 


Mr Beer: I have no problem about standing this 
down. I think if there is discussion, that makes every 
sense. Did I hear you correctly, though? You are saying we 
are going to stand down the whole of Bill 43? 


Mr Wessenger: The completion of the bill. 
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Mr Beer: We have agreed that we are going to hold 
Bill 43 open until we have completed all of the bills. Is it 
still your intention that at the end of that time we would 
then come back? 


Mr Wessenger: That is right, yes. 
Mr Beer: Okay, I just wanted to be clear. 


The Chair: For the record, let me be clear with what I 
have heard and make sure all members of committee are 
satisfied that this is the process. We have a request to stand 
down proposed section 31.1 until the conclusion of Bill 43. 
Further, we have a request from Mr Wessenger that Bill 43 
be dealt with finally after all the bills inclusive of Bill 64 
have been dealt with, so at the end of Bill 64 we will deal 
once again, finally, with Bill 43 and section 31.1 at that 
time. That is my understanding. 
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Mr Wessenger: That is my request, yes. 


The Chair: Any discussion? All in favour? Any op- 
posed? Section 31.1 has been stood down until we deal 
with Bill 43 at the completion of all other bills in the 
package, and that would be Bill 64. 


Section/article 32: 


The Chair: Mr Wessenger moves that subsection 
32(1) of the bill be amended by inserting after “employed” 
in the first line “retained” and by striking out “council” in 
the sixth line and substituting “college.” 


Mr Wessenger: The purpose of this amendment is to 
cover the fact that certain individuals are retained rather 
than employed or appointed, such as a court reporter, inter- 
preter, expert and private investigator. The substitution of 
“college” for “council” is a housekeeping amendment. 


Motion agreed to. 


The Chair: Mr Wessenger moves that clause 32(1)(d) 
of the bill be struck out and the following substituted: 

“(d) as may be required for the administration of the 
Health Insurance Act, Independent Health Facilities Act, 
1989 or the Prescription Drug Cost Regulation Act, 1986.” 


Mr Wessenger: The purpose of the amendment is to 
permit the flow of information from college officials in order 
to administer and enforce the named acts. This is necessary 
because the colleges perform part of the enforcement of 
the acts. : 


Motion agreed to. 

The Chair: Mr Wessenger moves that subsection 
32(3) of the bill be amended by inserting after “report” in 
the third line “document or thing.” 

Mr Wessenger: The purpose is to ensure that all doc- 
uments and objects, ie, the complaints investigation records, 
are protected. These could be physical objects rather than 
just reports. 

Motion agreed to. 

Section 32, as amended, agreed to. 

Larticle 32, modifié, est adopté. 

Sections 33 to 35, inclusive, agreed to. 

Les articles 33 4 35, inclusivement, sont adoptés. 
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Section/article 36: 

Mr Beer: Madam Chair, in view of the fact that we 
have stood down section 26 and that this relates to 26, I ask 
that this be stood down and we will bring it back next time. 

The Chair: I have a motion that section 36 be stood 
down and dealt with immediately following section 26 in 
chronological order. There is another motion in between 
there that would come right after that. Agreed? Section 36 
has been stood down and it will be dealt with following the 
determination on section 26. 

Section 37 agreed to. 

Larticle 37 est adopté. 

Section/article 38: 

The Chair: Mr Wessenger moves that section 38 of the 
bill be amended by adding the following subsection: 

“(3) Subsection (2) does not apply with respect to a 
corporation that operates a public hospital within the 
meaning of the Public Hospitals Act or to a corporation to : 
which part III of the Corporations Act applies.” : 

Mr Wessenger: This amendment excepts members of 
boards of public hospitals and non-profit corporations from 
personal liability if they approved, permitted or acquiesced 
in the hospital or corporation employing a person who 
unlawfully performs a controlled act. 

Motion agreed to. 

Section 38, as amended, agreed to. 

Larticle 38, modifié, est adopté. 

Section/article 39: 

The Chair: Mr Beer moves that clause 39(1)(b) of the 
bill be amended by adding at the end “or 28.1(1).” | 

Mr J. Wilson: Perhaps Mr Beer would provide a rea- 
soning for the amendment. | 

The Chair: Section 28.1 was carried. 

Mr Beer: Section 28.1 was carried, the new amend- 
ment we made was carried—just to cover that off here 
because it is appropriate. 

The Chair: All in favour? Any opposed? 

Motion agreed to. 

Mr Beer: We have an amendment to clause 39(1)(e) | 
and I would have that stood down pending the discussion 
of the whole new addition. | 

The Chair: Mr Beer moves that the amendment to — 
clause 39(1)(e) be stood down until such time as we have 
dealt with the new proposed section 31.1. 

Mr Beer: I think this refers to a band, and it was 
section 31.1. 

The Chair: Any discussion? Motion to stand down. | 
All in favour? Carried. We will stand down clause 39(1)(e) 
to be dealt with at the same time as the determination on 
the motion which dealt with this matter previously. | 

Motion agreed to. 

The Chair: At this point, then, we will stand down 
section 39 in its entirety. All in favour? Carried. 

Sections 40 to 42, inclusive, agreed to. 

Les article 40 a 42, inclusivement, sont adoptés. 

Section/article 43: 
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The Chair: Mr Wessenger moves that paragraph 1 of 
subsection 43(1) of the bill be amended by inserting after 
“(r)’ in the fourth line: “subsection 113(2), section 114, 
clauses 119(1)(d) and (j) and clause.” 

Mr Wessenger: It is really to correct supposedly an 
inadvertent omission. It should have been there. 

Motion agreed to. 

The Chair: Mr Wessenger moves that section 43 of 
the bill be amended by adding the following subsection: 

“(14.1) Subsection 142(3) of the act is repealed and the 
following substituted: 

“(3) Every manager of a pharmacy shall publicly display 
his or her licence in the pharmacy.” 

Mr Wessenger: This replaces the provision requiring 
a licence of every pharmacist employed in the pharmacy to 
be displayed. It was felt it was not practical because of the 
part-time pharmacists coming in and out. It is just the 
manager’s that has to be displayed, and it has been re- 
quested by the Ontario College of Pharmacists. 

Motion agreed to. 


Section 43, as amended, agreed to. 

Larticle 43, modifié, est adopté. 
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Section/article 44: 


The Chair: Mr Wessenger moves that section 44 of the 


bill be struck out and the following substituted: 


“44, The Ontario Dietetic Association Act, 1958 is 


repealed.” 


Mr Wessenger: This is amended because the associa- 


tion has requested the repeal of this private act. The associ- 


ation prefers to re-incorporate under the Corporations Act. 


Mr Beer: I take it you say that the Dietetics Act, 1991 
is proposed. Is there going to be then a time frame between 


which there is no association act? Is there anything that 
could go awry because one may come after the other? 


Mr Wessenger: I understand the association is well 
aware it has to incorporate its new corporation before this 


act is proclaimed. 





Motion agreed to. 

Section 44, as amended, agreed to. 
Larticle 44, modifié, est adopté. 
Sections 45 and 46 agreed to. 

Les article 45 et 46 sont adoptés. 


Table/tableau: 
The Chair: Mr Wessenger moves that the French ver- 


_ sion of the table to the bill be amended (a) by striking out 
- “techniciens” in the second line of the entry in column 2 of 


item 2 and substituting “technologues,” (b) by striking out 
“denturologues” in the second line of the entry in column 
2 of item 3 and substituting “denturologistes,” and (c) by 
striking out “techniciens” in the second line of the entry in 
column 2 of item 16 and substituting “technologues.” 


Mr Wessenger: The purpose of this amendment is that 
it accommodates each profession’s preference for a particular 
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French title. It is the profession’s own preference of what 
language be used and we are merely accommodating that. 
Motion agreed to. 


Table, as amended, agreed to. 
Le tableau, modifié, est adopté. 


Schedule/annexe 1: 


The Chair: Mr Wessenger moves that the French ver- 
sion of schedule 1 of the bill be amended (a) by striking 
out “audiologues” in the first item and substituting “au- 
diologistes,” (b) by striking out “denturologues” in the fourth 
item and substituting “denturologistes,” (c) by striking out 
“techniciens” in the third last item and substituting “tech- 
nologistes,” and (d) by striking out “techniciens” in the last 
two items and substituting, in each item, “technologues.” 

Mr Wessenger: The reason is the same as for the pre- 
vious amendment. 


Motion agreed to. 


Schedule 1, as amended, agreed to. 

L’annexe 1, modifiée, est adoptée. 

Schedule/annexe 2: 

Section/article 1: 

The Chair: Mr Wessenger moves that subsection 1(1) 
of schedule 2 to the bill be amended by adding the following 
definition: 

““Council’ means the council of the college; 
(‘conseil’).” 

Mr Wessenger: Just a housekeeping amendment 
again. 

Motion agreed to. 

The Chair: Mr Wessenger moves that subsection 1(1) 
of schedule 2 of the bill be amended by adding the following 
definition: 

“*natient relations program’ means a program to enhance 
relations between members and patients.” 

Mr Wessenger: This is a definition section related to 
the new patient relations committee and program. 

Mr J. Wilson: Perhaps we could stand this down a little. 
It is just a definition at this point. We should have some 
discussion about the new patient relations program and 
what the government’s intention in this whole area is, be- 
cause we have only had brief introductory comments last 
week from the parliamentary assistant and I think we 
should have a further discussion on it. 

The Chair: So are you requesting that all of schedule 
2 be stood down until section 26 has been dealt with, or 
are you asking that just this amendment to schedule 2 be 
stood down? 

Mr J. Wilson: This amendment at the moment. 

The Chair: Okay. We have a request to stand this 
amendment down. Any discussion? All in favour? Any 
opposed? We shall stand down this amendment to schedule 
2, subsection 1(1) until we deal with section 26 next Monday. 

Mr Wessenger: Madam Chair, it is 81(1). 

The Chair: Just to be clear, schedule 2, subsection 1(1) 
is stood down until there is discussion of 81(1) on the 
schedule. 
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Section 2 agreed to. 

Larticle 2 est adopté. 

Section/article 3: 

The Chair: Mr Wessenger moves that subsection 3(1) 
of schedule 2 of the bill be amended by adding the follow- 
ing paragraph: 

“5.1. To develop, establish and maintain programs to 
assist individuals to exercise their rights under this code 
and the Regulated Health Professions Act, 1991.” 

Mr Wessenger: The purpose of this amendment is to 
ensure that colleges have responsibility to develop pro- 
grams so individuals can exercise their rights under the 
legislation. 


Motion agreed to. 

Section 3, as amended, agreed to. 

Larticle 3, modifié, est adopté. 

Section 4 agreed to. 

Larticle 4 est adopté. 

Section/article 5: 

The Chair: Mr Wessenger moves that section 5 of 
schedule 2 to the bill be struck out and the following sub- 
stituted: 

“5(1) No term of a council member who is elected 
shall exceed three years. 

“(2) A person may be a council member for more than 
one term, but no person who is elected may be a council 
member for more than nine consecutive years. 

“5.1 A majority of the members of the council consti- 
tute a quorum.” 


Mr Wessenger: This is an amended version of an 
amendment previously circulated. The earlier version limited 
terms of both elected and appointed public members to six 
years. In responding to submissions from the colleges, the 
maximum length has been extended to nine years and the 
limit applies to elected members only. Government policy 
traditionally limits public members’ terms to six years. It is 
felt there is a limit necessary to ensure that fresh blood is 
brought on to the councils. Also, nine years, we feel, permits 
progression through committee and offices and lessens the 
member’s reliance on college bureaucrats. 


Motion agreed to. 
1630 


The Chair: Mr Wilson moves that section 5 of schedule 
2 of the bill be amended by adding the following subsection: 

“(2.1) A council member may not be appointed by the 
Lieutenant Governor in Council if the appointment would 
reduce the percentage of elected members of the council 
to less than 60% of the total number of members of the 
council.” 

Mr J. Wilson: The purpose of this amendment is that 
the government has announced its intention to increase the 
number of lay representatives to just under half of the 
composition of the college councils. We do not believe that 
a council made up of almost equal numbers of health care 
professionals and laypeople is a self-regulated body. We 
believe the government’s intention to have just under 50% 
lay members would erode self-regulation and the principle 
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of peer review. Therefore, the amendment supports the | 


contention that the ratio should be 60-40, 60% members of 
the college and 40% lay members. 

Mr Wessenger: I would like to speak in opposition to 
the amendment. In most cases we have negotiated with the 


college’s specific representation. The principle that has | 
been used is just under half, not a fixed percentage. It is | 
contrary to government policy to require that 60% of the | 


representatives be members of the college. 


Mr Beer: I have a question to the parliamentary assis- | 
tant. Could you elaborate on these agreements with the | 
colleges? I take it you mean by this that some of the coun- | 


cils will be perhaps 42% or 44%, but that they will all vary 
because the numbers are different and those have been 
negotiated with each council directly. Is that correct? 


Mr Wessenger: That is correct. The percentages will 
vary with each council because the representation is nego- 


tiated with the council and the government, so there are | 


variations. In some cases it might be 49%. Also, the arith- 


metic does not work out exactly in percentage terms, so it | 


will be a varying percentage. 

Motion negatived. 

Section 5, as amended, agreed to. 

Larticle 5, modifié, est adopté. 

Sections 6 and 8, inclusive, agreed to. 

Les articles 6 a 8, inclusivement, sont adoptés. 

Section/article 9: 

The Chair: Mr Wessenger moves that section 9 of 
schedule 2 of the bill be amended by adding the following 
paragraph: 

“7, Patient relations committee.” 

Mr Wessenger: I might explain that this is the patient 
relations committee mentioned in my opening remarks. 
This makes the patient relations committee a mandatory 
committee of each college. 

The Chair: Do you want to stand that down, Mr 
Wilson? 

Mr J. Wilson: Yes, Madam Chair. 

The Chair: We have a request to stand it down until 
we deal with all of the related sections. Any comment? All 
in favour? Any opposed? We will stand down section 9 of 
schedule 2 to the appropriate time. 

Mr Beer: I believe I can move— 

The Chair: Just a second. Do you want to just put it 
on the record and then we will stand it down? 

Mr Beer: Yes. Is that the way we might proceed with 
subsections 9(2) and (3) of schedule 2? 

The Chair: Yes. 

Mr Beer moves that section 9 of schedule 2 of the bill 
be amended by adding the following subsections: 


“(2) The council shall appoint the members of the | 


committees. 

“(3) The composition of the committees shall be in 
accordance with the regulations.” 

Mr Wessenger: Mr Beer, I think we can proceed 
with this, because it does not relate to the patient relations 
committee. 
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The Chair: Did you want to comment on this? 

Mr Beer: I think it is fairly self-explanatory, just to 
‘make clear the council’s role, that it will be appointing the 
members. 

Mr Wessenger: I would like to support this amend- 
| ment because I think it provides a more flexible way of 
| determining committee composition. 


Motion agreed to. 


The Chair: So we are going to stand down section 9 
to be dealt with, but we have amended part of it already. 


Sections 10 to 12, inclusive, agreed to. 
Les articles 10 a 12, inclusivement, sont adoptés. 


Section/article 13: 
Mr Wessenger: I have an amendment to section 13. 


__ The Chair: Mr Wessenger moves that section 13 of 
‘schedule 2 of the bill be struck out and the following 
“substituted: 

“13(1) A person whose certificate of registration is re- 
voked or who resigns as a member continues to be subject to 
‘the jurisdiction of the college for professional misconduct 
referable to the time when the person was a member. 

“(2) A person whose certificate of registration is sus- 
pended continues to be subject to the jurisdiction of the 
college for incapacity and for professional misconduct or 
incompetence referable to the time when the person was a 
member or to the period of the suspension.” 


Mr Wessenger: The purpose of this is to cover a situ- 
/ation that should have been covered in the original version. 


| Motion agreed to. 


Section 13, as amended, agreed to. 
Larticle 13, modifié, est adopté. 


Sections 14 to 17, inclusive, agreed to. 
Les articles 14 a 17, inclusivement, sont adoptés. 


Section/article 18: 


The Chair: Mr Wessenger moves that subsection 18(1) 
of schedule 2 be struck out and the following substituted: 

“18(1) A member may apply to the registration com- 
mittee for an order directing the registrar to remove or 
‘modify any term, condition or limitation imposed on the 
‘member’s certificate of registration as a result of a regis- 
‘tration proceeding. 

“(1.1) The right to apply under subsection (1) is subject 
‘to any limitation in the order imposing the term, condition 
or limitation or to which the member consented and to any 
limitation made under subsection (6) in the disposition of a 
previous application under this section.” 


Mr Wessenger: This is merely an amendment to clarify 
‘the earlier version. 


_ Motion agreed to. 


Section 18, as amended, agreed to. 
Varticle 18, modifié, est adopté. 








| Section 19 agreed to. 
_ Larticle 19 est adopté. 
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Section/article 20: 


The Chair: Mr Wessenger moves that subsection 20(3) 
of schedule 2 be amended by striking out “forthwith” in the 
third line and substituting “within 15 days after receiving 
the notice.” 


Mr Wessenger: This amendment requires the college 
to send a record of complaint investigation to the health 
professions board within 15 days of notice of complaint 
instead of forthwith. This was recommended by the Health 
Discipline Board council, because it gives it a more definite 
time frame rather than just the word “forthwith,” which in 
effect almost means immediately. 


Motion agreed to. 


The Chair: Mr Wessenger moves that subsection 
20(4) of schedule 2 be amended by renumbering clause (a) 
as clause (a.1) and adding the following clause: 

“(a) the applicant has given the registrar notice that the 
applicant will not be requiring a review or hearing.” 


Mr Wessenger: This is just a procedural refinement. 
Motion agreed to. 

Section 20, as amended, agreed to. 

Larticle 20, modifié, est adopté. 

Section/article 21: 

The Chair: Mr Wessenger moves that subsection 21(8) 


- of schedule 2 be struck out and the following substituted: 


“(8) The board, in making an order under subsection (6), 
shall not require the registration committee to direct the 
registrar to issue a certificate of registration to an applicant 
who does not meet a registration requirement that is pre- 
scribed as a non-exemptible requirement.” 

Mr Wessenger: It is to correct a technical error in the 
original provision. 

Motion agreed to. 

Section 21, as amended, agreed to. 

Larticle 21, modifié, est adopté. 

Section/article 22: 

The Chair: Mr Wessenger moves that clause 22(2)(f) 
of schedule 2 be struck out and the following substituted: 

“(f) information that a panel of the registration, disci- 
pline or fitness to practise committee specifies shall be 
included; and.” 

Mr Wessenger: This, again, is a housekeeping 
amendment clarifying that in addition to the registrar being 
authorized to enter information on a register, the panel of 
the registration, discipline or fitness to practise committees 
can specify what information is to be included on that entry. 

Motion agreed to. 

The Chair: Mr Wessenger moves that the French 
version of subsection 22(3) of schedule 2 to the bill be 
amended by inserting after “bureau” in the second line 
“normales.” 

Motion agreed to. 

The Chair: Mr Wessenger moves that subsection 
22(3) of schedule 2 to the bill be amended by adding the 
following paragraph: 
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“1.1 Information described in clause (2)(d) relating to a 
suspension that is in effect.” 

Mr Wessenger: This amendment is necessary because 
the public interest warrants public access to information on 
anyone currently suspended. 


Motion agreed to. 


Mr J. Wilson: Madam Chair, were those last com- 
ments actually directed to that amendment? 


The Chair: No. It was actually grammatical clarity, I 
think. 

Mr J. Wilson: I think so. I thought maybe I was in a 
different committee for a minute. 

The Chair: At least everyone is paying attention. 

Mr Wessenger moves that subparagraph 22(3)2ii of 
schedule 2 to the bill be amended by striking out “the 
discipline or fitness to practise committee” in the last two 
lines and substituting “a panel of the discipline or fitness to 
practise committee.” 


Mr Wessenger: This allows a panel rather than the 
whole committee. It is a housekeeping amendment. 

Motion agreed to. 

The Chair: Mr Wessenger moves that section 22 of 
schedule 2 of the bill be amended by adding the following 
subsections: 

“(3.1) In disposing of a matter, a panel of the registra- 
tion, discipline or fitness to practise committee may, for 
the purposes of clause (2)(f), specify information to be 
included in the register. 

“(3.2) In disposing of a matter, a panel of the discipline 
or fitness to practise committee may, for the purposes of 
subparagraph (3)21i, direct that the results of the proceed- 
ing be included in the register.” 

Mr J. Wilson: Obviously the amendment helps to 
clarify what information may be contained in the register. I 
would just like to ask the parliamentary assistant, does it 
serve to help those nurses, for instance, who were very 
much worried about their home addresses and that sort of 
thing being released? 

Mr Wessenger: No, it really does not speak to that 
matter. This really relates to where there has been a pro- 
ceeding and a finding. The panel can specify what specif- 
ically its finding was and how it should be entered in the 
register to make sure it is accurate. 

Motion agreed to. 


Section 22, as amended, agreed to. 
Larticle 22, modifié, est adopté. 
Section/article 23: 


The Chair: Mr Wessenger moves that section 23 of 
schedule 2 of the bill be amended by striking out “revoke” 
in the first and last lines and substituting “suspend.” 


Mr Wessenger: This is a housekeeping amendment 
substituting the word “suspend” for “revoke.” 

Motion agreed to. 

Section 23, as amended, agreed to. 

Larticle 23, modifié, est adopté. 

Section/article 24: 
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The Chair: Mr Wessenger. 

Mr Wessenger: I move that section 24 of schedule 2 of 
the bill be amended by adding the following subsection— 

The Chair: That is a PC motion. 

Mr Wessenger: Oh, excuse me. 

The Chair: I take back what I said about paying 
attention. The Chair apologizes. I called on Mr Wessenger. 
It was not a test; it was an oversight. 

Mr J. Wilson: I am certainly grateful for the indication 
of support from the parliamentary assistant. If he likes, he 
can read our motion into the record. 

The Chair: We were on a roll there, but I do apologize. 

Mr J. Wilson: He is doing well. I sure hope he will vote | 
for it. 

The Chair: I would not count on that, Mr Wilson. 

Mr Wilson moves that section 24 of schedule 2 of the 
bill be amended by adding the following subsection: | 
“(4.1) Despite subsection (4), a panel shall be atl 





if the complainant has a disability and the complaint is 
recorded on a tape, file, disc or other medium.” 
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Mr Owens: Just a quick question to the mover of the 
amendment. Would you agree, as a friendly amendment, to 
deal with folks who also have literacy problems, as people 
with literacy problems are unable to read or write as well? 


Mr J. Wilson: I think this attempts to deal with some 
of those problems. Currently the way the subsection reads 
is that the complaint must be in writing before a com- 
plaints panel will be constituted. This allows other options, 
of communicating. 


Mr Owens: But I think you would have to agree that 
when one talks about a disability, one does not usually 
include literacy problems in that definition. 


Mr J. Wilson: I would think a person with literacy 
problems would be able now—and you should agree with 
the amendment—to put forward a complaint on tape or 
film or disc or another medium, and I certainly think your 
concerms are encompassed in the amendment. 


Mr Owens: I think what I am suggesting, Jim, is that— 
The Chair: I think he said no to your request. 
Mr J. Wilson: No, I did not say no. 


The Chair: If you wish to move an amendment to the 
amendment, you must do so in writing. You can do that, 
but from the debate and the discussion, he has not agreed | | 
to amend his amendment at this time. 


Mr J. Wilson: I do, but I do not understand your 
amendment. Perhaps you could give me some wording on | 
it. I see this amendment as encompassing that already, 


without specifying each and every possible disability. | 

Mr Beer: I think this does cover the way in which a 
complaint can be recorded. I am asking a question of the 
parliamentary assistant that follows on from what Mr. 
Owens was just asking in terms of the definition of disabil- | 
ities. This would capture anyone who would need to use 
tape, film, disc or other media and that would be useful to. 
have in the legislation. | 
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Mr Wessenger: I would like to ask that this be stood 
| ‘down so we can have further time to consider it and come 
“up with appropriate language. I think it is a good concept 
that has been put forward here, but I think we would like 
‘to have it stood down to see what we can come up with in 
the appropriate language. 
| Mr J. Wilson: This is not a controversial amendment, 
but sure, if you would like to. 

The Chair: All in favour? Any opposed? 
Agreed to. } 


The Chair: We will stand that down until the appro- 
priate time. 

Section/article 25: 

_ The Chair: Mr Wessenger moves that paragraph 
(25(2)3 of schedule 2 to the bill be amended by inserting 
after “panel” in the second line “or another panel of the 
complaints committee.” 

Mr Wessenger: This is required because in practice it 
cannot be guaranteed that the panel that considers the sub- 
missions will be the same panel that cautions the member. 

| Motion agreed to. 

Section 25, as amended, agreed to. 

Larticle 25, modifié, est adopté. 

Section 26 agreed to. 

Larticle 26 est adopteé. 

Section/article 27: 

Mr J. Wilson: We are withdrawing our amendment 
| regarding subsection 27(1) of schedule 2. 

The Chair: That is withdrawn, thank you. 

Section 27 agreed to. 

Larticle 27 est adopté. 

Section/article 28: 

The Chair: Mr Wessenger moves that the French ver- 
‘sion of subsection 28(2) of schedule 2 of the bill be 
amended (a) by striking out “avait pour objet” in the fourth 
line; (b) by striking out “de renvoyer” in the first line of 
clause (a) and substituting “renvoyait”; and (c) by striking out 
““d’adresser” in the first line of clause (b) and substituting 
““adressait.” 

Motion agreed to. 

Mr J. Wilson: I point out at this time that we are 
‘withdrawing our proposed amendment to subsection 28(4). 
Section 28, as amended, agreed to. 
_ Larticle 28, modifié, est adopté. 
_ Sections 29 and 30 agreed to. 
_ Les articles 29 et 30 sont adoptés. 

Section/article 31: 
_ The Chair: Mr Wessenger moves that subsection 31(2) 
of schedule 2 of the bill be amended by striking out “and 
\to the complaints committee” in the second and third lines. 

Mr Wessenger: This amendment is recommended be- 
cause requiring the board to disclose to the complaints 
committee everything given to it by the registrar is redun- 
‘dant where the complaints committee has investigated the 
,; complaint. 

__ Motion agreed to. 






| 
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Section 31, as amended, agreed to. 

Larticle 31, modifié, est adopté. 

Section/article 32: 

The Chair: Mr Wessenger moves that clause 32(2)(b) 
of schedule 2 of the bill be struck out and the following 
substituted: 

“(a.1) may require the college to send a representative; 

“(b) may question the parties and the representative of 
the college.” 

Mr Wessenger: This amendment authorizes the Health 
Disciplines Board to require college representatives to attend 
for questioning at complaint review. It was suggested by 
the board counsel because sometimes no college represen- 
tatives attend, to the detriment of the review. 

Motion agreed to. 

Section 32, as amended, agreed to. 

Larticle 32, modifié, est adopté. 

Section/article 33: 


The Chair: Mr Wessenger moves that paragraph 2 of 
section 33 of schedule 2 of the bill be struck out. 


Mr Wessenger: This is a housekeeping amendment. 
Motion agreed to. 

Section 33, as amended, agreed to. 

Larticle 33, modifié, est adopté. 

Sections 34 and 35 agreed to. 

Les articles 34 et 35 sont modifiés. 


Section/article 36: 


The Chair: Mr Wessenger moves that clause 36(1)(a) 
of schedule 2 to the bill be struck out and the following 
substituted: 

“(a) an allegation is referred to the discipline committee.” 


Mr Wessenger: Again, it is just a housekeeping 
amendment. 


Motion agreed to. 


The Chair: Mr Wessenger moves that section 36 of 
schedule 2 to the bill be amended by adding the following 
subsection: 

“(3.1) In a matter in which an order under subsection 
(1) was made, an order of a panel of the discipline com- 
mittee directing the registrar to revoke, suspend or impose 
conditions on a member’s certificate takes effect immedi- 
ately despite any appeal.” 

Mr Wessenger: The purpose of this is because the 
college has power to suspend registration before a discipline 
hearing in extraordinary cases, and usually an order of the 
discipline committee is stayed pending appeal. In those 
extraordinary cases, an order should not be stayed, 


Motion agreed to. 

Section 36, as amended, agreed to. 

Larticle 36, modifié, est adopté. 
1700 

Section/article 37: 


The Chair: Mr Wessenger moves that subsection 
37(3) of schedule 2 of the bill be amended by striking out 
“one” in the first line and substituting “at least one.” 
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Mr Wessenger: This amendment is to require at least 
one member of a discipline panel to be both a member of 
the college and a member of the council. 

Motion agreed to. 

The Chair: Mr J. Wilson moves that subsection 37(5) 
of schedule 2 of the bill be struck out and the following 
substituted: 

“(5) Three members of a panel, at least one of whom 
must be a member who was appointed to the council by 
the Lieutenant Governor in Council, constitute a quorum.” 

Mr J. Wilson: The intention here it to ensure that a 
public member is present throughout the discipline hearing 
process and the decision-making process, and not just for a 
hearing to commence. 

Mr Wessenger: I support this amendment because the 
discipline committee must have between three and five 
members, of whom at least two must be public members. I 
think it is important to ensure that there will be a consis- 
tency of one public member through the hearing. 

Motion agreed to. 

The Chair: Shall section 37, as amended, carry? All 
in favour? Any opposed? Carried. 

Section 37, as amended, agreed to. 

Larticle 37, modifié, est adopté. 

Mr Wessenger: Could we hold for a minute? 

The Chair: We have a request from Mr Wessenger to 
just hold the proceedings. You may want to recess for five 
minutes. We will stand down for five minutes and recess. 

The committee recessed at 1702. 

1709 

The Chair: The standing committee on social develop- 
ment is now in session. 

Mr Beer: It was drawn to my attention that one of the 
clauses I asked to be stood down need not be stood down, 
if I might just return to it. It is subsection 36(1). 

The Chair: A section of the bill, not in the schedule. 

Mr Beer: Not in the schedule. 

The Chair: We have a request to go back to the bill to 
subsection 36(1). 

Mr Beer moves that subsection 36(1) be amended by 
inserting after “26(1)” in the second line “or 28.1(1).” 

Mr Beer: I do not know how anybody following this on 
television would understand. We are talking gobbledegook. I 
stood this down because of the reference to subsection 26(1), 
but in fact it is subsection 36(1) and any discussion or changes 
we make to section 26 later on can then be changed. All we 
are doing here is adding “or 28.1(1)” which we had in fact 
approved. I would ask that we now approve this amendment. 

Mr Wessenger: Yes, I agree with that. It is a conse- 
quential amendment to the previous amendment that passed. 

The Chair: I am going to call the vote on the amend- 
ment to subsection 36(1) of the bill. All in favour of the 
amendment? Any opposed? 

Motion agreed to. 

The Chair: We still have some parts of section 36 that 
have been stood down; is that correct? 
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Clerk of the Committee: Yes, subsection 36(2). 


The Chair: So there are still some parts of section 36 
that have been stood down for discussion at another time. | 

Schedule/annexe 2: | 

Section/article 38: 

The Chair: Mr Wilson, we are now back on schedule 
2. You have an amendment that I believe you want to place 
at this time to section 38. 

Mr Wilson moves that subsection 38(1) of schedule 2 
of the bill be struck out. 


Mr J. Wilson: The purpose is to make that consistent 
with my previous amendment. 


Mr Wessenger: Yes, I support that. It is consistent 
and it should be passed. 


The Chair: All in favour? Any opposed? 
Motion agreed to. 


| 
Section 38, as amended, agreed to. | 
Larticle 38, modifié, est adopté. : 


Section/article 39: 


The Chair: Mr Wilson moves that section 39 of 
schedule 2 of the bill be amended by adding the following 
subsections: 

“(2) A panel may at any time permit a notice of hearing 
of allegations of sexual abuse of a patient by a member to 
be amended if it is of the opinion that it is just and equitable 
to do so, and the panel may make any order it considers 
necessary to prevent prejudice to the member. 

“(3) In subsection (2), ‘sexual abuse’ means conduct! 
that is sexual including, without limiting the generality of | 
the foregoing, improper touching or kissing.” 

I have a motion from Mr Wilson that this matter be 
stood down and dealt with at the appropriate time. 


Mr Beer: With the committee’s indulgence, I woulll 
agree with that. I just wanted to be clear, as I am going to 
have to leave shortly. There are several others that I think 
relate to this. Is there agreement that all of the ones that 
relate to sexual abuse and the patients’ committee would 
then be dealt with together? 


Mr J. Wilson: Agreed. 


The Chair: The motion to stand down section 39 will 
be amended to include the standing down of all amend- 
ments to the schedule which relate to the issue of sexual 
abuse, sexual assault, that they also be stood down and’ 
dealt with at the appropriate time. 

Motion agreed to. | 

Mr J. Wilson: On a point of information for the com-| 
mittee, you should not spend time this evening considering | 
our amendment, which was coming along next, to schedule 
2, section 40, the PC motion. We are withdrawing that. 

Sections 40 to 43, inclusive, agreed to. 

Les articles 40 a 43, inclusivement, sont adoptés. 











Section/article 44: 


The Chair: Mr Wessenger moves that subsection 
44(2) of schedule 2 be amended by striking out the first 
three lines and substituting: 
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“The panel may make an order that the public be ex- 
cluded from a hearing or any part of it if the panel is 
satisfied that.” 

Mr Wessenger: This increases the flexibility of orders 
_ that have been made to exclude the public from the hearings. 
_ The Chair: On the amendment, Mr Wilson. 
( Mr J. Wilson: Excuse me, Madam Chair, is that 
section 44.1? 
Mr Wessenger: No, it is subsection 44(2).. 
_ Mr J. Wilson: I think the parliamentary assistant 
_ skipped one. 
The Chair: We are dealing first with 44(2). In your 
- book, Mr Wilson, they are just out of order. Mr Wessenger 
| is correct in moving the amendment to subsection 44(2) first. 
Motion agreed to. 
Section 44, as amended, agreed to. 
Larticle 44, modifié, est adopté. 
__ The Chair: Mr Wessenger moves that schedule 2 to 
the bill be amended by adding the following section: 
__ “44,1 If a panel makes an order under subsection 44(2), 
wholly or partly because of the desirability of avoiding 
disclosure of matters in the interest of a person affected, 
the panel may allow the person and his or her personal 
representative to attend the hearing.” 
_ MrJ. Wilson: Perhaps we could have a further expla- 
| nation from the parliamentary assistant. 
Mr Wessenger: The discipline committee may exclude 
the public from hearings to protect an individual’s interests, 
and this amendment ensures that the individual and repre- 
‘sentative may remain despite the exclusion order. A gen- 
eral order excluding the public would also exclude the 
complainant, so this allows the complainant to remain. 
_ MrJ. Wilson: I appreciate the comments. 
Motion agreed to. 


Section 45 agreed to. 
Larticle 45 est adopté. 


Section/article 46: 

The Chair: Mr J. Wilson moves that subsection 46(1) 
_ of schedule 2 be amended by adding the following clause: 

_ “(b.1) copies of the transcript of the hearing are avail- 
able to the complainant on the complainant’s request.” 

Mr J. Wilson: The intent here is that copies of the 
| transcript of a hearing are to be made available to the 
| patient where the patient is not a party. 

_ Mr Wessenger: Mr Wilson, could I ask you a ques- 
tion with respect to this amendment, and that is, who 
would pay the cost of the transcript? 

Mr J. Wilson: It is a very good question. We feel, 
/ none the less, that it is important that the patient be al- 
lowed to have a copy, and perhaps cost is something we 
_ should discuss right now. 

Mr Wessenger: Yes, I think it is something we should 
| discuss, because again— 

i Mr J. Wilson: It can be very costly. I understand 
that, yes. 








STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


S-837 





Mr Wessenger: If a transcript has already been pre- 
pared, then there is a fairly minimal cost to providing a 
copy of the transcript to the complainant. If, however, 
there has been a hearing and no transcript has been pre- 
pared, the cost of preparing a transcript could be very ex- 
pensive, $300 or something. 

Mr J. Wilson: As is the case with our court systems, I 
certainly would not be opposed to the patients having to 
pay for the transcripts themselves. 

Mr Wessenger: If you would like to make that 
amendment— 


Mr J. Wilson: I would make that amendment. 


The Chair: You have to make it in writing, Mr Wilson. 
Shall we stand it down for a moment? 


Mr J. Wilson: Yes, fine. We move to stand it down. 
Motion agreed to. 
Sections 47 and 48 agreed to. 
Les articles 47 et 48 sont adoptés. 
1720 
Section/article 49: 


The Chair: Mr Wessenger moves that clause 49(1)(a) 
of schedule 2 of the bill be amended by striking out “con- 
victed” in the first line and substituting “found guilty.” 


Mr Wessenger: The purpose of this amendment is 


~ that we want to include the situation where a member has 


been found guilty of an offence but has been granted a 
conditional or absolute discharge by the court. 


Motion agreed to. 

Section 49, as amended, agreed to. 

Larticle 49, modifié, est adopté. 

Sections 50 to 63, inclusive, agreed to. 

Les articles 50 a 63, inclusivement, sont adoptés. 


Section/article 64: 


The Chair: Mr Wessenger moves that subsections 
64(1) and (2) of schedule 2 to the bill be struck out and the 
following substituted: 

“64(1) A report prepared and signed by a health profes- 
sional containing his or her findings and the facts upon which 
they are based is admissible as evidence at a hearing without 
proof of its making or of the health professional’s signature if 
the party introducing the report gives the other parties a copy 
of the report at least 10 days before the hearing. 

“(2) A health professional may not give evidence in his 
or her professional capacity at the hearing unless a report, 
prepared and signed by the health professional containing 
his or her findings and the facts upon which they are based, is 
introduced as evidence.” 


Mr Wessenger: The reason for this amendment is to 
make the rules similar to the courts with respect to the pro- 
viding of medical reports as evidence. 

Motion agreed to. 

Section 64, as amended, agreed to. 

Larticle 64, modifié, est adopté. 

Sections 65 to 67, inclusive, agreed to. 

Les articles 65 4 67, inclusivement, sont adoptés. 
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Section/article 68: 

The Chair: Mr Wessenger moves that subsection 68(3) 
of the bill be struck out and the following substituted: 

“(3) In an appeal under subsection (1), the court has all 
the powers of the panel that dealt with the matter and, in 
an appeal from the board, the court also has all the powers 
of the board.” 

Mr Wessenger: This is necessary to ensure that the 
court can substitute its decision for that of the board, if that 
is appropriate. 

Section 68, as amended, agreed to. 

Larticle 68, modifié, est adopté. 

Sections 69 to 79, inclusive, agreed to. 

Les articles 69 4 79, inclusivement, sont adoptés. 

Section/article 80: 

The Chair: Mr Wessenger moves that subsections 
80(2), (3) and (4) of schedule 2 to the bill be struck out and 
the following substituted: 

“(2) Every person who controls premises where a 
member practises, other than a private dwelling, shall allow 
an assessor to enter and inspect the premises. 

“(3) Every person who controls records relating to a 
member’s care of patients shall allow an assessor to in- 
spect the records. 

“(4) Subsection (3) does not require a patient or his or 
her representative to allow an assessor to inspect records 
relating to the patient’s care.” 

Mr Wessenger: This amendment gives the college qual- 
ity assurance, assessors wider access to practice premises 
and patient records when they are doing an investigation. 


Motion agreed to. 


Section 80, as amended, agreed to. 
Larticle 80, modifié, est adopté. 


Section 81 agreed to. 
Larticle 81 est adopté. 


The Chair: Mr Wessenger moves that schedule 2 of the 
bill be amended by adding, before the heading “Miscella- 
neous,” the following sections: 

“81.1(1) The council shall make regulations under 
paragraph 22.1 of subsection 91(1) prescribing a patient 
relations program. 

“(2) The patient relations program must include mea- 
sures for the prevention of professional misconduct of a 
sexual nature. 

“81.2 The patient relations committee shall advise the 
council with respect to the patient relations program. 

“81.3(1) There shall be a patient relations monitoring 
board to monitor the patient relations program. 

“(2) The board shall be composed of representatives of, 

“(a) the public; 

“(b) the members; and 

“(c) the unions and professional associations that rep- 
resent members. 

“(3) The number of representatives shall be determined 
by the council. 

“(4) The number of representatives of the public shall 
be at least equal to the total number of representatives of 
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the members and the unions and professional associations 
that represent members. 

“(S) The minister shall appoint, as representatives of 
the public, persons who are not, | 

“(a) members of the college or any other college as 
defined in the Regulated Health Professions Act, 1991; or 

“(b) members of the council or any other council as | 
defined in the Regulated Health Professions Act, 1991. | 

“(6) The council shall appoint the representatives of the 
members. | 

“(7) The council shall determine the unions and profes- | 
sional associations that represent members and they shall | 
appoint their representatives. 

“81.4 The Patient Relations Monitoring Board shall | 
make an annual report to the college.” 
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Mr Wessenger: I would ask that this be stood down 
to be considered with the other items. 

The Chair: All right. You could go back at this point 
if you wish, Mr Wessenger, and deal with schedule 2, sub- 
section 1(1), the patient relations program, and schedule 2, 
section 9, which deals with the patient relations committee, 
or do you want to stand the whole thing down? | 

Mr Wessenger: I think I would prefer to stand down. 
I think we would rather deal with it tomorrow. 


The Chair: There is a motion to stand down the 
amendment, new sections to schedule 2, 81.1 to 81.4. 


Motion agreed to. 


The Chair: Mr J. Wilson moves that schedule 2 of the 
bill be amended by adding, before the heading “Miscella- | 
neous,” the following sections: , 

“81.1(1) The college shall establish a fund to be known 
in English as the survivors compensation fund and in 
French as the fonds d’indemnisation des victimes. | 

“(2) The survivors compensation fund shall be admin- | 
istered by the survivors compensation fund committee. 

“81.2(1) The college shall have a committee called the 
survivors compensation fund committee. 

“(2) The committee shall be composed of three per- 
sons, at least two of whom must be members of the coun- 
cil appointed to the council by the Lieutenant Governor in 
Council. 

“(3) The chair of the committee shall be selected by the | 
committee from among its members who are members of 
the council appointed to the council by the Lieutenant 
Governor in Council. 

“81.3(1) The fund shall be used for the purpose of | 
assisting patients and former patients who have been vic- 
tims of professional misconduct of a sexual nature by 
members or former members. 

“(2) The committee may make payments from the fund 
for treatment or counselling related to the misconduct and 
for associated expenses. 

“81.4(1) A member or former member who is found to 
have committed an act of professional misconduct of a 
sexual nature with respect to a patient shall pay into the 
survivors compensation fund any fees received for ser- 
vices rendered to the patient in the period during which the 
misconduct occurred. 
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“(2) An amount required to be paid under subsection 
(1) is a debt that may be recovered by the committee in a 
civil proceeding.” 

Mr J. Wilson: As per our previous agreement, this 
dealing with the matter of sexual abuse, I move, of course, 
‘that this amendment be stood down. 


| The Chair: I have a motion that this amendment be 
stood down and dealt with at the appropriate time with the 
other amendments on this issue. 


Motion agreed to. 


Sections 82 to 84, inclusive, agreed to. 
Les articles 82 a 84, inclusivement, sont adoptés. 


Section/article 85: 


_ The Chair: Mr Wilson moves that section 85 of 
schedule 2 to the bill be amended by adding the following 
subsections: 

“(3) This section and the Limitations Act do not apply 
‘with respect to an action arising out of a person’s sexual 
abuse of a patient while the person was a member. 

| “4) In subsection (3), ‘sexual abuse’ means conduct 
‘that is sexual including, without limiting the generality of 
the foregoing, improper touching or kissing.” 


Mr J. Wilson: I also move, Madam Chair, consistent 
‘with the previous amendment that I introduced, that this be 
‘stood down at this time. 


The Chair: There is a motion that the amendment be 
‘stood down till the appropriate time. 


Motion agreed to. 


_ The Chair: There is a motion to stand down all of 
‘section 85. 


Motion agreed to. 
Section/article 86: 


__ The Chair: Mr Wessenger moves that section 86 of 
schedule 2 of the bill be amended by adding the following 
subsection: 

“(1.1) If a person intended to terminate the employ- 
‘ment of a member or to revoke the member’s privileges 
for reasons of professional misconduct, incompetence or 
‘incapacity but the person did not do so because the member 
resigned or voluntarily relinquished his or her privileges, 
‘the person shall file with the registrar within 30 days after 
‘the resignation or relinquishment a written report setting out 
'the reasons upon which the person had intended to act.” 
Mr Wessenger: This amendment is to cover the situa- 
tions where an employee resigns from his position of em- 
‘ployment, such as in a health care facility, for a reason 
‘relating to professional misconduct, and requires that the 


information be reported to the college so it is on record. 
Mr J. Wilson: The person who actually is resigning 


has to file with the registrar within 30 days? 

__ Mr Wessenger: An employer has to file the informa- 

tion. 

_ MrJ. Wilson: So “person” here means employer? 
Mr Wessenger: Yes, because if a person intended to 

terminate the employment, it is the person terminating the 

employment, not the employee. 


| 
{ 


i 
i 
| 
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Motion agreed to. 

Section 86, as amended, agreed to. 
Larticle 86, modifié, est adopté. 
Sections 87 and 88 agreed to. 

Les articles 87 et 88 sont adoptés. 
Section/article 89: 


The Chair: Mr Wessenger moves that subsection 
89(1) of schedule 2 to the bill be amended by adding after 
“section 44” in the second line “or 45.” 


Mr Wessenger: This amendment clarifies that breach 
of an order made under section 45 of schedule 2 is an 
offence. 


Motion agreed to. 

The Chair: Mr Wessenger moves that subsection 89(3) 
of schedule 2 to the bill be amended by striking out “80(3), 
(4)” in the second line and substituting “80(2), (3).” 

Mr Wessenger: This is a housekeeping amendment. 

Motion agreed to. 

Section 89, as amended, agreed to. 

Larticle 89, modifié, est adopté. 

Section 90 agreed to. 

Larticle 90 est adopté. 

Section/article 91: 

The Chair: Mr Wessenger moves that paragraph 3 of 


’ subsection 91(1) of schedule 2 to the bill be struck out and 


the following substituted: 

“(3) Prescribing conditions disqualifying elected mem- 
bers from sitting on the council and governing the removal 
of disqualified council members.” 

Mr Wessenger: This amendment enables a college to 
impeach a committee member who initially qualified. 

Mr J. Wilson: Madam Chair, that replaces a section that 
also gave the authority for filling vacancies on the council. 
How is that now done? It is probably covered somewhere 
else; I just do not know where. 

Mr Wessenger: There is a second motion that will 
clear that up, the next motion, 5 and 5.1. 

Mr J. Wilson: Okay, thank you. 

Motion agreed to. 
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The Chair: Mr Wessenger moves that paragraph 5 of 
subsection 91(1) of schedule 2 to the bill be struck out and 
the following substituted: 

“5S. Prescribing conditions disqualifying committee 
members from sitting on committees and governing the 
removal of disqualified committee members; 

“5.1 Respecting the filling of vacancies on the council 
or its committees.” 

Mr Wessenger: This amendment authorizes the council 
to make regulations governing the creation of a vacancy by 
disqualification and removal, in addition to the existing 
regulatory power governing how to fill any vacancy. 


Motion agreed to. 


The Chair: Mr Cordiano moves that subsection 91(1) 
of schedule 2 of the bill be amended by adding the following 
paragraph: 
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“5.2 Providing for the composition of the committees 
mentioned in section 9.” 

Interjection: It is consequential. 

Mr Wessenger: Yes, it is consequential. Yes, we do 
support that amendment. 

Motion agreed to. 

The Chair: Mr Wessenger moves that subsection 
91(1) of schedule 2 of the bill be amended by adding the 
following paragraph: 

“14.1 Governing or prohibiting the delegation by or to 
members of controlled acts set out in subsection 26(2) of 
the Regulated Health Professions Act, 1991.” 

Mr Wessenger: This amendment in the code authorizes 
college councils to make regulations governing the delega- 
tion of controlled acts by or to members of the college. 

Mr Hope: It seems we have not dealt with subsection 
26(2). Is it appropriate that it be carried at this time? 

Mr Wessenger: Yes, I believe it is appropriate, be- 
cause it is just the procedural code. 

Mr J. Wilson: My reading of it is it simply clarifies 
the authority of the college for something that all commit- 
tee members agree is within the scope of this act. 

The Chair: I think that is an accurate reading of what 
is proposed. 

Motion agreed to. 

The Chair: Mr Wessenger moves that subsection 
91(1) of schedule 2 of the bill be amended by adding the 
following paragraph: 

“22.1. Prescribing a patient relations program;” 

And he further moves that subsection 91(2) of schedule 2 
of the bill be amended by inserting after “22” in the first line, 
“or 222i) 

Mr Wessenger: I think we should stand this down for 
consideration with the others. 

The Chair: There is a motion to stand this amendment 
down until the appropriate time. 

Motion agreed to. 

The Chair: Mr Wessenger moves that paragraph 25 of 
the subsection 91(1) of schedule 2 to the bill be struck out 
and the following substituted: 

“25. Requiring members to give the college their home 
addresses and prescribed information about the places they 
practise the profession, the services they provide there and 
the names, business addresses and telephone numbers of 
their associates, partners and employees and prescribing the 
form and manner in which the information shall be given.” 

Mr Wessenger: This amendment authorizes the council 
to require members to provide their home addresses and 
prescribed information about where they practise and the 
services provided. 

Motion agreed to. 

The Chair: Mr Wessenger moves that paragraph 28 
of subsection 91(1) of schedule 2 to the bill be amended by 
striking out “and for anything the registrar is required or 
authorized to do” in the fourth and fifth lines. 

He further moves that subsection 91(1) of schedule 2 
to the bill be amended by adding the following paragraph: 
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“28.1. Requiring persons to pay fees, set by the regis- | 
trar or prescribed, for anything the registrar is required or | 
authorized to do.” | 

Mr Wessenger: This really authorizes the council to | 
make regulations governing fees for purposes other than 
those specified. | 

Motion agreed to. | 

Mr J. Wilson: As that amendment has been adopted, I | 
will change my motion just slightly, Madam Chair. I think | 
it will now have to become 28.2, not 28.1, since we just 
put in a 28.1. 

The Chair: That is correct. : 

Mr J. Wilson moves that subsection 91(1) of schedule 2 
to the bill be amended by adding the following paragraph: 

“28.2. Requiring members to pay a prescribed annual 
levy to the survivors compensation fund and requiring 
members to pay prescribed penalties for the late payment 
of the levy.” 

Mr J. Wilson: I move that this be stood down in ac- 
cordance with other amendments along the line of the sex- 
ual abuse debate. 

The Chair: I have a motion that this amendment be 
stood down to the appropriate time. 

Motion agreed to. 

The Chair: Mr Wessenger moves that paragraph 30 
of subsection 91(1) of schedule 2 to the bill be struck out 
and the following substituted: 

“30. Requiring members to have professional liability 
insurance satisfying prescribed requirements or to belong 
to a prescribed association that provides protection against | 
professional liability and requiring members to give proof. 
of the insurance or membership to the registrar in the pre- | 
scribed manner.” 


Mr Wessenger: This amendment was recommended 
because professional liability insurance does not accurately 
describe the Canadian Medical Protective Association that _ 
medical doctors belong to for the purposes of protection 
against professional liability. | 

Motion agreed to. 


The Chair: We cannot at this time move section 91 
because we have stood down some parts of it, so that all of 
section 91 will be stood down, Mr Wessenger, until such time 
as—we, of course, have a motion to stand down section 91 
to be dealt with at the appropriate time. 

The Chair: The clerk will prepare for all members of 
the committee a list of all of those items which have been 
stood down. Everything else to this point has been dealt with. 


Title agreed to. 
Le titre est adopté. 


The Chair: I would just point out regarding the motions | 
“Shall the bill, as amended, carry?” and “Shall it be ordered?” 
that it has been agreed, and we have a motion, that this will 
not take place until Bill 64 has been ordered. Agreed? 
Agreed. 

Mr J. Wilson: Can I just ask for a clarification of that? I 
did miss the introductory remarks of the parliamentary as- 
sistant earlier today. Will we proceed tomorrow with the 
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stood-down amendments in the omnibus Bill 43 or are we 
‘setting them aside until after Bill 64? Is that what you just 
‘said? 

| The Chair: No, what I understand we are doing is 
that the ones that have been stood down will be stood 
}down until next Monday when the minister will be here. 
|The last two that I mentioned, “Shall the bill carry?” and 
“Shall it be ordered?” have been deferred until Bill 64 has 
been ordered. Is that correct, Mr Wessenger? 

Mr Wessenger: Yes, that is correct. 

The Chair: As well, the amendments regarding the 
‘mative motion that has been placed will also be after Bill 
64 has been ordered. Is that clear, as far as process is 
concerned? 


Mr J. Wilson: Thank you. I appreciate that clarification. 


The Chair: In light of the motions and the schedule, 
the committee must decide what if anything it would like 
‘to do tomorrow. Mr Wessenger, would you suggest that we 
stand adjourned until next Monday? ; 

| Mr Wessenger: Yes, I think we should stand ad- 
journed until next Monday. 

' Mr Cordiano: As a matter of fact, there is very little 
‘to deal with other than the things that have been stood down, 
amendments. I think we should just meet on Monday and 
deal with those. 
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The Chair: It would be helpful, however, as we seem 
to be moving right along, if all three caucuses, or the gov- 
ernment and the two caucuses, could table their amend- 
ments to the first few other bills by Friday of this week, so 
they can be circulated. Then we hopefully will be ready to 
deal with them Monday or Tuesday, depending on how 
discussions go, but I think there is an interest. So could we 
try to have all amendments to the first five bills to the clerk 
by Friday? That would be Bills 44 to 49 inclusive. Is that 
possible? Or as many as possible ready for Friday. 

Mr J. Wilson: Certainly the first three, but when you 
get into Bills 47, 48, 49 and the dentistry stuff, it does get a 
bit complicated. Perhaps we could at least agree on the 
first three. 


The Chair: Agreed for the first three. 


Mr Cordiano: Okay, agreed. I will check on that, but 
that is fine. 


The Chair: It is a request, it is not a motion, that we 
try to have all of the amendments for the first three bills, 
Bills 44, 45 and 46, tabled with the clerk by this Friday so 
they can be circulated. The committee stands adjourned until 
Monday following question period, approximately 3:30. 
Thank you all. 


The committee adjourned at 1754. 
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Chambre et des comités de l’actuelle premiére session. 
Une nouvelle série commencera le jour de |’ ouverture de 
la deuxiéme session et des sessions suivantes : numéro 1, 
page 1. Les rapports des comités seront également 
numeérotés a partir de la premiére séance de chaque comité 
pour une session parlementaire donnée. 
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LEGISLATIVE ASSEMBLY OF ONTARIO 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


Monday 7 October 1991 


The committee met at 1530 in room 151. 


REGULATED HEALTH PROFESSIONS ACT, 1991, 
AND COMPANION LEGISLATION 


LOI DE 1991 SUR LES PROFESSIONS 
DE LA SANTE REGLEMENTEES 
ET LES PROJETS DE LOI QUI LACCOMPAGNENT 

Resuming consideration of Bill 43, the Regulated Health 
Professions Act, 1991, and its companion legislation, 
Bills 44-64. 

Reprise de l’étude du projet de loi 43, Loi sur les pro- 
fessions de la santé réglementées et les projets de loi, 44 a 64, 
qui l’accompagnent. 

The Chair: The clerk has provided a list of all those 
sections that have been postponed and they are on the 
paper before you that says, “Bill 43, Regulated Health 
Professions Act, 1991, Postponed Items.” As well, there is 
a package of proposed amendments to Bills 43, 44 and 45 
and you will be receiving a package to add to that. At this 
time the clerk is distributing them. 

We are going to begin today, with the consent of the 
committee, on the postponed items list at section 6 and 
deal with the clauses in numerical order. All agreed that we 
proceed in that way? That is the normal procedure for a 
committee. 

Section/article 6: 

Mr Wessenger: I would ask that the subsection 6(3) 
amendment be withdrawn. The purpose of withdrawing it is 
that we are not going to have a patient relations monitoring 
board. There is going to be another procedure to deal with 
the matter of monitoring the patient relations committee. It 
is going to be introduced at a later date. 

The Chair: Shall section 6 stand as written in the bill? 


Section 6 agreed to. 
Larticle 6 est adopté. 


Mr Wessenger: I suggest that section 11 be reopened 
and heard with section 81. 

The Chair: We have a request from the parliamentary 
assistant that consideration of section 11 be postponed 
until we have dealt with section 81. 

Agreed to. 

The Chair: Back to the agreed-upon agenda. We have 
now postponed section 11, carried all sections between the 
beginning of the bill and section 26, which we are now at. 
Is that your understanding? 


Mr Wessenger: That is my understanding. 


The Chair: The reason I want to be really clear on 
this is that when dealing with postponed items there is 
sometimes a little bit of, I would use the word “confusion” 
lightly, about exactly where we are. So for the record I 
want to be clear that everyone knows where we are and 


how we got there. Agreed. We are now beginning section 26, 
which was postponed. 


Section/article 26: 


The Chair: Mr Wessenger moves that paragraph 1 of 
subsection 26(2) of the bill be struck out and the following 
substituted: 

“1. Communicating to the individual or his or her per- 
sonal representative a diagnosis identifying a disease or 
disorder as the cause of symptoms of the individual in 
circumstances in which it is reasonably foreseeable that 
the individual or his or her personal representative will 
rely on the diagnosis.” 


Mr Wessenger: | think it is fair to say that the whole 
question of subsection 26(2), as set out in the bill, has been 
a matter of concern to many individuals. There have been 
certain perceptions with respect to the meaning of that 
clause as set out in the original bill, so this amendment is 
to make it clearer with respect to the intended intention 
that the unregulated groups would not be affected in their 
counselling role with respect to this clause. 

The first aspect of the amendment is to substitute the 
word “diagnosis” for the word “conclusion.” The purpose 
of this is because “diagnosis” is a much narrower and 
more precise term than “conclusion” and there was some 
concer expressed that the word “conclusion” could be an 
opinion given after an assessment or an observation made 
from an assessment. To clarify that, the word “conclusion” 
is being replaced by the word “diagnosis.” We think this 
makes it much clearer that there is no restriction on com- 
municating results of assessments. 

The second aspect is to remove the word “dysfunction” 
from the definition. This narrows the restriction to diseases 
and disorders. This was done because dysfunctions are often 
identified by assessing patients. Therefore, it is doubly 
clearer that assessment results may be communicated. 

Although it is not the subject matter of this particular 
amendment, there is a further amendment I would like to 
refer to which is related to subsection 26(2). That is the 
proposed subsection 28(2). Subsection 28(2), which we 
propose to introduce, makes it clear that, “Subsection 26(1) 
does not apply with respect to a communication made in the 
course of counselling about emotional, social, educational 
or spiritual matters as long as it is not a communication 
that a health profession act authorizes members to make.” 
Again, this will help to clarify the situation with respect to 
the whole question of counselling. I think the amendment 
to subsection 26(2) has to be considered in connection 
with the amendment, subsection 28(2). 


Mr J. Wilson: I just wonder if members would note, 
three pages following, that the PC amendment from my 
caucus only varies from the government’s amendment to 
subsection 26(2) in that we have inserted the word “medical” 
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in front of the word “diagnosis.” I am wondering if that 
would be a friendly amendment to the parliamentary assis- 
tant, given that a number of the unregulated health profes- 
sions, the coalition of churches and the Coalition of 
Unregulated Health Professionals really believe very 
strongly that we must make it clear in this legislation that 
we are referring to a prohibition on medical diagnosis. 

We feel very strongly in our caucus that this would help, 
as the parliamentary assistant has just said, to strengthen 
the clause to ensure that anyone picking up a copy of the 
bill and reading it would understand we are referring to 
medical diagnosis. I wonder, Madam Chair, if that would 
be a friendly amendment. 


The Chair: No, Mr Wilson, it would not. The notion 
of a friendly amendment is not parliamentary in this context. 
It is appropriate, if you wish, to move your amendment to 
the government amendment. It can then be discussed and 
voted on appropriately. 
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The Chair: Mr Wilson moves that paragraph 1 of 
subsection 26(2) of the bill be struck out and the following 
substituted: 

“1. Communicating to the individual or his or her per- 
sonal representative a medical diagnosis identifying a dis- 
ease or disorder as the cause of symptoms of the individual 
in circumstances in which it is reasonably foreseeable that 
the individual or his or her personal representative will 
rely on the diagnosis.” 


Mr Wessenger: If I might speak to that, the reason we 
do not consider it a friendly amendment is that it makes 
medicine the reference point, which is objectionable to other 
regulated professions and against the philosophy of the 
whole legislation, which is to recognize other professions 
in the delivery of health care, besides the whole question 
of medicine. 

It would be difficult to apply to the authorized acts of 
chiropractic, chiropody, dentistry, optometry and psychology. 
Actually we did look at that whole question at an earlier 
stage in the manner of attempting to see if there would be 
some method of covering this aspect and defining each 
one of those diagnoses specifically, but the problems were 
too great to really proceed along that way. Therefore, I 
cannot support that amendment. 


Mr J. Wilson: Speaking to it further, I agree it would 
be difficult, to some degree, to amend the other acts, but 
not impossible. It would make it clear, I think, that we are 
referring to medical diagnosis. A number of groups have 
asked for this. I do not think the legal hurdles are so great 
that we cannot get around them and adapt the other legisla- 
tion to this amendment. It would seem to me that it is an 
appropriate amendment. 

The government should be defining in the legislation 
what “diagnosis” means. You will admit, I think, parlia- 
mentary assistant, that many groups that appeared before this 
committee used the terms “assessment” and “diagnosis” 
interchangeably. Perhaps if you will not accept our amend- 
ment, which we feel strongly about, you will consider putting 
into the legislation a definition of what you are referring to as 


“diagnosis” so that it is clear to everyone who picks up this 
act what exactly the government’s intention is here. 

Mr White: I wonder if I could seek some clarification 
on this point from the parliamentary assistant, with the 
consultation available to him. As it presently stands, diag- 
nosis is limited to this very specifically limited number of 
practitioners. Is that right? 


Mr Wessenger: That is correct. 


Mr White: Is the quality or the nature of their diagnosis 
profession-limited, ie, do optometrists have a specific area? 

Mr Wessenger: Yes, they do. There are specific areas 
set out with respect to each profession. 

Mr White: Along those lines, is it also true that no 
other of those professions may make a diagnosis in that 
area? Thus, a medical doctor could not make an 
optometrist’s assessment and a medical doctor could not 
make a psychological assessment—or diagnosis, excuse 
me. It is an important distinction, I understand. 


Mr Wessenger: Yes. However, certainly the medical 
profession has a broad diagnostic power because of the vari- 
ous medical specialities. 

Mr White: I understand that, but under the law, is it 
legal for a medical doctor to make a psychological diagnosis 
or assessment, whichever phrase you want to use? 

Mr Wessenger: Yes, it would be. 

Mr White: It would be illegal? 


Mr Wessenger: No, it would be legal for a doctor to 
make a psychological assessment under the legislation. 

Mr White: A medical doctor could make a psycho- 
logical assessment. 

Mr Wessenger: We might have counsel give some 
clarification here. 

Ms Bohnen: In this legislation, physicians are author- 
ized to diagnose all diseases and disorders. Professions like 
optometry, psychology and chiropody diagnose subsets of 
that, so there are certain kinds of diagnoses a physician can 
make, that a psychologist is authorized to make, or an 
optometrist is authorized to make. Certainly, psychologists 
do many things that physicians do not, but the only kind of 
thing you are talking about regulating at the moment is a 
certain kind of diagnosis. 

Mr White: But within the context of this act, psychol- 
ogists who are trained to use certain kinds of tools are the 
only people who are allowed to use those tools, right? 

Ms Bohnen: No. 

Mr White: Do you mean that under this act medical 
doctors who have absolutely no training whatsoever in using 
psychological tools are authorized to use them? 

Ms Bohnen: I think you are talking about psychological | 
testing. Psychological testing is not controlled by this leg- 
islation, but diagnosis is controlled. 

Mr White: The diagnosis would derive from that 
testing, though. 

Ms Bohnen: It may or it may not. For what psycholo- — 
gists are authorized to diagnose, perhaps I can just refer you © 
to the proposed Psychology Act. For some of those things 
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psychological tests would be a useful tool and for other 
things they would probably be quite useless. What psy- 
chologists will be authorized to diagnose, or at least to 
communicate diagnoses about, are neuropsychological dis- 
orders or psychologically based psychotic-neurotic or personal- 
ity disorders. Physicians in this legislation are authorized also 
to communicate diagnoses about all of those things, but that 
says nothing about whether a physician is qualified to admin- 
ister psychological tests. You are quite right that they do not 
administer psychological tests. 


Mr White: But it is through Deno IBBieal tests that 
psychologists can determine neuropsychological dysfunc- 
tions and learning disorders and a range of other difficulties. 
It is through those technologies. I guess what strikes me as 
unusual here is that you are saying they are allowed to use 
diagnoses that they are not trained to. Iam sorry, go ahead. 


Mr Owens: More to the point of Mr Wilson’s comment 
around the issue of diagnosis and assessment in terms of 
the language usage, I think Mr Wilson hits on an interest- 
ing point when he says this terminology has been used 
interchangeably. 

That is the crux of the problem, that the regulated pro- 
fessions that would be covered by the proposed govern- 
ment clause would be adequately protected. I do not think 
you can read this in isolation from the harm clause proposed 


and accepted by the official opposition that taken in its whole _ 


context, the unregulated professions are also protected 
through the harm clause with its various exemptions. 


Mr J. Wilson: Just to come back to the comments by 
the parliamentary assistant, who said that perhaps our 
amendment inserting the word “medical” in front of the 
word “diagnosis” would somehow give supremacy back to 
physicians, I do not believe that to be the case, because 
you also note that my comments at the beginning of these 
clause-by-clause proceedings were that we would be giving 
the act of diagnosis within the scope of practice of audiology 
and speech-language pathology. So we are certainly not 
giving supremacy to physicians and I do not like the spin 
that has been put on that by the parliamentary assistant. I 
do not think it is a valid argument for not allowing the 
words “medical diagnosis” to be inserted in the legislation. 


Mr Wessenger: Perhaps I might refer to counsel on this. 
1550 


Ms Bohnen: I would like to get back to Mr White’s 
point, because left the way it was it may be troubling to 
some members of the committee. It is the responsibility of 
the College of Physicians and Surgeons of Ontario to ensure 
that physicians only diagnose within their own individual 
competence. That competence in most cases, I would 
guess, does not include using the arsenal of psychological 
tests that psychologists use, but physicians diagnose in 
their way just as psychologists diagnose in their way. 

What these bills are trying to do is to ensure that both 
groups are diagnosing the kinds of conditions they are com- 
petent to diagnose, but it does not suggest that physicians 
do what psychologists do, or that psychologists do it the 
same way physicians do it. Each profession is distinct and 
it is up to its regulatory body to ensure that the membership 


as a profession diagnoses in the ways they are competent 
to do so. 

Mr Hope: Just listening to the conversation about in- 
serting the word “medical,” is it not true that some of the 
regulated professions concentrate on non-medical areas, so 
they would not have the ability to communicate that area? 


Mr Wessenger: I think it is a fair reflection that in our 
opinion the insertion of the word “medical” would make it 
somewhat difficult for the other professions, yes. 


Mr J. Wilson: I would be difficult but not impossible 
to amend, for example, the Audiology and Speech-Language 
Pathology Act to ensure that they are able to carry out the 
same medical diagnosis and give them that controlled act. I 
think the intent of the amendment is to ensure that all those 
unregulated professions understand that what we are trying 
to prohibit here is their communicating an actual medical 
diagnosis, and by inserting the word it makes that clear. 

I go back to the many witnesses we had before this 
committee who used the word interchangeably and there is 
a lot of confusion out there. I have discussed this with the 
College of Physicians and Surgeons and they are comfort- 
able with it as long as we take steps to make it clear which 
professions we also want to be carrying out a medical 
diagnosis. For instance, we proposed that speech-language 
pathologists be able to do that because it was clear in their 
testimony that they do conduct and are asked to conduct a 
medical diagnosis within their scope of practice. 


Mr Hope: In response to what he is saying, and I] 
guess to the parliamentary assistant, under subsection 28(2), 
dealing with the changes that will be made on educational 
and spiritual matters, would that not then alleviate the pres- 
sures put on about those able to communicate diagnosis? 
We are talking about educational. Educational may be edu- 
cation about a disorder or a dysfunction they may have 
through the communication process. 


Mr Wessenger: It was felt that amendment would 
clarify the situation with respect to counselling in the edu- 
cational and social areas. That certainly was the purpose of 
putting forward that amendment to add subsection 28(2), 
to combine it with this definition. We are of the opinion 
that this adequately protects the unregulated professions in 
carrying out their counselling functions. 


Mr J. Wilson: In fact it was my colleague the member 
for Burlington South who suggested we put in the word 
“educational.” We agree that is helpful, but we also think 
that inserting the word “medical,” as has been asked by us, 
by many of the unregulated professions and by a coalition 
of churches, would also be very useful and work together 
as a package to ensure there is no confusion out there 
about what the intent of the legislation is. 


Mr Owens: I guess I am hung up on the definition of 
“diagnosis” qua diagnosis because I do not believe that 
practitioners like speech-language pathologists actually di- 
agnose in the strictest sense of the word. They clearly assess 
and then they communicate that assessment. The amend- 
ment or clause proposed by the parliamentary assistant 
clearly allows practitioners like speech-language patholo- 
gists to continue as they have done for years without any 
effect on their practice. Again, I refer back to the harm 
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clause which covers the unregulated practitioners through 
the exemption process. 

Mr J. Wilson: To that point, I think you would find 
speech-language pathologists disagree with you, Mr Owens. 
Take the case of chiropractors. The Workers’ Compensation 
Board, clearly testifying before this committee, asked for 
diagnosis from—and I asked them specifically, “Do you 
mean ‘diagnosis’ in the way the College of Physicians and 
Surgeons would use the term?” They said, “Yes.” To me 
that is a medical diagnosis. It is asked for and there are 
certain groups out there that do perform that. 


Mr Owens: There is no argument. 


Mr J. Wilson: It sounded like that was the argument 
about speech-language pathologists. 


Mr White: I would like to speak on this. As I stated 
earlier, I obviously have some concerns about the whole 
nature of how “diagnosis” is defined, but limiting it to 
“medical diagnosis” is, I think, even more problematical 
because you have a number of professions that are or will 
be regulated, some of which will and do have specified 
scopes of practice that include diagnosis. They may not 
consider them to be medical diagnoses, though. I doubt 
whether a psychologist, for example, would consider him- 
self to be a medical practitioner, nor, necessarily, a chiro- 
practor or an optometrist, except when they testify before a 
committee such as this. 

To all intents and purposes, when you specifically limit 
it to medical diagnoses, I think that further confuses people 
in terms of what diagnoses are covered by that term and it 
also confuses the professions involved. I hope that by leav- 
ing it as the government’s parliamentary assistant has sug- 
gested, we would have the scope in the future to include 
other groups that have competencies to make assessments, 
diagnoses, whatever phrase one wants to use and be regu- 
lated by this same process. However, if it was to move to a 
medical diagnosis, it would by its nature refer only to one 
of those professions, that of the medical doctor. I think that 
is overly limiting. 

Mr Cordiano: We have had a fair discussion on this 
and I move that we proceed with this matter and consider- 
ation and take a vote by putting the question before the 
committee. 


The Chair: Thank you. I will entertain the motion 
you have made. I believe, however, before we vote on the 
amendment and the amendment to the amendment, your 
caucus has a motion you wish to withdraw on this particular 
aspect. Did you wish to do that at this time? 

Mr Cordiano: We have a motion on section 26. 

The Chair: To paragraph 26(2)1; how would you like 
to deal with that? 

Mr Cordiano: We withdraw it. 

The Chair: You wish to withdraw that. Do you want 
to speak to the withdrawal, Mr White? 

Mr White: No, I want to speak to the closure motion. 

The Chair: Just a moment, please. 

Mr Cordiano: I also have another motion which I 
guess would follow after this. 


The Chair: I will call that at the appropriate time. It is 
not at this moment. I have Mr Wilson. Is there discussion? 

Mr J. Wilson: I will pass. I am fascinated with Mr 
White’s insights on this legislation. 


The Chair: I have been advised by the clerk that a 
motion to call the question is not debatable. 

Mr White: My question is whether it is in order. 

The Chair: According to the clerk it is in order. I now 
call the question on the amendment to the amendment 
which has been placed by Mr Wilson. All those in favour 
of Mr Wilson’s amendment? Any opposed? 

Motion negatived. 

The Chair: I now call the government motion which 
is an amendment to paragraph 26(2)1. All those in favour 
of the government’s amendment? Any opposed?. 

Motion agreed to. 
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The Chair: Mr Wessenger moves that subparagraph ii 
of paragraph 6 of subsection 26(2) of the bill be struck out 
and the following substituted: 

“ti. beyond the point in the nasal passages where they 
normally narrow.” 

Mr Wessenger: The purpose of this amendment is to 
clarify the language. The restriction is with respect to insert- 
ing instruments in the nasal passage. 

Motion agreed to. 

The Chair: Mr Wessenger moves that paragraph 11 of 
subsection 26(2) of the bill be amended by inserting after 
“orthodontic” in the second line “or periodontal.” 

Mr Wessenger: This amendment extends the controlled 
act to cover periodontal appliances. 


Motion agreed to. 


The Chair: Mr Cordiano moves that section 26 of the 
bill be amended by adding the following subsection: 

“(4) Subsection (1) does not prevent an individual from 
communicating an opinion or result of an examination 
within the competence of the individual.” 

Mr Cordiano: As members would recall, we heard a 
great deal of concern by unregulated professionals with 
respect to the diagnosis clause referring back to the word 
“dysfunction” and rendering them incapable of communi- 
cating an assessment. This is an effort to clarify the differ- 
ence between a “diagnosis” and an “assessment” being 
communicated by the mostly unregulated professionals. 

Mr Wessenger: I would like to speak against the mo- 
tion. We feel it is not necessary because the amended diag- 
nosis clause makes it clear assessments may be 
communicated; that is, the control on communication relates 
to diagnosis only. It is clear that if an opinion is a diagnosis, it _ 
should not be communicated by unauthorized persons. 
Therefore, for that reason we would not support it. 

Motion negatived. 

The Chair: Mr J. Wilson moves that section 26 of the 
bill be amended by adding the following subsection: 

“(4) Health care services in subsection (1) does not 
include an act done in the course of physically assisting a 
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person with a disability with his or her routine activities of 
living if the act is done on the person’s consent and the 
person, if able, would do the act for himself or herself.” 

_ Mr J. Wilson: The intent of the amendment is to 
‘make it very clear that attendant care is performed at the 
direction of the recipient of that care. 

| Mr Wessenger: I would like to speak against the 
‘amendment because it is more restrictive than the govern- 
‘ment amendment that is proposed in clause 28(e). It should 
be noted that the language in clause 28(e) has been approved 
by all the interested groups. I think it is appropriate that 
should be the clause that is passed, in view of the agree- 
ment by all interested groups. I think it is inappropriate to 
add the consent requirement here. I think it is presumed 
that all services require a valid consent of the recipient of 
the service or substitute decision-maker. That is a basic 
assumption of all the acts. It should not be set out here. 

Mr J. Wilson: I do not understand why the govern- 
‘ment would be voting against this in that. it actually 
strengthens the government’s amendment to section 28 
and makes it clear and concise. It is exactly what many of 
the groups asked us to do in the sense of making sure the 
recipient of the attendant care does direct that attendant 
care and gives consent to that care. 


Motion negatived. 


Section 26, as amended, agreed to. 

Larticle 26, modifié, est adopté. 

Section/article 28: 

_ The Chair: I believe section 28 is the next postponed 
‘section. 

Mr Wessenger moves that section 28 of the bill be 

amended by adding the following clause: 

“(e) Assisting a person with his or her routine activities 

of living and the act is a controlled act set out in para- 
graphs 5 or 6 of subsection 26(2).” 

Mr J. Wilson: In light of my previous defeated 
‘amendment dealing with attendant care, I will certainly be 
‘supporting the government’s amendment in this case. 

Motion agreed to. 

The Chair: Mr Wessenger moves that section 28 of 

‘the bill be amended by adding the following subsection: 
_ “(2) Subsection 26(1) does not apply with respect to a 
‘communication made in the course of counselling about 
emotional, social, educational or spiritual matters, as long 
-as it is not a communication that a health profession act 
authorizes members to make.” 


Mr Wessenger: I referred to this as being comple- 
‘mentary to subsection 26(2), making it clear that it does 
not affect counselling in the areas of emotional, social, 
educational and spiritual matters. 


Mr White: I am curious. We have a reference here to 
counselling and we have a distinction that the parliamen- 
tary assistant has made between assessment and diagnosis, 
something which, in the course of my career, I have never 
been quite clear on, and I am glad the act makes it clear. 
But it is “not a communication that a health professions 
‘Act authorizes members to make.” In the case of someone 
who was employed by a health facility, such as a hospital 
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or a Clinic, how would there be a distinction made between 
a communication that a medical doctor makes, or a psy- 
chologist, or a social worker, or a nurse, about the psycho- 
social wherewithal of a client, patient, person or whatever 
the phrase is? 


Mr Wessenger: There are, as you know, certain con- 
trolled acts set out, and each act that deals with a specific 
profession sets out the authorized acts that profession may 
do. Of course, all the authorized acts are set out for the 
medical profession. With respect to the psychologists, 
counsel has already indicated the area in which they can 
exercise a controlled act, and the controlled acts are set 
out, and will be set out, for the other professions. 

There will be some amendments coming through with 
respect to these other acts and pertaining to other professions, 
but I do not think at this time it is appropriate to discuss the 
authorized act for each specific profession because it will 
be dealt with specifically as we reach that act. 

Mr White: I would certainly agree with you on that 
point. However, at the moment there are many professions 
which are not regulated within the spirit or context of these 
acts, and inasmuch as numerous people are employed in 
Ministry of Health funded facilities, would it not be prob- 
lematic for them to pursue their practice if they communicate 
anything to their clientele or patients? 
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Mr Wessenger: It is only a communication of a diag- 
nosis. It is very clear in the act that we have the words 
“diagnosis” and “assessment,” and it is very clear that a 
court would give different meanings to those words “diag- 
nosis” and “assessment.” There is nothing that restricts any 
regulated or unregulated person from communicating an 
assessment. 

Mr J. Wilson: I have a question for the parliamentary 
assistant. When my colleague from Burlington South sug- 
gested the word “educational” be inserted in here, I thought 
there was some level of discomfort expressed by the govern- 
ment. I cannot quite recall for the life of me right now what 
exactly the discomfort was. Does the parliamentary assistant 
have any comments on the word “educational” at this point? 


Mr Wessenger: The language is satisfactory, but I 
will ask counsel to explain how this bit differs from the 
prior amendment in the harm clause. 

Ms Bohnen: When you first saw this language, it was 
an exception to the harm clause that was discussed last 
week. Instead of referring to counselling about emotional, 
social, educational or spiritual matters, it said “counselling 
of an emotional, social, educational or spiritual nature.” The 
government’s concern was that saying it was of a “nature” 
was not an accurate expression of what was meant. 

For example, counselling of an emotional nature might 
be counselling in which people cried and people laughed 
and that was not what you intended. We did not even know 
what counselling of a social nature would be. Does that 
mean counselling with a gathering of people? The govern- 
ment members thought that what was really meant was 
emotional, social, educational or spiritual matters, and that 
is reflected in this language here. So it was not the word, 
per se; it was just the word “matters” instead of “nature.” 
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Mr J. Wilson: Thank you, counsel. With the new 
wording and that explanation, we will be supporting this 
amendment. 

Motion agreed to. 


Section 28, as amended, agreed to. 

Larticle 28, modifié, est adopté. 

Section/article 28.1: 

The Chair: Mr Wessenger moves that subsection 
28.1(4) of the bill, as added by the committee on Septem- 
ber 30, 1991, be struck out and the following substituted: 

“(4) Subsection (1) does not apply with respect to 
counselling about emotional, social, educational or spiritual 
matters.” 


Mr Wessenger: I think we need unanimous consent to 
consider this. This relates to the harm clause. 


The Chair: We have no copies. 

Mr J. Wilson: I guess in light of the clause just 
passed, this would be a housekeeping matter with regard to 
the harm clause. 


Mr Wessenger: Yes, that is correct. 

The Chair: Has it been read into the record in its 
entirety? 

Mr Wessenger: Yes, I just read it in. 


The Chair: It will be copied and distributed. Do you 
have a copy of it, Mr Wilson? 


Mr J. Wilson: I have a copy and we have no objection. 
Motion agreed to. 


Section 28.1, as amended, agreed to. 
Larticle 28.1, modifié, est adopté. 


The Chair: Mr Cordiano moves that the bill be 
amended by adding the following section: 

“28.2. Sections 26 and 28.1 do not apply with respect 
to assistance with the activities of daily living rendered to a 
person with a disability under a contract with that person.” 


Mr Cordiano: The exception follows on what was dis- 
cussed earlier with respect to disabled persons. It is an effort 
to ensure that we do not prevent what normally took place 
with respect to having that kind of service provided for a 
disabled person continuing to take place and that the disabled 
person would not be denied those services. This is an effort to 
ensure that it is followed and provides for the disabled person 
to have an ongoing relationship with the person who provides 
the service. We heard quite a bit about that from the disabled 
community and this attempts to clarify that position. 


Mr Wessenger: I would like to speak against the mo- 
tion. We have already passed clause 28(e), which was the 
clause that had been agreed to by all interest groups, and 
consequently I cannot support this motion. We feel it is 
more restrictive than the government’s attendant care excep- 
tion and therefore it is less acceptable to persons affected. 
Also, it requires a recipient of a service to have a disability 
and to enter into a contract. The evidence of the persons at 
committee, I understand, would make this unacceptable to 
them. There may be a contract, of course, between a social 
agency and an attendant or between an attendant and a 
recipient’s family. 
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Mr J. Wilson: To follow up on the parliamentary 
assistant’s comments, given that the committee defeated) 
our attendant care motion and that we have agreed to pass 
the government amendment, I think Mr Cordiano would 
perhaps be in line to withdraw this amendment. It is redun-) 
dant at this point. 

Mr Cordiano: I think one could argue that there i 
clarity in what the government has proposed. I happen t 
feel that it is not clear enough and therefore put forwar 
this amendment. I think we should take a vote on this, an 
that is my position. 

The Chair: Any further discussion? I will call the ques- 
tion on the amendment. All those in favour of the amend 
ment? Any opposed? 

Motion negatived. 

Mr. J. Wilson: I cannot believe I voted with you guys. 

The Chair: Thank you very much, Mr Wilson. We; 
move on now to proposed section 31.1. I believe there was 
agreement that this would be held down. 

Mr Wessenger: Yes, held down. 

The Chair: There was agreement that this would be 
held till the end. Okay, I think all the others are also— 

Mr Wessenger: No. 

The Chair: Which other one? 

Mr Wessenger: Subsection 36(2). 

Section/article 36: 

The Chair: Subsection 36(2) can be dealt with today 

Mr Wessenger moves that subsection 36(2) of the bill be 
amended by inserting after “29” in the second line “29.1.” | 

Mr Wessenger: This is just a housekeeping amendment; 
that adds section 29.1 to the offence provision. 

Motion agreed to. 

Section 36, as amended, agreed to. 

Larticle 36, modifié, est adopté. 

The Chair: Section 39 has been held down until the cant 
I believe now we are at schedule 2. 

Schedule/annexe 2: 

Section/article 1: | 

The Chair: Mr Wessenger moves that subsection 1(1)| 
of schedule 2 of the bill be amended by adding the following 
definition: 

““natient relations program’ means a program to enhance 
relations between members and patients.” | 


Mr Wessenger: This is a definition section related to’ 
the new patient relations committee and program that is to, 
be established. 

Motion agreed to. | 
1620 

Section/article 9: 

The Chair: I believe, Mr Wessenger, you have an 
amendment to section 9. 

Mr Wessenger moves that section 9 of schedule 2 of 
the bill be amended by adding the following paragraph: 

“7, Patient relations committee.” | 
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Mr Wessenger: This adds the patient relations com- 
nittee to mandatory committees of each college. 


Mr J. Wilson: This perhaps would have been appro- 
oriate on the previous amendment. This deals with the whole 
farea of the CPSO sexual abuse task force recommendations 
ind I thought—correct me if I am wrong, Madam Chair— 
)we had agreed when we last met that we would stand down 
the whole discussion on a patient relations committee until 
'much further in the process and that we would not be 
i dealing with it today. 


Mr Wessenger: It is my understanding that the only 
matter that was stood down until the end of all the bills 
was the matter related to native affairs. I believe this was 
10 be stood down to be considered with the diagnosis. 


Mr J. Wilson: No. Sexual abuse was also, or at least 
that is the agreement I agreed to. Otherwise, I would not 
aave agreed. Perhaps you would like to check the transcript. 


_ The Chair: I believe there was agreement by commit- 
‘ee members that matters relating to sexual abuse would be 
stood down until after Bill 64. 


_ Mr J. Wilson: That was my understanding, so perhaps 
the previous amendment, which we just did, also has to be 
3tood down. 


The Chair: Subsection 1(1), patient relations pro- 
3ram. 


Mr J. Wilson: It is a little different from the patient 
relations committee. 


The Chair: That is correct. 
Mr J. Wilson: So it is just this particular amendment. 


_ Mr Wessenger: Could I just speak to this whole ques- 
tion? If the case is that we did agree to stand it down, I 
would ask that the committee might reconsider that aspect on 
the basis that we are not going to be in the position to have 
the final report with respect to the matter of sexual abuse by 
the time we finish these bills. Even if the report was fin- 
ished, the consultation with all the groups would not be in 
at that stage. Certainly if it is the committee’s wish to stand 
it down to the end, it can be, but I do not see any particular 
ourpose in standing it down to the end of the other bills 
because we are going to be in no better position to consider 
the matter at that stage than we are at the present time. 


The Chair: What I am hearing from Mr Wessenger is 
that we reconsider the decision regarding the timing related 
to issues around sexual assault. It is my understanding that 
the committee agreed to stand down everything that was 
related to the native band question and to sexual assault 
pending the completion of Bill 64. We have no idea what 
the timing is going to be regarding the completion of Bill 64. 
We have a request from the parliamentary assistant. I am 
going to ask for speakers on this matter and see how the 
committee feels about it before we proceed any further. 


Mr J. Wilson: To be perfectly frank about it, we are 
not prepared to discuss the patient relations committee today 
Decause review of the transcript would clearly indicate that 
we agreed among committee members that this would be 
‘stood down until after Bill 64. I have a number of consul- 
tations and commitments coming up this week and next 
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week around this very issue and cannot proceed today 
without hearing from people on how they feel about this. 

My gut reaction on this is it just absolutely flies in the 
face of the logic the parliamentary assistant just presented 
to the committee. We are now setting up a huge bureau- 
cracy in terms of a patient relations committee and he says, 
“Actually we are not really prepared to deal with the issue, 
but let’s set up this bureaucracy anyway.” Rather than get- 
ting me really angry and starting into this whole thing, it 
would be best for all committee members’ good health that 
we stick to our original agreement and deal with this after 
Bill 64. We will have a little more time to consider it. 


The Chair: In light of Mr Wilson’s comments and the 
fact that there seems to be a number of people who want to 
speak on this, I would like to suggest that we adhere to the 
previous decision taken by the committee, that if there is a 
desire to discuss this further at another time, we can do so, 
but that we not deal with it today. Agreed? 

Agreed to. 

The Chair: Shall schedule 2, subsection 1(1), as 
amended, carry? That is the previous one, Mr Wilson. All 
in favour? Any opposed? That is carried. 

We will stand down schedule 2, section 9. 

Mr Wilson, I do not think your motion to schedule 2, 
section 24, relates to anything that has been stood down. 

Mr White: Did we pass schedule 2, subsection 1(1)? 

The Chair: Yes, we carried that. 

Mr White: Are we then revoking that? 

The Chair: No. 

Mr J. Wilson: It relates to a different matter; similar 
name but a different matter. 

Mr Hope: I would like a point of clarification for 
myself, under schedule 2, section 9, where it is dealing 
with the patient relations committee. 

The Chair: That has been stood down. We are not 
dealing with that. 

Mr Hope: That is what I wanted a little bit of clarifi- 
cation about. We are not creating a bigger bureaucracy; all 
we are doing is setting a committee in place. I am just 
wondering why we could not deal with this, because the 
content of the committee is then after, in detail later on. 

The Chair: It is because it has been agreed by the 
committee on a previous occasion that it would be stood 
down pending the dealing with Bill 64. That agreement 
was unanimous by the committee. Mr Wilson has objected 
to dealing with the matter today, and I think it is a courtesy 
that we not go forward today. 

Mr Hope: Okay. 

Mr Wessenger: Madam Chairperson, I guess we could 
review the Hansard to confirm that there was that agreement 
on the record. I do not recall it, but it may be the case. 

The Chair: Okay, we will get you a copy of Hansard, 
Mr Wessenger. 

Section/article 24: 

The Chair: Mr Wilson, do you want to move your 
amendment today on schedule 2, section 24? 

Mr J. Wilson: Yes. 
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I move that subsection 24 of schedule 2 of the bill be 
amended by adding the following subsection: 

“(4.1) Despite subsection (4), a panel shall be selected 
if the complainant has a disability and the complaint is 
recorded on a tape, film, disk or other medium.” 

This amendment had been presented earlier by myself. 
We were asked to do some rewording of it and we are 
bringing it back today reworded. I think I might have the 
wrong subsection. I have new wording on that—sorry, 
Madam Chair—that I should read in and retract the previ- 
ous wording—I got my pages mixed up here—if that is 
permissible for the Chair. The wording I just read in is 
actually not the newest rewording. 

The Vice-Chair: Mr Wilson moves that subsection 
24(4) of schedule 2 to the bill be struck out and the following 
substituted: 

“(4) A panel shall not be selected unless the complaint 
is in writing or is recorded on a tape, film, disk or other 
medium.” 


Mr J. Wilson: That is the new wording the committee 
had asked us to come back with. 


Mr Wessenger: I would just like to confirm that the 
wording is satisfactory, so we will support the amendment. 


Motion agreed to. 
The Vice-Chair: Shall section 24, as amended, carry? 


Section 24, schedule 2, as amended, agreed to. 
Larticle 24, modifié, est adopté. 
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The Vice-Chair: Just bear with me as we get caught 
up on where we are. The next section relates to sexual abuse, 
which we will also stand down. 


Mr J. Wilson: Can I make a comment here with the 
indulgence of the committee? Dealing with the next matter 
that was stood down that is not dealing with sexual abuse, 
I believe it is schedule 2, section 46, and it was a Progres- 
sive Conservative motion. We have not received back 
wording on that, through no fault of legislative counsel. 
The question, when we last debated who would pay for the 
copies of transcripts, did arise and we were asked to come 
back with wording. I think there was some agreement that 
perhaps patients should bear the cost of the transcript. We 
do not have that wording available today so I would ask 
the indulgence of the committee to stand that down until 
we bring back from counsel— 


The Chair: Agreed to stand down schedule 2, section 
46, Mr Wilson’s amendment? Agreed. 

The next relates to the patient relations committee. We 
will hold that down. It is a government motion on section 81. 
I would point out that the government has withdrawn the 
original motion as proposed and substituted different 
wording. The moving of it was postponed, so we will hold 
that, or do you want that on the record, Mr Wessenger? 

Mr Wessenger: I think it should be on the record that 
we are withdrawing schedule 2, sections 81.1 to 81.4, as 
originally moved, and we will be substituting a new 
amendment. 


The Chair: Do you want to read it in? 
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Mr Wessenger: Why do we not just read it in? 
The Chair: Mr Wessenger moves that schedule 2 of the 
bill be amended by adding, before the heading “Miscella} 
neous,” the following sections: 
“Patient Relations Committee | 


“81.1(1) The council shall make regulations undeil 
paragraph 22.1 of subsection 91(1) prescribing a patient 
relations program. 

“(2) The patient relations program must include mea- 
sures for the prevention of professional misconduct of 4 
sexual nature. 

“81.2 The patient relations committee shall advise the 
council with respect to the patient relations program.” 

Is there agreement to stand that down until we deal 
with all matters relating to the patient relations committee 
and sexual assault issues in general? Agreed. 

Mr Wilson, your amendment will also be stood down, 
the amendment to schedule 2, sections 81 to 81.4? 

Mr J. Wilson: Agreed. 


The Chair: You may want to have a look at that anc 
make some changes in light of the government’s amendment, 
The next one is also held down, subsections 85(3) and (4), 
Mr Wilson, that is held down. 

Section/article 91: 

The Chair: We now have a government motion that) 
relates to the patient relations program. We have already dealt 
with one amendment relating to the program, as opposed to the} 
committee. I think we can deal with this amendment today. 

Mr Wessenger moves that subsection 91(1) of schedule 
2 of the bill be amended by adding the following paragraph: 

“22.1 prescribing a patient relations program;” 

Mr Wessenger further moves that subsection 91(2) of 
schedule 2 of the bill be amended by inserting after 22 in 
the first line “or 22.1.” | 

Motion agreed to. 

The Chair: Shall schedule 2, subsection 91(1) and 
subsection 91(2), as amended, carry? All in favour? Any, 
opposed? Carried. ; 

Your motion to subsection 91(1), Mr Wilson, is stood 
down. | 

Mr J. Wilson: Yes. 

Interjection. 

The Chair: Just a minute. I should not have called for 
that subsection at this time. It was an error of the Chair. ] 
ask for unanimous consent to reopen. 

Agreed to. 

The Chair: We will hold on the calling of that subsec- 
tion until we have dealt with Mr Wilson’s amendment to 
subsection 91(1), which will be held down. That concludes 
the items before us that we are able to deal with today on 
Bill 43. | 


Mr J. Wilson: May I make a suggestion? Through no 
fault of her own, the minister is sick today. Since originally 
we had thought we were going to be discussing a number 
of matters with her, perhaps we could adjourn at this time. | 

The Chair: Mr Wilson moves adjournment of the 
committee. 
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Mr J. Wilson: It is not debatable, but I would simply 
make the comment that going into Bill 44 at this time 
would not be appropriate, given that we need a little more 
ime to prepare for it. I think I have the agreement of the 
Liberal caucus on that. 

Mr Owens: Understanding that the motion to adjourn 
s not debatable, I have a copy of the Hansard of last week 
and if we could just adjourn for a break, I would like to be 
ible to determine the agreement we had with respect to the 
ssues of sexual abuse and patient relations, if that would 
ye acceptable to the members. 
Mr J. Wilson: I thought we solved that issue. 
Mr Cordiano: I thought we settled it. 


Mr J. Wilson: Notwithstanding the Hansard at this 
doint, we have agreed to stand that down. 
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The Chair: Mr Wilson, the parliamentary assistant re- 
quested an opportunity to review the Hansard. We said we 
would make the Hansard available to him. I think it is 
perfectly appropriate for the committee to recess for five 
minutes and then discuss your motion to adjourn. We stand 
in recess for five minutes. 

The committee recessed at 1637. 

1645 

The Chair: Mr Wilson had made a motion to adjourn. 
I will now entertain a vote on that motion, which is not 
debatable. 

Motion agreed to. 

The committee adjourned at 1646. 
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LEGISLATIVE ASSEMBLY OF ONTARIO 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


Tuesday 8 October 1991 


The committee met at 1530 in room 151. 


REGULATED HEALTH PROFESSIONS ACT, 1991, 
AND COMPANION LEGISLATION 


| 
LOI DE 1991 SUR LES PROFESSIONS 
DE LA SANTE REGLEMENTEES 

ET LES PROJETS DE LOI QUI LACCOMPAGNENT 

Resuming consideration of Bill 43, the Regulated Health 
Professions Act, 1991, and its companion legislation, 
Bills 44-64. 
Reprise de 1’étude du projet de loi 43, Loi sur les profes- 





sions de la santé réglementées et les projets de loi, 44 a 64, 
jquil accompagnent. 


AUDIOLOGY AND SPEECH-LANGUAGE 
PATHOLOGY ACT, 1991 


LOI DE 1991 SUR LES AUDIOLOGUES 
ET LES ORTHOPHONISTES 


The Chair: The standing committee on social develop- 
ment is now in session. I understand there has been an 
agreement that we proceed today with Bills 44, 45 and 46. 
Discussions regarding outstanding matters on Bill 43 will 
come forward at a future time. Everybody should have a 
mew, integrated package of proposed amendments. We 
Peein with section 1. 


Section/article 1: 
The Chair: Mr Wessenger moves that the French ver- 
sion of section 1 of the bill be amended, 
(a) by striking out “audiologues” in the definition of 
“ordre” and substituting “audiologistes”; and 

| (b) by striking out “d’audiologue” in the definition of 
“profession” and substituting “d’audiologiste.” 
Mr Wessenger: It is to comply with the language pre- 
a by the college. 
) Motion agreed to. 

Section 1, as amended, agreed to. 
_ Larticle 1, modifié, est adopté. 

Section/article 2: 
_ The Chair: Mr Wessenger moves that the French 
version of subsection 2(2) of the bill be amended, 


| (a) by striking out “audiologues” in the definition of 


“ordre” and substituting “audiologistes”; and 
| 


(b) by striking out “d’audiologue” in the definition of 
“profession” and substituting “d’audiologiste.” 


Motion agreed to. 

Section 2, as amended, agreed to. 
Larticle 2, modifié, est adopté. 
Section/article 3: 


The Chair: Mr Wessenger moves that the French ver- 
‘sion of subsection 3(1) of the bill be amended by striking 





out “d’audiologue” in the first and second lines and substi- 
tuting “d’audiologiste.” 
Motion agreed to. 


Section 3, as amended, agreed to. 
Larticle 3, modifié, est adopté. 


Section/article 4: 


The Chair: Mr Wessenger moves that the French ver- 
sion of section 4 of the bill be amended by striking out 
“d’audiologue” in the first and second lines and substituting 
“d’audiologiste.” 

Motion agreed to. 


The Chair: Mr J. Wilson moves that section 4 of the 
bill be amended by adding the following subsection: 

“(2) In the course of engaging in the practice of audiology 
or speech-language pathology, a member is authorized, 
subject to the terms, conditions and limitations imposed on 
his or her certificate of registration, to communicate a di- 


agnosis identifying an auditory or speech and language 


disorder as the cause of a person’s symptoms.” 


Mr J. Wilson: The reasoning behind the amendment 
is that we believe speech-language pathologists and audi- 
ologists do diagnose communication problems within their 
scope of practice. Currently, audiologists and speech-lan- 
guage pathologists routinely present conclusions to the pa- 
tient or the patient’s family and counsel them regarding the 
results of the assessment as part of the assessment process. 

Speech-language pathologists and audiologists are 
trained to assess, diagnose and treat a very specific group 
of communication disorders and dysfunctions, as set out in 
their scope of practice. As the legislation is currently written, 
only physicians and psychologists would be allowed to com- 
municate the conclusion of a hearing or speech-language 
assessment to the patient, even though they may not per- 
form the assessment or be present during the assessment, 
they are not specially trained in the assessment of all com- 
municative disorders or dysfunctions, they may not be in- 
volved in the design of a treatment program based on the 
assessment results and they may not be involved in the 
long-term treatment of the patient’s communicative disorder 
or dysfunction. 

Essentially, it should be obvious to all members of the 
committee that we strongly believe and feel there was a 
great deal of testimony before the committee that speech- 
language pathologists and audiologists should have the 
ability to diagnose and communicate that diagnosis and the 
result of their assessment to their patients directly without 
having to go through a general practitioner or physician. 


Mr Wessenger: I oppose the amendment on the basis 
that, in our opinion, audiologists do not diagnose; audiolo- 
gists assess. There is nothing in the legislation that prevents 
them from communicating their assessments and the results 
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of their tests to the patient; therefore, this amendment is 
not appropriate in the circumstances. 


Mr J. Wilson: We had a number of letters from physi- 
cians—from the Toronto Hospital, for instance—attached 
to one of the briefs from the speech-language pathologists. 
They specifically said to the committee that they do diag- 
nose and are asked to diagnose and communicate the re- 
sults of their diagnoses to their patients. What is the 
government’s response to that specifically? 


Mr Wessenger: The government’s response is that they 
do not diagnose. There has been a lot of loose language 
used with respect to the whole question of the meaning of 
“diagnosis.” Many groups have said they diagnose, when 
the correct language is that they are doing assessments. We 
clearly set out in the act the fact that we have changed it 
from “communicating a conclusion” to “communicating a 
diagnosis.” We made it very clear in the act that there is a 
difference between a diagnosis and an assessment. We be- 
lieve that more than amply solves the problem with respect 
not only to the unregulated but also to the regulated 
groups, making it clear that assessments are different from 
conclusions. 


Motion negatived. 


Section 4, as amended, agreed to. 

Larticle 4, modifié, est adopté. 

Section/article 5: 

The Chair: Mr Wessenger moves that the English ver- 
sion of section 5 of the bill be amended by striking out “au- 
diologues” in the fourth line and substituting “audiologistes.” 

Mr Wessenger further moves that the French version of 
section 5 of the bill be amended by striking out “audio- 
logues” in the second line and substituting “audiologistes.” 


Motion agreed to. 


Section 5, as amended, agreed to. 

Larticle 5, modifié, est adopteé. 
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Section/article 6: 

The Chair: Mr Wessenger moves that clause 6(1)(a) 
of the bill be amended by striking out “at least six and no 
more than ten” in the first line and substituting “at least 
eight and no more than nine.” 

Mr Wessenger further moves that clause 6(1)(b) of the 
bill be amended by striking out “at least four and no more 
than six” in the first line and substituting “at least six and 
no more than seven.” 

Mr Wessenger: It gives effect to the government’s 
decision to increase public representation on the college’s 
council to just under half, as agreed with the college. 

Mr J. Wilson: I will certainly be voting against this 
particular amendment, given our position that it would fur- 
ther erode the principle of self-regulation. 

Mr Hope: With regard to the comment about the ability 
for self-regulation, I believe that as long as you have 50% 
plus one you still have the ability to self-regulate. You have 
the majority. 

Motion agreed to. 
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Section 6, as amended, agreed to. 

Larticle 6, modifié, est adopté. 

Section 7 agreed to. | 

Larticle 7 est adopté. | 

Sections 8 to 14/articles 8 a 14: 

Mr Wessenger: I would like to indicate to members that 
sections 8 to 14, inclusive, of this bill are now rendered 
unnecessary by reason of the amendment that was pre- 
viously made by the Liberals, which provided that the mat- 
ter would be dealt with by regulation. 

The Chair: So you are moving that sections 8 through 
14, inclusive, be deleted. . 

Mr Wessenger: Yes, I move that sections 8 through 14, 
inclusive, be deleted. 

The Chair: Do you have something in writing for us? 

Mr Wessenger: I do not know whether I have. 

The Chair: You will have something in writing for us | 
before the end of this meeting. Thank you. 

Mr Wessenger: Okay. 

The Chair: We have a motion to delete sections 8 to 14, | 
inclusive. All in favour? Any opposed? That carries. 

Motion agreed to. 

Sections 8 to 14, inclusive, deleted. 

Les articles 8 a 14, inclusivement, sont rayés. 

Section/article 15: | 

The Chair: Mr Beer moves that subsection 15(1) of | | 
the bill be struck out and the following substituted: 

“(1) No person other than a member shall use the titles 
‘audiologist,’ ‘speech-language pathologist’ or ‘speech | 
therapist,’ a variation or abbreviation or an equivalent in | 
another language in the course of providing or offering to | 
provide, in Ontario, health care to individuals.” 

Mr Wessenger: I have an amendment to that motion. | 
We have a government motion. | 

The Chair: Mr Wessenger moves that subsection | 
15(1) of the bill be amended by striking out “in the course 
of providing or offering to provide, in Ontario, health care | 
to individuals” in the last three lines. 

That is the government motion in our package. 

Mr J. Wilson: Had the government not moved that 
amendment to the amendment, I would have moved the 
amendment to the amendment. We totally agree. 

The Chair: You also have an amendment here to sub- | 
section 15(1). Do you want to move it now? | 

Mr J. Wilson: I will withdraw our amendment at this | 
point, since it is exactly the same as the Liberal amendment. | 

The Chair: Mr Wilson’s motion is withdrawn. 

Mr Malkowski: | think it is important that those titles | 
be very clear to avoid confusion in the public. I strongly 
encourage our members to support the motion. | 

The Chair: Any further discussion? First is the 
amendment to the amendment. 

Motion agreed to. 

The Chair: To Mr Beer’s amendment? | 

Motion agreed to. 
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_ The Chair: Mr Wessenger moves that the French ver- 

sion of subsection 15(1) of the bill be amended by striking 

out “audiologue” in the second line and substituting 

“audiologiste.” 

___ Mr Wessenger further moves that the French version of 
‘subsection 15(2) of the bill be amended by striking out 

“d’audiologue” in the third and fourth lines and substituting 

-“d’audiologiste.” 

Section 15, as amended, agreed to. 

Larticle 15, modifié, est adopté. 


Sections 16 and 17 agreed to. 
Les articles 16 et 17 sont adoptés. 
Section/article 18: 


The Chair: Mr Wessenger moves that section 18 of the 
bill be amended by striking out “college” in the third line 
_and substituting “council” and by striking out clause (b). 


Mr Wessenger: This amendment is necessary because 
| the council is the college body that makes regulations. 





Section 18, as amended, agreed to. 
Larticle 18, modifié, est adopté. 


Sections 19 and 20 agreed to. 
Les articles 19 et 20 sont adoptés. 


Section/article 21: 


The Chair: Mr Wessenger moves that section 21 of 

the bill be amended by adding following subsection: 

_ “(4) Despite subsection (1), section 81.1 of the Health 
Professions Procedural Code, as it applies in respect of this 
act, does not come into force until one year after this act 

comes into force.” 


_ Mr Wessenger: This gives the college one year after 
_ proclamation to establish a patient relations committee. 


Mr J. Wilson: I am surprised the government is moving 
‘forward with this amendment today, because I thought we 
stood down and had some sort of an agreement yesterday 
| that the patient relations committee would not be discussed 
in any of these bills for at least two weeks. I think I had a 
private agreement for at least two weeks; certainly my 
public agreement is till after Bill 64. But I am willing to 
i wait at least two weeks till we have further consulted on 

_ the whole idea of a patient relations committee. 





Mr Beer: I think we would want to discuss that issue 
_ when we are discussing all of the attendant issues and that 
_ we should stand this down until that time. 


| Mr Owens: Later on, when we have finished the actual 
_ passage of these sections, I will be moving a motion that we 
deal with this issue on the patient relations and sexual abuse 
_two weeks from yesterday. 

The Chair: Mr Wessenger, I hear consensus at com- 
| mittee that we defer consideration of this section for two 
weeks and deal with it at the same time. Mr Hope, do you 
want to speak against that? 

Mr Hope: No. It is a concern that I have dealing with 
| the issue around assistive devices, because we are talking, I 
| 
| 
| 
| 
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guess, about patient relations. I want to put a question 
about the assistive devices program to the parliamentary assis- 
tant. Is there an assessment ongoing on that assistive devices 
program, or will there be changes coming in the future? 


Mr Wessenger: I am afraid I cannot say anything at this 
time on that matter. We do not really have the information 
available. 


The Chair: Are you speaking in opposition to the 
deferral of section 21, Mr Hope? 


Mr Hope: I had my hand up to comment on patient 
relations, and that is why I got this comment in on the 
assistive devices program. 


The Chair: The problem is, it is not in order now to 
discuss the clause as there has been agreement by the com- 
mittee that it be deferred for two weeks. 
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Mr Hope: I did not hear anybody make the motion, so 
I asked the question. 


The Chair: There has been agreement by the committee 
that this be deferred. There has been agreement on Bill 43 
to defer everything related to a patient relations committee. 
That has been the discussion at the committee, so it would 
be more appropriate for you to engage in the debate at the 


. time when this is discussed. That is why I am asking if 


what you want to do is speak against the deferral. 

That being the case, I see agreement from the committee 
that section 21 be stood down and dealt with at the same time 
we deal with all other matters relating to sexual assault. I 
have a formal motion from Mr Owens that this be dealt with 
two weeks from yesterday. Is that agreed by the committee? 
That will be October 21, for any members of the public 
who are interested. The committee will be dealing with all 
matters related to sexual assault at that time, so we will 
stand down section 21. 


Motion agreed to. 
Section/article 22: 


The Chair: Mr Wessenger moves that the French ver- 
sion of section 22 of the bill be amended by striking out 
“audiologues” in the second line and substituting 
“audiologistes.” 

Motion agreed to. 


Section 22, as amended, agreed to. 

Larticle 22, modifié, est adopté. 

The Chair: Mr Wessenger moves that the French ver- 
sion of the long title of the bill be amended by striking out 
“d’audiologue” and substituting “d’audiologiste.” 


Title, as amended, agreed to. 
Le titre, modifié, est adopté. 


CHIROPODY ACT 
LOI DE 1991 SUR LES PODOLOGUES 


Sections 1 and 2 agreed to. 
Les articles 1 et 2 sont adoptés. 
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Section/article 3: 

The Chair: Mr Wilson moves that subsection 3(2) of 
the bill be amended by striking out “1993” in the third line 
and substituting “1994.” 


Mr J. Wilson: The explanation is that the legislation 
disallows entrance to the College of Podiatry after July 31, 
1993, and we are proposing that this not come into effect 
until July 1994. 

Apparently podiatrists had an understanding with the 
Schwartz committee and the ministry that the effective 
date of the cap would be three years after the date on 
which the legislation was tabled, and that is July 1994. The 
delay is in bringing forward this legislation. By moving the 
date to 1994, all Ontario residents currently in a podiatry 
program would have the opportunity to return to practise in 
Ontario. The government should note that both podiatrists 
and chiropodists have called for this amendment. 


Mr Wessenger: I would like to oppose the amend- 
ment because I understand that it was not the agreement that 
it would be three years after the tabling of the legislation. I 
would like to point out that this amendment is not sup- 
ported by the board of regents of the chiropodists. They in 
fact oppose this. 

With respect to the question of fairness, the government’s 
policy has been well known for several years. In addition, 
by extending this we are providing additional costs to OHIP 
because podiatrists have billing privileges, so it would have a 
financial impact by adding one more year. 

The Chair: Because there is a financial impact in this 
amendment, I would suggest that it is ultra vires and be- 
yond the scope of this committee to include an amendment 
that would have financial impact, without the support of 
the government. 

Mr J. Wilson: Madam Chair, it is impossible to move 
any amendment without the support of the government. They 
have the committee stacked. 

The Chair: Because of the information from Mr 
Wessenger that this has financial implication, I declare that 
it is not a valid motion before the committee. Shall section— 

Mr J. Wilson: Just let me point out to the committee 
that the Ontario chiropodists’ association does support this 
amendment. Perhaps the board of regents does not, but 
certainly the association does. 

Section 3 agreed to. 

Larticle 3 est adopteé. 


The Chair: I think Hansard should note Mr Wilson’s 
objection to section 3, since his amendment was ultra vires. I 
am sure it does. 

Section 4 agreed to. 

Larticle 4 est adopté. 

Section/article 5: 

The Chair: Mr Wessenger moves that paragraphs 2 
and 3 of subsection 5(1) of the bill be struck out and the 
following substituted: 

“2. Administering, by injection into feet, a substance 
designated in the regulations. 

“3. Prescribing drugs designated in the regulations.” 
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Mr Wessenger further moves that paragraphs 3 and 4 of 
subsection 5(2) of the bill be struck out and the following 
substituted: 

“3. Administering, by injection into feet, a substance | 
designated in the regulations. 

“4, Prescribing drugs designated in the regulations.” 


Mr Wessenger: This amendment rephrases the author- 
ized acts authorizing members to administer specified sub- | 
stances and prescribe specified drugs. The amendment | 
makes it clearer that the substances and drugs will be des- | 
ignated in regulations under the Chiropody Act. 


Mr J. Wilson: We do not have any particularly strong | 
feelings about this amendment and we will support it. But 
we do feel strongly that chiropodists should be able to 
communicate a diagnosis, unless it is the subject of the 
next amendment. But I thought it was appropriate to also 
mention it in this context here. 

Motion agreed to. 

The Chair: Mr Wilson moves that subsection 5(1) of 
the bill be amended by adding the following paragraph: 

“1 Communicating a diagnosis identifying a disease or 
disorder of the foot.” 


. 


Mr J. Wilson: We are proposing this amendment on 
behalf of chiropodists because we believe they should be 
allowed to communicate a diagnosis identifying a disease 
or disorder of the foot. As a result of the changing demog- | 
raphy in our society, an increasing number of chiropodists 
are practising in community-based clinics and providing 
chiropody services to nursing homes where there is little or : 
no medical supervision of the treatment the chiropodists 
provide. We believe it is only logical that chiropodists be 
allowed to communicate a diagnosis identifying a disease 
or disorder of the foot. 

Under the existing Chiropody Act chiropodists have 
exercised the right to diagnose. Chiropodists are trained to 
diagnose in their clinical and didactic training. Without the 
power to diagnose, the practice of chiropody will be re- 
stricted to simply those institutions in which a physician is 
supervising. So I would ask the government to seriously 
consider this also. We go back to remarks made both by the 
minister and the parliamentary assistant that the intent of this 
legislation is to expand the practices in medicare, not to 
maintain the status quo where only physicians can diagnose. 


Mr Wessenger: I would like to oppose this amend- | 
ment on the basis that chiropodists in fact do not diagnose, as _ 
indicated with respect to the prior amendment made to the | 
previous act: They assess. It is interesting to note under the | 
act, though, that podiatrists can diagnose because they have | 
the extra training which enables them to do that because they 
do surgery on the foot, which chiropodists do not do. 

Motion negatived. 

The Chair: Mr Wessenger moves that paragraph 1 of 
subsection 5(2) of the bill be struck out and the following 
substituted: 

“1. Communicating a diagnosis identifying a disease or | 
disorder of the foot as the cause of a person’s symptoms.” 
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Mr Wessenger: This is a consequential amendment 
‘resulting from the amendments to the diagnosis controlled 
_act in subsection 26(2) of Bill 43. 

Motion agreed to. 


Section 5, as amended, agreed to. 
Larticle 5, modifié, est adopté. 
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Section 6 agreed to. 
Larticle 6 est adopté. 


Section/article 7: 


_ The Chair: Mr Wessenger moves that clause 7(1)(a) 
_of the bill be amended by striking out “at least seven and 
no more than ten” in the first line and substituting “at least 
six and no more than nine.” 

Mr Wessenger further moves that clause 7(1)(b) of the 
bill be amended by striking out “at least four and no more 
than six” in the first line and substituting “at least five and 
no more than eight.” 

Mr J. Wilson: I certainly will not be supporting this 
“amendment on behalf of my caucus because we believe it 
erodes the principle of self-regulation. 


Motion agreed to. 
Section 7, as amended, agreed to. 
Larticle 7, modifié, est adopté. 


_ Section 8 agreed to. 
Larticle 8 est adopté. 


Sections 9 to 15/articles 9 4 15: 


The Acting Chair (Mr Brown): Mr Wessenger 
moves that sections 9 to 15, inclusive, be struck out. 


_ Mr Wessenger: These are no longer required because 
_ of the Liberal amendment that was accepied that designated 
‘that these matters would be dealt with in regulations as 
distinct from being in the act. 





Motion agreed to. 


Sections 9 to 15, inclusive, deleted. 
Les articles 9 4 15, inclusivement, sont rayés. 


_ Section 16 agreed to. 
Larticle 16 est adopté. 


Section/article 17: 


The Acting Chair: Mr Wessenger moves that subsec- 
4 ‘tion 17(1) of the bill be amended by striking out “in the 
course of providing or offering to provide, in Ontario, health 
_ care to individuals” in the last three lines. 


_ Mr Wessenger: Again, this is to give title protection 
(| outside health care, as we are getting involved in the titles 
_ with this act. 





| Motion agreed to. 

| 
Section 17, as amended, agreed to. 
-____Larticle 17, modifié, est adopté. 


Sections 18 and 19 agreed to. 
Les articles 18 et 19 sont adoptés. 


Section/article 20: 

The Acting Chair: Mr Wessenger moves that section 20 
of the bill be amended, 

(a) by striking out “college” in the third line and substi- 
tuting “council”; 

(b) by striking out “restricting” in the first line of 
clause (a) and substituting “designating”; and 

(c) by striking out clause (c). 

Motion agreed to. 


Section 20, as amended, agreed to. 
Larticle 20, modifié, est adopté. 


Sections 21 to 23, inclusive, agreed to. 
Les articles 21 4 23, inclusivement, sont adoptés. 


The Chair: I assume the committee would like to 
hold down section 24 to be dealt with two weeks from last 
Monday, on the 21st. 

Mr Wessenger: Yes. 

The Chair: We will hold that down. 


Section 25 agreed to. 
Larticle 25 est adopté. 


Title agreed to. 
Le titre est adopté. 


The Chair: We will hold the rest now until we com- 
plete the bill. 


CHIROPRACTIC ACT, 1991 
LOI DE 1991 SUR LES CHIROPRATICIENS 


The Chair: The clerk is handing out a replacement 
amendment to section 3. It replaces what is in your package. 


Sections 1 and 2 agreed to. 
Les articles 1 et 2 sont adoptés. 


Section/article 3: 


The Chair: Mr Wessenger moves that section 3 of the 
bill be struck out and the following substituted: 

“3. The practice of chiropractic is the assessment of 
conditions related to the spine, nervous system and joints 
and the diagnosis, prevention and treatment, primarily by 
adjustment, of, 

“(a) dysfunctions or disorders arising from the structures 
or functions of the spine and the effects of those dysfunctions 
or disorders on the nervous system; and 

“(b) dysfunctions or disorders arising from the structures 
or functions of the joints.” 


Mr Wessenger: This amendment recognizes that chiro- 
practors are qualified to diagnose and treat dysfunctions and 
disorders related to the spine and joints. 


Mr J. Wilson: I think it is appropriate at this time to 
commend the government for this new scope-of-practice 
wording. We will be supporting it, and I withdraw my 
amendment on the page following concerning the same 
section. 


Motion agreed to. 


Section 3, as amended, agreed to. 
Larticle 3, modifié, est adopté. 


S-858 


Section/article 4: 

The Chair: Mr Wessenger moves that paragraph 1 of 
section 4 of the bill be struck out and the following substi- 
tuted: 

“1, communicating a diagnosis identifying, as the cause 
of a person’s symptoms, 

“j, a disorder arising from the structures or functions of 
the spine and their effects on the nervous system, or 

“ii, a disorder arising from the structures or functions 
of the joints of the extremities.” 

Mr Wessenger: Again, this amendment authorises 
chiropractors to communicate a diagnosis of a disorder of 
the spine or joints of the extremities. 

Mr J. Wilson: Again I would like to commend the 
government for this amendment. It shows that every once 
in a while it does listen to the groups that appear before this 
committee. I was wondering up to this point whether there 
was any sense having the hearings, but you have restored 
my faith in the fact that you do listen. Second, I will with- 
draw my amendment dealing with the same section. 

Motion agreed to. 
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The Chair: Mr Wessenger moves that section 4 of the 
bill be amended by adding the following paragraph: 

“3. putting a finger beyond the anal verge for the pur- 
pose of manipulating the tailbone.” 

Motion agreed to. 

Section 4, as amended, agreed to. 

Larticle 4, modifié, est adopté. 

Section 5 agreed to. 

Larticle 5 est adopté. 

Section/article 6: 

The Chair: Mr Wessenger moves that clause 6(1)(a) 
of the bill be struck out and the following substituted: 

“(a) nine persons who are members elected in the pre- 
scribed manner.” 

Mr Wessenger further moves that clause 6(1)(b) of the 
bill be amended by striking out “at least four and no more 
than six” in the first line and substituting “seven.” 

Mr Wessenger: This amendment gives effect to the 
government’s decision to increase public representation to 
just under half. 

Mr J. Wilson: I will be opposing this government 
amendment. Committee members will recall that we had 
introduced an amendment to Bill 43 that would have 
strengthened the principle of self-regulation in terms of 
allowing for a 60-40 split between professional and lay 
members. Consistent with that, I will be voting against this 
amendment. 

Motion agreed to. 

Section 6, as amended, agreed to. 

Larticle 6, modifié, est adopté. 

Section 7 agreed to. 

Larticle 7 est adopté. 


Sections 8 to 14/articles 8 a 14: 


The Chair: Mr Wessenger moves that sections 8 to 
14, inclusive, be struck out. 
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Mr Wessenger: This is again because of the Liberal 
amendment which provides that these matters be dealt 
with by regulation. 

Mr Beer: In the spirit of Mr Wilson’s earlier com- 
ments I would like to commend the government, in each of 
these bills, for having responded in the way it has, which 
also shows the way this committee has been able to work 
co-operatively. 

Mr Wessenger: Thank you very much, Mr Beer. 

Motion agreed to. 

The Chair: I would note the unanimous consent of 
the deletion of sections 8 to 14, inclusive. All in favour? 
No dissent. 

Sections 8 to 14, inclusive, deleted. 

Les articles 8 4 14, inclusivement, sont rayés. 


Section 15 agreed to. 
Larticle 15 est adopté. 


Section/article 16: 

The Chair: Mr Wessenger moves that subsection 
16(1) of the bill be amended by striking out “in the course 
of providing or offering to provide, in Ontario, health care 
to individuals” in the last three lines. 

Motion agreed to. 

Section 16, as amended, agreed to. 

Larticle 16, modifié, est adopté. 

Sections 17 to 21, inclusive, agreed to. 

Les articles 17 4 21, inclusivement, sont adoptés. 


The Chair: I assume the committee would like to 
stand down discussion on section 22 until October 21, in 
two weeks? 


Mr Wessenger: Yes. 
The Chair: That is stood down on section 22. 


Section 23 agreed to. 
Larticle 23 est adopté. 


Title agreed to. 
Le titre est adopté. 


The Chair: The rest we will stand down until we have 
completed the bill. 

A matter of housekeeping on the other two bills dealt 
with today which deleted significant sections: For the record, 
we have unanimous consent to delete those sections as they 
related to the other bills. I think they were 8 to 14 inclusive. 

Could I have unanimous consent to delete, as per the 
appropriate sections of the previous two bills? All in favour? 
No dissent. Unanimous consent is noted. 


Mr Owens: Now that we are on to housekeeping 
items, some are reruns already. I would like to take the 
Opportunity to move that the committee deal with the sexual 
abuse and patient relations committee issues two weeks 
from yesterday, October 21 at 3:30 pm. 


The Chair: Mr Owens moves that the committee deal 
with all matters relating to the sexual assault items in all 
pieces of the legislation before us on Monday, October 21, 
immediately following question period at approximately 
3:30: 


Motion agreed to. 
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The Chair: Having concluded discussion of the three 
pills, I think it might be appropriate at this time if we had 
agreement from the committee as to the tabling of amend- 
ments and ordering of business for the next time we meet, 
which will be next Tuesday. 


__Mr Wessenger: I might suggest we could deal with 
Bills 47 to 56 next Tuesday. We might not reach them, but 
those are the ones I would suggest we have on the agenda. 


The Chair: The suggestion has been that we deal with 
Bills 47 to 56. That would mean trying to have amendments 
tabled by this Friday, if possible, so that we could deal next 
Tuesday with the package as proposed by Mr Wessenger. 
Mr Wilson, you wanted to comment? 


_ Mr J. Wilson: I think, in all fairness to people who are 
watching these committee proceedings and are monitoring 
them on behalf of their associations, we are going quite 
quickly and we should not attempt to do such a large 
chunk next Tuesday. Perhaps it would be more reasonable 
to decide on doing the next four or five bills. That is as far 
as I would be willing to go at this time. 

Mr Beer: Dare I add a compromise that we just do the 
next six? 

The Chair: It may not be possible to do all six, but if 
we can at least table the amendments, then I think it would 
be helpful for anyone who is monitoring the hearings. 


Mr Beer: That would take us up to Bill 52 if we did that. 
The Chair: Yes, if that is possible. 


Mr Owens: I was going to suggest that the province 
of Ontario has been dealing with this process for close to 
11 years. It is not a new process. I am sure your party has had 
ample time to think about the kind of amendments it would 
like to put forward. With due respect to your researchers 
more particularly, I think the amendments should be ready 
to go, and we need to get this bill done so that the regulations 
and the interim advisory committee— 


The Chair: Mr Owens, with your concurrence, I 
would like to intervene and remind all members of the 
committee that amendments can be posed at any time dur- 
ing the process. The fact that we are asking for caucuses to 
have tabled amendments by this Friday does not mean 
they cannot be proposed when we actually deal with those 
bills. Similarly, if at any point during the committee pro- 
cess any member of the committee wishes to ask that a bill 
be stood down, that is also appropriate at that time. I 
would just point out to all committee members that we 
have had a very good process to this point, and hopefully, 
by working together co-operatively, that can continue. 

If Mr Wilson does not feel the Conservatives can have 
all six available, I think out of courtesy we can— 








Mr J. Wilson: I do not think that is the question at all. 
The question is, going back to Mr Owens’s comments, that 
simply I would take note of the fact that he says the pro- 
cess has gone on for 11 years. Many groups that appeared 
before this committee told us that this process and the 
intent of the legislation had changed dramatically over that 
period of time. 

Second, if the government had had, as is tradition 
around here and as is expected around here from govern- 
ments that have their shops in order, its amendments to us 
a month before we got into this process we would not be 
here today bickering about who is going to bring amend- 
ments forward, when and at what time. You are responsible 
as a government for bringing forward your amendments to 
us prior to the clause-by-clause of this legislation. So do 
not be throwing back at us any crap about not having 
amendments ready. 

I was very angry at the beginning of this process, and I 
have kept quiet to date, at the fact that you guys did not 
seem to have your act together. I am not willing at this 
point to agree on anything for next Tuesday. I think we 
will proceed one bill at a time and see where we get, as I 
think you have indicated yourself, Madam Chair. 


The Chair: Perhaps cooler heads will prevail. If we 
could try to have amendments available for this Friday for 
as many bills as members feel they could proceed with, we 
will reconvene next Tuesday and hopefully in the spirit of 
co-operation we will be able to proceed. 


Mr Beer: I just want to note as well that in terms of 
the two opposition parties, as we discuss these individual 
bills with our caucuses, I think we need to be mindful of 
the time we have for that as well. I think we are moving 
with some dispatch and some co-operation. Despite the 
fact we have been at this for eight years, we want to make 
sure that the final product is thought through. I think next 
Tuesday we will try to deal with as many as we can. We 
are going to be finished all of these and if we get up to Bill 
50, 51, 52 or whatever, I do not think that matters. We will 
try to get our amendments in and see if we can do it for 
those six. But as you yourself said, amendments can be 
moved at any time and we would want to do that. 


The Chair: There has been a great deal of courtesy at 
the committee to stand down bills or any sections of bills 
there was further debate and discussion on. 

The business for the committee being completed today, 
I suggest we adjourn at this time and reconvene on Tues- 
day of next week. 


The committee adjourned at 1621. 
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LEGISLATIVE ASSEMBLY OF ONTARIO 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


Tuesday 15 October 1991 


The committee met at 1605 in room 151. 
REGULATED HEALTH PROFESSIONS ACT, 1991, 
AND COMPANION LEGISLATION 


LOI DE 1991 SUR LES PROFESSIONS 
DE LA SANTE REGLEMENTEES 
ET LES PROJETS DE LOI QUI L-ACCOMPAGNENT 


Resuming consideration of Bill 43, the Regulated Health 


_ Professions Act, 1991, and its companion legislation, 
Bills 44-64. 


Reprise de ]’étude du projet de loi 43, Loi sur les pro- 


_ fessions de la santé réglementées et les projets de loi, 44 4 64, 


qui l’accompagnent. 


DENTAL HYGIENE ACT, 1991 
LOI DE 1991 
SUR LES HYGIENISTES DENTAIRES 


The Chair: We are beginning now with Bill 47, An 


_ Act respecting the regulation of the Profession of Dental 
_ Hygiene. 


Sections 1 and 2 agreed to. 
Les articles 1 et 2 sont adoptés. 


Section/article 3: 
The Chair: Mr Wessenger moves that section 3 of the 


bill be amended by striking out “on the order of a member 


of the Royal College of Dental Surgeons of Ontario” in the 
fourth, fifth and sixth lines. 

Mr Wessenger: This removes the reference to doing 
things on the order of a dentist and it is related to the amend- 


_ ment to section 4 which rephrases the order requirement 
_ for performance of authorized acts. It was not logically 
_ and necessarily part of the scope statement and the prob- 
lem is, if it is left in, dental hygienists could potentially be 





prosecuted under the harm clause if they performed an 
authorized act without an order. The matter should really 
only be dealt with, disciplined by the college. 

Motion agreed to. 

Section 3, as amended, agreed to. 

Larticle 3, modifié, est adopté. 

The Chair: I believe you have an amendment, Mr Beer. 

Mr Beer: Yes, our proposed amendment can be with- 
drawn because of the amendment we just passed. It is similar. 

Section/article 4: 

The Chair: Mr Wessenger moves that section 4 of the 
bill be amended by striking out “on the order of a member 
of the Royal College of Dental Surgeons of Ontario” in the 
last three lines of paragraphs 1 and 2. 

Mr Wessenger: This is related to section 4.1 and 
makes it clear that a dentist; does not order a hygienist, the 
dentist orders a procedure. 

Motion agreed to. 


Section 4, as amended, agreed to. 

Larticle 4, modifié, est adopté. 

The Chair: Mr Wessenger moves that the bill be 
amended by adding the following section: 

“4.1(1) A member shall not perform a procedure under 
the authority of section 4 unless the procedure is ordered by a 
member of the Royal College of Dental Surgeons of Ontario. 

“(2) In addition to the grounds set out in subsection 
49(1) of the health professions procedural code, a panel of 
the discipline committees shall find that a member has 
committed an act of professional misconduct if the member 
contravenes subsection (1).” 

Mr Wessenger: I think we have already covered this 
aspect to indicate that it is a breach if a hygienist performs 
a procedure without an order. 


Motion agreed to. 


Section 5 agréed to. 

Larticle 5 est adopté. 

Section/article 6: 

The Chair: Mr Wessenger moves that subsection 6(1) 
of the bill be amended, 

(a) by striking out: “at least seven and no more than ten” 
in the first line of clause (a) and substituting “at least nine and 
no more than twelve”; 

(b) by striking out “at least four and no more than six” 
in the first line of clause (b) and substituting “at least eight 
and no more than eleven”; and 

(c) by striking out “one or two” in the first line of clause 
(c) and substituting “two.” 

Mr Wessenger: This is to make sure that the council 
composition is just under half members. 

Mr J. Wilson: We will be opposing this amendment 
as we believe it violates, to some degree, the principle of 
self-regulation. 

Mr Hope: I believe we will be supporting this be- 
cause it does allow the majority. It still holds 50 plus 1, 
which gives the right for self-government. 

The Chair: Further debate? Shall the amendment carry? 
All those in favour of the amendment? Any opposed? 


Motion agreed to. 

Section 6, as amended, agreed to. 
Larticle 6, modifié, est adapté. 
Section 7 agreed to. 

Larticle 7 est adopté. 
Section/article 8: 


The Chair: Shall section 8 carry? I know you have to 
vote against. 


Mr Wessenger: We have to vote against. 
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The Chair: I understand the intention. The clerk advises 
me the correct wording is, shall section 8 stand as part of 
the bill? All those in favour? Those opposed? 

Section 8 deleted. 

Larticle 8 est rayé. 

The Chair: Just for the information of all committee 
members, a motion to delete is not in order so we have to 
ask if the section shall stand as part of the bill, given the 
changes to the previous section, rather than deleting sec- 
tions 8 to 14 as we did in previous bills. This is a more 
correct way of dealing with it. 

Sections 9 to 14, inclusive, deleted. 

Les articles 9 a 14, inclusivement, sont rayés. 

Mr Hope: A point of clarification, Madam Chair, on 
the way we did the other bills: Are they still valid under 
the proper process? 

The Chair: If you will recall, Mr Hope, I requested 
unanimous consent from the committee to deal with the other 
bills, and according to the clerk that makes it valid because 
there was unanimous consent. I have been advised that 
according to parliamentary procedures the new wording 
we have used today would not require unanimous consent 
and is therefore a better way of proceeding. 

Section/article 15: 

The Chair: Mr Wessenger moves that subsection 
15(1) of the bill be amended by striking out “in the course 
of providing or offering to provide, in Ontario, health care 
to individuals” in the last three lines. 

Mr Wessenger: The purpose of this, of course, is in 
accordance with all the other bills to take out the aspect of title 
protection being only in the course of providing health care. 

Motion agreed to. 

Section 15, as amended, agreed to. 

Larticle 15, modifié, est adopté. 

Sections 16 and 17 agreed to. 

Les articles 16 et 17 sont adoptés. 

Section/article 18: 

The Chair: Mr Wessenger moves that section 18 of the 
bill be amended by striking out “college” in the third line 
and substituting “council” and by striking out clause (c). 

Motion agreed to. 

The Chair: Mr Wessenger moves that clause 18(b) of 
the bill be amended by striking out “number” in the first line. 

Mr Wessenger: This is merely a housekeeping change. 

Motion agreed to. 

Section 18, as amended, agreed to. 

Larticle 18, modifié, est adopté. 

Sections 19 to 21, inclusive, agreed to. 

Les articles 19 4 21, inclusivement, sont adoptés. 

Section/article 22: 

The Chair: Mr Wessenger moves that section 22 of 
the bill be amended by adding the following subsection: 

“(4) Despite subsection (1), section 81.1 of the health 
professions procedural code, as it applies in respect of this 
act, does not come into force until one year after this act 
comes into force.” 
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And that this should be stood down until October 21. 

On the motion to stand down, all in favour? Any 
opposed? 

Motion agreed to. 

Section 22 deferred. 

Larticle 22 est différé. 

Section 23 agreed to. 

Larticle 23 est adopté. 


Title agreed to. 
Le titre est adopté. 


The Chair: We have to hold the rest until we have 
dealt with section 22, which has been stood down. 


DENTAL TECHNOLOGY ACT, 1991 


LOI DE 1991 
SUR LES TECHNICIENS DENTAIRES 


Section/article 1: 

The Chair: Mr Wessenger moves that the French ver- 
sion of section 1 of the bill be amended, 

(a) by striking out “techniciens” in the definition of 
“ordre” and substituting “technologues”; and 

(b) by striking out “technicien” in the definition of 
“profession” and substituting “technologue.” 

Motion agreed to. 


Section 1, as amended, agreed to. 

Larticle 1, modifié, est adopté. 

Section/article 2: 

The Chair: Mr Wessenger moves that the French ver- 
sion of subsection 2(2) of the bill be amended, 

(a) by striking out “techniciens” in the definition of 
“ordre” and substituting “technologues”; and 

(b) by striking out “technicien” in the definition of 
“profession” and substituting “technologue.” 

Motion agreed to. 


Section 2, as amended, agreed to. 
Larticle 2, modifié, est adopté. 


Section/article 3: 


The Chair: Mr Wessenger moves that section 3 of the 
bill be amended by striking out “on the order of a person 
authorized under a health profession act as defined in the 
Regulated Health Professions Act, 1991 to fit or dispense 
the devices” in the last four lines. 

Do you have another amendment as well to section 3? 


Mr Wessenger: No, I believe the other one is being 
withdrawn. 


The Chair: Okay. Is there any discussion on this 
amendment? 


Motion agreed to. 

Section 3, as amended, agreed to. 
Larticle 3, modifié, est adopté. 
Section/article 4: 


The Chair: Mr Wessenger moves that the English ver- 
sion of section 4 of the bill be amended by striking out “tech- — 
niciens” in the fourth line and substituting “technologues.” 
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And he further moves that the French version of sec- 


tion 4 of the bill be amended by striking out “techniciens” 
_ in the third line and substituting “technologues.” 


Motion agreed to. 


Section 4, as amended, agreed to. 
Larticie 4, modifié, est adopté. 
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Section/article 5: | 

The Chair: Mr Wessenger moves that clause 5(1)(a) 
of the bill be struck out and the following substituted: 

“(a) seven persons who are members elected in the 


_ prescribed manner; and” 


And he further moves that clause 5(1)(b) of the bill be 


amended by striking out “at least four and no more than six” 


in the first line and substituting “six.” 
Mr J. Wilson: I will be voting against this section 


because we do believe that the government’s proposal to 


have the number of lay members on council to just under 


50% does erode the principle of self-regulation. 


The Chair: Further discussion on the amendment? 

Mr J. Wilson: Mr Hope has his usual line. 

The Chair: Did you want to repeat that again? 

Mr Hope: No—my usual line. 

Motion agreed to. 

Section 5, as amended, agreed to. 

Larticle 5, modifié, est adopté. 

Section 6 agreed to. 

Larticle 6 est adopté. 

Section/article 7: 

The Chair: My wording is going to be a little differ- 
ent in light of the amendment to section 5. Shall section 7 
stand as part of the bill? All those in favour? Any opposed? 

Section 7 deleted. 

Larticle 7 est rayé. 

Sections 8 to 13, inclusive, deleted. 

Les articles 8 4 13, inclusivement, sont rayés. 

Section/article 14: 


The Chair: Mr Wessenger moves that subsection 
14(1) of the bill be amended by striking out “in the course 
of providing or offering to provide, in Ontario, health care 


_ to individuals” in the last three lines. 


Mr Wessenger: Again, this amendment is to carry out 


_ the title provision beyond the provision of health care. 


The Chair: All those in favour? Any opposed? 
Motion agreed to. 
The Chair: Mr Wessenger moves that the French 


version of subsection 14(1) of the bill be amended by 


_ striking out “technicien” in the second line and substituting 


“technologue.” 
And he further moves that the French version of sub- 


section 14(3) of the bill be amended by striking out “tech- 





_ nicien” in the fourth line and substituting “technologue.” 


Motion agreed to. 


Section 14, as amended, agreed to. 
Larticle 14, modifié, est adopteé. 


Sections 15 and 16 agreed to. 

Les articles 15 et 16 sont adoptés. 

Section/article 17: 

The Chair: Shall section 17 stand as part of the bill? 
All those in favour? Any opposed? 

Section 17 deleted. 

Larticle 17 est rayé. 

Sections 18 to 20, inclusive, agreed to. 

Les articles 18 4 20, inclusivement, sont adoptés. 

Section/article 21: 

The Chair: Mr Wessenger moves that section 21 of the 
bill be amended by adding the following subsection: 

“(4) Despite subsection (1), section 81.1 of the health 
professions procedural code, as it applies in respect of this 
act, does not come into force until one year after this act 
comes into force.” 

And that this be stood down until October 21. 

The Chair: Motion to stand down. All those in favour? 

Motion agreed to. 

Section/article 22: 

The Chair: Mr Wessenger moves that the French ver- 
sion of section 22 of the bill be amended by striking out 
“techniciens” and:substituting “technologues.” 

Motion agreed to. 

Section 22, as amended, agreed to. 

Larticle 22, modifié, est adopté. 

Title/titre: 

The Chair: Mr Wessenger moves that the French ver- 
sion of the long title of the bill be amended by striking out 
“technicien” and substituting “technologue.” 

Motion agreed to. 

The Chair: Shall the title, as amended, carry? All 
those in favour? Any opposed? 

Title, as amended, agreed to. 

Le titre, modifié, est adopté. 

The Chair: That is as far as we can go today on Bill 48. 
Section 21 has been stood down and we will complete the 
bill when we complete that section. 


DENTISTRY ACT, 1991 
LOI DE 1991 SUR LES DENTISTES 


The Chair: Are we ready to proceed? Did I have a 
request for a recess, Mr Hope? 


Mr Hope: My arm is getting a little sore. 


Sections 1 to 3, inclusive, agreed to. 

Les articles 1 4 3, inclusivement, sont adoptés. 

Section/article 4: 

The Chair: We have several amendments to section 4. 
I am going to ask that all the amendments be placed first, 
since they seem to be very similar. 

Mr Wessenger moves that paragraph 1 of section 4 of 
the bill be struck out and the following substituted: 

“1, Communicating a diagnosis identifying a disease or 
disorder of the oral-facial complex as the cause of a person’s 
symptoms.” 
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And he further moves that section 4 of the bill be 
amended by adding the following paragraph: 

“5.1 Applying or ordering the application of a pre- 
scribed form of energy.” 

The Chair: Do you want to speak to your amendment 
or allow the others to comment first? We have other 
amendments that are similar. 

Mr Wessenger: I wonder whether they are going to 
proceed with those. 

Mr Beer: I would like to withdraw our amendment as 
it is the same as the government amendment. 

Mr J. Wilson: I too would withdraw the PC amend- 
ment. It is very similar to the government amendment. 

The Chair: I think we can assume this vote is going 
to be unanimous. 

Mr Wessenger: This amendment removes the word 
“dysfunction” from the diagnosis authorized act in accor- 
dance with the act in Bill 43. It also authorizes dentists to 
apply or order the application of a prescribed form of energy 
which the dentists asked for. We felt it should be in the bill. 

Motion agreed to. 

The Chair: Mr Wessenger moves that paragraph 7 of 
section 4 of the bill be amended by inserting after “orth- 
odontic” in the second line “or periodontal.” 

Motion agreed to. 

Section 4, as amended, agreed to. 

Larticle 4, modifié, est adopté. 

Section 5 agreed to. 

Larticle 5 est adopté. 
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Section/article 6: 

The Chair: Mr Wessenger moves that clause 6(1)(a) 
of the bill be amended by striking out “at least ten and no 
more than fourteen” in the first line and substituting “at 
least ten and no more than twelve.” 

And he further moves that clause 6(1)(b) of the bill be 
amended by striking out “at least six and no more than eight” 
in the first line and substituting “at least nine and no more 
than eleven.” 

And he further moves that clause 6(1)(c) of the bill be 
struck out and the following substituted: 

“(c) two persons selected in the prescribed manner from 
among members who are members of a faculty of dentistry 
of a university in Ontario.” 

Mr Wessenger: This again changes the council com- 
position to make public members just under half. 

Mr J. Wilson: I will be voting against the 
government’s amendment. We believe the amendment 
erodes the principle of self-government and we had put 
forward an amendment earlier which would have given a 
60-40 split in terms of professional members versus lay 
members on the council. 

Mr Hope: I will be supporting the amendment as put 
forward. I think it adds light with more of the general 
public being actively involved and understanding what this 
legislation is intended to do. I still believe it gives the right 
to self-governance. 





The Chair: Shall the amendment carry? All those in 
favour? Those opposed? 

Motion agreed to. 

Section 6, as amended, agreed to. 

Larticle 6, modifié, est adopté. 

Section 7 agreed to. 

Larticle 7 est adopté. 

Section/article 8: 

The Chair: Shall section 8 stand as part of the bill? 
All those in favour? Those opposed? 

Section 8 deleted. 

Larticle 8 est rayé. 

Sections 9 to 14, inclusive, deleted. 

Les articles 9 a 14, inclusivement, sont rayés. 

Section 15 agreed to. 

Larticle 15 est adopté. 

Section/article 16: 

The Chair: Mr Wessenger moves that subsection 
16(1) of the bill be amended by striking out “in the course 
of providing or offering to provide, in Ontario, health care 
to individuals” in the last three lines. 

We have heard discussion on this before. All those in 
favour? Any opposed? 

Motion agreed to. 

Section 16, as amended, agreed to. 

Larticle 16, modifié, est adopté. 

Section/article 17: 

The Chair: Shall section 17 stand as part of the bill? 
Those in favour? Those opposed? 

Section 17 deleted. 

Larticle 17 est rayé. 

Sections 18 and 19 agreed to. 

Les articles 18 et 19 sont adoptés. 

Section/article 20: 

The Chair: Mr Wessenger moves that section 20 of the 
bill be amended by striking out “college” in the third line 
and substituting “council” and by striking out clause (c). 

Motion agreed to. 

Section 20, as amended, agreed to. 

Larticle 20, modifié, est adopté. 

Section 21 agreed to. 

Larticle 21 est adopté. 

Section/article 22: 

The Chair: Mr Wessenger moves that the French ver- 
sion of subsection 22(1) of the bill be amended by inserting 
after “est” in the first line “le conseil de.” 

Motion agreed to. 

Section 22, as amended, agreed to. 

Larticle 22, modifié, est adopté. 

Section 23 agreed to. 

Larticle 23 est adopté. 

Section/article 24: 

The Chair: Mr Wessenger moves that section 24 of 
the bill be amended by adding the following subsection: 
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“(4) Despite subsection (1), section 81.1 of the health 
professions procedural code, as it applies in respect of this 
act, does not come into force until one year after this act 
| comes into force.” 

And that this be stood down until October 21. 


The Chair: There is a motion to stand down. All 
those in favour? 

Motion agreed to. 

Larticle 25 est adopté. 


Title agreed to. 
Le titre est adopté. 


The Chair: We have gone as far as we can on Bill 49 
and hope to complete that on October 21, if possible. 


DENTURISM ACT, 1991 
LOI DE 1991 SUR LES DENTUROLOGUES 


Section/article 1: 

The Chair: Mr Wessenger moves that the French ver- 
sion of section 1 of the bill be amended, 

(a) by striking out “denturologues” in the definition of 
“ordre” and substituting “denturologistes”; and 

(b) by striking out “denturologue” in the definition of 
“profession” and substituting “denturologiste.” 

Motion agreed to. 

Section 1, as amended, agreed to. 

Varticle 1, modifié, est adopté. 

Section/article 2: 


The Chair: Mr Wessenger moves that the French ver- 
sion of subsection 2(2) of the bill be amended, 

(a) by striking out “denturologues” in the definition of 
“ordre” and substituting “denturologistes”; and 

(b) by striking out “denturologue” in the definition of 
“profession” and substituting “denturologiste.” 


Motion agreed to. 

Section 2, as amended, agreed to. 
Larticle 2, modifié, est adopté. 
Section 3 agreed to. 

Larticle 3 est adopté. 


Section/article 4: 


The Chair: Mr J. Wilson moves that section 4 of the 
bill be amended by adding the following subsection: 

“(2) Despite subsection (1), a member is not authorized 
to fit or dispense partial dentures except on the order or 
prescription of a member of the Royal College of Dental 
Surgeons of Ontario.” 


Mr J. Wilson: I ask support from committee members 
on this amendment. Our concern is one of public protection, 
in the sense that we are very worried that people will now 
go to their denturists for primary dental care, that the first 
stop they will make is at the denturist’s office rather than 
have a complete oral examination by a dentist. We believe 
and argue that those seeking dentures—it certainly was the 
contention of many of the dental professionals who appeared 
before this committee—should be subject to a full exami- 
nation by a dentist, whether they are going for either full or 
partial dentures. 
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There has been some evidence of harm, I gather, by 
denturists performing partial dentures illegally in the past. 
That has been disputed. All members of the committee are 
aware of the long-standing debate in this area. In my re- 
marks here, we are clearly taking the side of the evidence 
put before us by the dentists in this area at this time. Again, 
we believe the protection of the public should be of para- 
mount interest here. 


Mr Beer: We will not be supporting the amendment 
put forward by my colleague. I think we all accept that this 
was one of the more difficult issues. Frankly, we found the 
evidence put forward on this by Mr Schwartz, the commis- 
sioner, to be compelling. We believe the new College of 
Denturists of Ontario will be able to apply rules and proce- 
dures which will ensure that the public is protected. I think 
we all recognize that whether it is dentists or denturists or 
any profession, no single piece of legislation can ulti- 
mately ensure that nothing will go wrong at some point in 
time. In our view, in the light of the principles by which 
we are trying to protect the public and also provide for a 
broader range of service, the denturists are at a point in the 
development of their own profession where this can stand 
as originally put forward in the legislation. We will support 
the legislation as written and not support this amendment. 
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Mr Wessenger: We will also be opposing this amend- 
ment, based on some of the reasons given by Mr Beer with 
respect to the testimony of Mr Schwartz, who indicated 
there was no evidence of any harm being done. Also, I 
think there is a certain illogical aspect to requiring a 
dentist’s approval for a partial plate when there is not even 
a requirement for a full plate. I think members of the pub- 
lic clearly understand when they go to a denturist that they 
are not going to have their mouth looked at for determin- 
ing its health. If that is their concern, they will go to a 
dentist. I do not think there is any harm to the public in this 
area. It would be an additional unnecessary expense to the 
public with no benefit. 


Mr Owens: I have some sympathy for the amendment 
put forward by Mr Wilson. What I cannot wrap my mind 
around is the issue of access and the difficulties that may 
accrue by keeping dentists as the gatekeepers to denturists. 
I have spoken with members of both associations and in 
my mind I think we should dispense some free advice to 
both colleges. As the colleges are set up and as they ma- 
ture in their relationship, they should begin to work in a 
collegial manner rather than the combative manner we 
have seen through the deputations and testimony, because I 
think there is an issue to be made with respect to good oral 
care. But I think that will be set forward in a co-operative 
manner rather than in a legislative manner. 


Mr J. Wilson: Just in final argument, if you as legis- 
lators do not accept that there has been some evidence of 
harm from denturists constructing partial dentures in the 
past, surely you would accept the argument that there is 
great potential for harm in the future, if you give them this 
controlled act. I think we should err, if we are erring, on 
the side of public protection. The parliamentary assistant 
mentioned extra expense in requiring patients to go to a 
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dentist before going to a denturist. The logic there is incon- 
sistent with the same logic we applied to audiologists and 
speech-language pathologists, where we require patients to 
go to audiologists and speech-language pathologists as the 
primary point of entry for hearing aids. We have passed that 
bill so far in our hearings. We did that because we wanted 
to ensure the public was protected, as I understand it. 

The parliamentary assistant mentioned that there was 
something illogical about denturists being able to perform 
full dentures but not partials. I think the case was made very 
clear by dentists that they have the training and medical 
background required and that more of a medical background 
is required before one actually starts tampering with teeth 
that remain in the mouth and adding partial dentures or 
affixing partial dentures to those teeth. There is a difference 
between a case where there are no teeth and a case where 
there are teeth. That is the crux of the argument we are having 
here right now. 


Mr Owens: Just as a quick comment around cost, I 
think the issue the parliamentary assistant may have been 
trying to raise with respect to cost is that not all people 
have dental plans and that there are people who fall between 
the cracks. As I understand it from conversations with con- 
stituents, some of the municipalities are getting out of the 
business of providing dental care through general welfare 
assistance or family benefits, so you are looking at people 
who are going to fall between the cracks. How can we get 
those people into good dental care? I know there are pro- 
fessionals out there who practise social dentistry and who 
are willing to give patients a break, but how do you en- 
courage that kind of activity? Do you legislate it or do you 
try and use moral suasion on people and hope they will 
give them a break? 


Mr J. Wilson: If we are sending people there as the 
primary entry and we are allowing them to get partial den- 
tures, a concern that was expressed by many professionals 
was that they may not recognize certain diseases, such as 
the early stages of AIDS, gum diseases and other diseases 
of the mouth. Cancer, for instance, was brought to our 
attention. We may have to increase the training for 
denturists, which I see eventually driving up the cost of 
that service because they are going to have to have a more 
complete medical background to be able to properly look 
after those people who will now rely on them as their 
primary entry to dental services. 


Ms Haeck: In my capacity as an MPP, I have had the 
opportunity to meet with constituents whom I asked to 
write to this committee because they were very concerned 
about dentistry practised in St Catharines-Brock. They felt 
very positively towards their denturist and had some rather 
negative feelings towards their dentist. The reality of practice 
out there, as well as what this act would set out to do, is 
that dentists have the right, the opportunity, to carry on the 
large field of dental care and denturists are obviously re- 
stricted in what they can do around the providing of plates, 
partial or complete, as per this legislation. From what I 
have seen out there, this is something the public feels very 
positively towards and I must concur with that wish. 
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Mr Beer: I would like to return us all to a couple of 
other points we are trying to meet with the legislation. One 
is that we are dealing with two professional groups here. I 
think that in the light of what Mr Owens said earlier, in a 
number of areas we are going to have professional groups 
involved in health care coming together and working 
together. 

It seems to me that the new councils we are creating, and 
this is one good example, will be leaning over backwards 
to ensure that the fundamental procedures they set up are 
going to really focus on protecting the public. I think we 
can rely on the judgement of both those groups to do that. 
In many communities—I think of my own—the relation- 
ship between dentists and denturists is a very positive one. 
I would see that in the normal course, as this works its way 
out, that would continue to be the case. 

The final point I would make covers a great many of the 
things we are doing here. The consumer also has a respon- 
sibility. I think we can go to a certain point in protecting 
the public, but fundamentally and ultimately in many of 
these areas we are going to have to be looking at improved 
education to the consumer about health care services. I 
think each of us and our friends in our own communities 
has a responsibility to do that as well. Again, it is a balance 
we are trying to find and I think that is what we have 
found in terms of the original legislation. 
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Mr J. Wilson: I have just some final remarks, and I 
promise they are final, Madam Chair, because I believe most 
members by their remarks have decided how they are going 
to vote at this stage. I would say in response to Ms Haeck’s 
comments that a couple of denturists appeared before our 
committee who certainly would have no problem with our 
amendment. They had been working, as Mr Beer said, 
co-operatively for years in the community with the dentists. 
The dentist at one end of the building does the full exami- 
nation and writes the prescription or order for fitting of 
dentures, and the patients then go down and have the 
technical work done by the denturist. I see that as a good 
system, a co-operative system, and that was the intent of 
my amendment. 


Mr Wessenger: I think there is some indication that the 
dentists and the denturists will be able to work well together. 
Certainly there was evidence of that, as you said, Mr Wilson, 
in some of the appearances before the committee. But I 
think we should also remember that each profession has its 
own quality assurance programs and its own competency 
standards, so these will be developed by the denturists. I 
have confidence that those standards, as developed, will give 
good guidance to have good-quality care with respect to the 
provision of partial denture plates. I am sure part of that is 
that it would be a policy of the denturist to ensure that anyone 
who might have a health problem would be referred to the 
proper person, whether that would be a medical doctor or a 
dentist. So I am confident that will be worked out through the 
quality assurance program for the denturists. 


The Chair: All those in favour of the amendment? 
Those opposed? 


Motion negatived. 
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Section 4 agreed to. 

Larticle 4 est adopté. 

Section/article 5: 

The Chair: Mr Wessenger moves that the English ver- 
sion of section 5 of the bill be amended by striking out 
“denturologues” in the fourth line and substituting 
“denturologistes.” 

And he further moves that the French version of section 5 
of the bill be amended by striking out “denturologues” in the 
third line and substituting “denturologistes.” 


Motion agreed to. 


Section 5, as amended, agreed to. 

Larticle 5, modifié, est adopté. 

Section/article 6: 

The Chair: Mr Wessenger moves that clause 6(1)(a) 
of the bill be amended by striking out “at least eight and no 
more than ten” in the first line and substituting “at least 
seven and no more than eight.” 

And he further moves that clause 6(1)(b) of the bill be 
amended by striking out “four or five” in the first line and 
substituting “at least five and no more than seven.” 

Ms Haeck: I just wanted to get ahead of Mr Wilson. 
The torch has been passed from Mr Hope to myself. We 
strongly feel that this amendment supports the concept of 
public involvement and definitely gives the college self- 
governing status. 

The Chair: You are not going to disappoint Ms 
Haeck, are you, Mr Wilson? 

Mr J. Wilson: I was going to say, “I fooled you,” but 
none the less I guess my comments are on the record from 
previous such motions put forward by the government. We 
will be opposing this, not because we do not believe the 
public is an integral part of the system; we just also believe 
you have to have a little more trust in the self-regulating 
principle. 

The Chair: Shall the amendment carry? All those in 
favour? Those opposed? 


Motion agreed to. 

Section 6, as amended, agreed to. 

Larticle 6, modifié, est adopteé. 

Section 7 agreed to. 

Larticle 7 est adopté. 

Section/article 8: 

The Chair: Shall section 8 stand as part of the bill? 
All those in favour? Those opposed? 

Section 8 deleted. 

Larticle 8 est rayé. 

Sections 9 to 14, inclusive, deleted. 

Les articles 9 4 14, inclusivement, sont rayés. 


Section/article 15: 


The Chair: Mr Wessenger moves that subsection 
15(1) of the bill be amended by striking out “in the course 
of providing or offering to provide, in Ontario, health care 
to individuals” in the last three lines. 
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Mr J. Wilson: I would just like to commend the gov- 
ernment on bringing forward this amendment for each of 
the bills before us. 

The Chair: Any further debate? 

Mr J. Wilson: I thought, Madam Chair, I should say 
something positive for a change. This is the one opportunity I 
have to do that. 

The Chair: Duly noted. 

Mr Owens: Put that in a press release. 

Mr J. Wilson: Put that in your press release. 

Motion agreed to. 

The Chair: Mr Wessenger moves that the French ver- 
sion of subsection 15(1) of the bill be amended by striking 
out “denturologue” in the second line and substituting 
“denturologiste.” 

And he further moves that the French version of subsec- 
tion 15(3) of the bill be amended by striking out “denturo- 
logue” in the fourth line and substituting “denturologiste.” 

Motion agreed to. 

Section 15, as amended, agreed to. 

Larticle 15, modifié, est adopté. 

Sections 16 and 17 agreed to. 

Les articles 16 et 17 sont adoptés. 

Section/article 18: 

The Chair: Shall section 18 stand as part of the bill? 
All those in favour? Those opposed? 

Section 18 deleted. 

Larticle 18 est rayé. 

Sections 19 to 21, inclusive, agreed to. 

Les articles 19 4 21, inclusivement, sont adoptés. 

Section/article 22: 

The Chair: Mr Wessenger moves that section 22 of 
the bill be amended by adding the following subsection: 

“(4) Despite subsection (1), section 81.1 of the health 
professions procedural code, as it applies in respect of this 
act, does not come into force until one year after this act 
comes into force.” 

Mr Wessenger: I would ask to stand this down until 
October 21. 

The Chair: Stand this down until October 21. 

Section/article 23: 

The Chair: Mr Wessenger moves that the French ver- 
sion of section 23 of the bill be amended by striking out 
“denturologues” in the second line and substituting 
“denturologistes.” 

Motion agreed to. 

Section 23, as amended, agreed to. 

Larticle 23, modifié, est adopté. 

Title/titre: 

The Chair: Mr Wessenger moves that the French ver- 
sion of the long title of the bill be amended by striking out 
“denturologue” and substituting “denturologiste.” 

Motion agreed to. 

Title, as amended, agreed to. 

Le titre, modifié, est adopté. 
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DIETETICS ACT, 1991 
LOI DE 1991 SUR LES DIETETISTES 


Sections 1 to 4, inclusive, agreed to. 
Les articles 1 a 4, inclusivement, sont adoptés. 


Section/article 5: 


The Chair: Mr Wessenger moves that clause 5(1)(a) 
of the bill be amended by striking out “at least eight and no 
more than twelve” in the first line and substituting “at least 
six and no more than nine.” 

And he further moves that clause 5(1)(b) of the bill be 
amended by striking out “at least four and no more than 
six” in the first line and substituting “at least five and no 
more than eight.” 


The Chair: All those in favour? All those opposed? 
Motion agreed to. 

Section 5, as amended, agreed to. 

Larticle 5, modifié, est adopté. 

Section 6 agreed to. 

Larticle 6 est adopteé. 


Section/article 7: 


The Chair: Shall section 7 stand as part of the bill? 
All those in favour? All those opposed? 


Section 7 deleted. 

Larticles 7 est rayé. 

Sections 8 to 13, inclusive, deleted. 

Les articles 8 4 13, inclusivement, sont rayés. 


The Chair: Mr Wessenger moves that subsection 
14(1) of the bill be amended by striking out “in the course 
of providing or offering to provide, in Ontario, health care 
to individuals” in the last three lines. 


Mr J. Wilson: Members will note that on the next 
page my amendment to this subsection goes a little further 
in extending further title protection. I certainly would urge 
members to vote in favour of the government’s amendment, 
which would drop the last half-sentence of my amendment, 
and then vote for the PC amendment following. 


Motion agreed to. 


The Chair: Mr J. Wilson moves that the first part of 
subsection 14(1) of the bill be struck out and the following 
substituted: 

“(1) No person other than a member shall use the title 
‘dietitian’ or ‘dietitian nutritionist’, a variation or abbrevia- 
tion or an equivalent in another language.” 

Mr Wessenger: I would speak in opposition to this 
motion, because the title “dietitian nutritionist” is not in 
common use and restricting the word “nutritionist” would 
interfere with nutritionists who are not members of the 
college. I think the public would also be confused by the 
fact that you would have both the titles “dietitian” and 
“dietitian nutritionist.” 


Mr Beer: We would not support this particular 
amendment. We believe the title “dietitian” would be suf- 
ficient. 

The Chair: Is there any further discussion of the 
amendment? All those in favour? Those opposed? 


Motion negatived. 
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Section 14, as amended, agreed to. 

Larticle 14, modifié, est adopté. 

Sections 15 and 16 agreed to. 

Les articles 15 et 16 sont adoptés. 

Section/article 17: 

The Chair: Shall section 17 stand as part of the bill? 
All those in favour? Any opposed? 

Section 17 deleted. 

Larticle 17 est rayé. 

Sections 18 and 19 agreed to. 

Les articles 18 et 19 sont adoptés. 

Section/article 20: 

The Chair: Mr Wessenger moves that section 20 of 
the bill be amended by adding the following subsection: 


“(4) Despite subsection (1), section 81.1 of the Health | 
Professions Procedural Code, as it applies in respect of this 
act, does not come into force until one year after this act 
comes into force.” 


Mr Wessenger: I ask that this be stood down until | 
October 21. | 


The Chair: Motion to stand down. We will do that. 


Section 21 agreed to. 
Larticle 21 est adopté. 


Title agreed to. 
Le titre est adopté. 


The Chair: I have had a request for a five-minute 
recess, at which time we will commence on Bill 52. 


The committee recessed at 1705. 
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The Chair: The standing committee on social develop- 
ment is now in session. Are we ready to proceed? You would 
be a welcome addition to the committee. 


Mr J. Wilson: I am a little worried about the colour she 
is wearing. 


The Chair: That did not prompt my comment at all, 
Mr Wilson. You know how impartial the Chair is on these 
matters. Do you think we can proceed without Mr Hope? 


Mr J. Wilson: Yes, he is hopeless anyway. 


The Chair: Now, Mr Wilson, Hansard will not record 
that. 


Mr J. Wilson: I do not care whether they do or not. 
The Chair: Are you ready to proceed? 
Mr Owens: Let me count my votes here. 


MASSAGE THERAPY ACT, 1991 
LOI DE 1991 SUR LES MASSOTHERAPEUTES 
The Chair: We are dealing now with Bill 52, An Act 
respecting the regulation of the Profession of Massage 
Therapy. 
Sections 1 and 2 agreed to. 
Les articles 1 et 2 sont adoptés. 
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Section/article Bs 


The Chair: Mr Wilson moves that section 3 be struck 
out and the following substituted: 

“(3) The practice of massage therapy is the assessment 
of the soft tissue and joints of the body and the treatment and 
prevention of physical dysfunction and pain of the soft tissues 
and joints to develop, maintain, rehabilitate or augment 
physical function, or to avoid or relieve pain, by manipula- 
tion of the soft tissues and mobilization of the joints.” 


Mr J. Wilson: The purpose of the amendment is to 
clarify what it is that massage therapists actually do, in 
particular with respect to their role as opposed to the role 
of a chiropractor. We believe that the scope of practice as 
outlined in the PC amendment much more clearly reflects 
the function and scope of practice of a massage therapist 
and would ask members to support the amendment. 


Mr Wessenger: I would like to oppose the amend- 
ment. I think the language is quite clear with respect to 
manipulation, and I do not know exactly what the word 
“mobilization” means. In my opinion the massage thera- 
pists do in fact manipulate joints in their scope of practice, 
and that should be the language that should be used, not 
another word which is less clear. 


Mr Beer: I have had, and I think we have had, diffi- 
culty in understanding this amendment in the context of 
what is in the proposed bill, and therefore would prefer to 
support: section 3 as it now stands. There may well be a 
number of issues such as this where perhaps we want to 
come back to the role of the advisory council. If there is 
some doubt as to what certain things mean, in trying to 
find the essential difference in the two and with the word 
“manipulation” in both, I do not see that. 

Given what we have gone through and in the discus- 
sions with the various groups, in our judgement we should 
go with what is in the present bill but perhaps here, as in a 
number of other places, ask the advisory council to work 
together with the councils on massage therapy and chiro- 
practic if it appears down the road that we need some 
clearer wording, or if there is some confusion to try to sort 
‘that out. At this point in time we are not persuaded by my 
colleague’s proposed amendment. 


Mr Owens: I would like to agree wholeheartedly with 
Mr Beer that with the word “manipulation” appearing in two 
other acts, that is, the chiropractors’ and the osteopaths’, 
one would look for some guidance from the advisory 
council on manipulation within the scopes of practice. The 
other thing is that I was under the understanding that these 
‘two groups had perhaps worked out their concerns with 
each other, but I guess that is not the case. I would encour- 
age these groups, as Mr Beer has done, to sort out the 
‘differences around the term “manipulation” through the 
‘interim advisory committee and their colleges. 


Mr J. Wilson: Contrary to what the parliamentary as- 
sistant has stated, it is certainly my understanding that chi- 
ropractors manipulate joints and that massage therapists 
manipulate soft tissues and mobilize joints. The terminology 
is extremely important to the professions. I suspect that the 
advisory council will never really get around to dealing with 
this matter and I think legislators have a responsibility to 
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ensure that the wording is as clear as possible before it leaves 
this committee and is sent to the House for final approval. 

The Chair: Further discussion on the amendment? All 
those in favour? Those opposed? 

Motion negatived. 

Section 3 agreed to. 

Larticle 3 est adopté. 

Section 4 agreed to. 

Larticle 4 est adopté. 

Section/article 5: 

The Chair: Mr Wessenger moves that clause 5(1)(a) 
of the bill be amended by striking out “at least seven and 
no more than eight” in the first line and substituting “at 
least six and no more than seven.” 

And he further moves that clause 5(1)(b) of the bill be 
amended by striking out “four” in the first line and substi- 
tuting “five.” 

The Chair: To the amendment, all those in favour? 
Any opposed? 

Motion agreed to. 

Section 5, as amended, agreed to. 

Larticle 5, modifié, est adopté. 

Section 6 agreed to. 

Larticle 6 est adopté. 

Section/article 7: 

The Chair: Shall section 7 stand as part of the bill? 
All those in favour? Those opposed? 

Section 7 deleted. 

Larticle 7 est rayé. 

Sections 8 to 13, inclusive, deleted. 

Les article 8 4 13, inclusivement, sont rayés. 

The Chair: Mr Wessenger moves that subsection 
14(1) of the bill be amended by striking out “in the course 
of providing or offering to provide, in Ontario, health care 
to individuals” in the last three lines. 

Motion agreed to. 

Section 14, as amended, agreed to. 

Larticle 14, modifié, est adopteé. 

Sections 15 and 16 agreed to. 

Les articles 15 et 16 sont adoptés. 

Section/article 17: 

The Chair: Shall section 17 stand as part of the bill? 
Those in favour? Those opposed? 

Section 17 deleted. 

Larticle 17 est rayé. 

Sections 18 to 20, inclusive, agreed to. 

Les articles 18 4 20, inclusivement, sont adoptés. 

Section/article 21: 

The Chair: Mr Wessenger moves that section 21 of 
the bill be amended by adding the following subsection: 

(4) Despite subsection (1), sections 81.1 of the health 
professions procedural code, as it applies in respect of this 
act, does not come into force until one year after this act 
comes into force. 
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Mr Wessenger: I ask to stand this down until October 
213 


The Chair: Stood down until October 21. 

Section 22 agreed to. 

Larticle 22 est adopté. 

Title agreed to. 

Le titre est adopté. 

The Chair: I believe we have had an agreement to go 
as far as Bill 52 today, unless there is a desire to do Bill 53. 

Interjection. 


The Chair: We are not ready? I would request that 
any amendments on the next set of bills be tabled with the 
clerk by Thursday, if that is possible. The clerk has in- 
formed me that she is going to be involved with the consti- 
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tutional conference and will not be available to receive the 
amendments on Friday. | 

As we will be dealing next Monday with many of 
those items that have been stood down, I doubt we will get 
through very many more of the bills on that day. Has there 
been an agreement among the whips as to how far we 
should attempt to proceed next week? 


Mr J. Wilson: There has been no agreement to date, 
but I think it would be reasonable to expect, since Monday 
will be taken up with other arguments, that we could prob- 
ably proceed on Tuesday with the next four bills. 


The Chair: Agreed? Agreed. We will have the 
amendments on the next four bills to the clerk from the 
caucuses by Thursday. 


The committee adjourned at 1722. 
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The committee met at 1535 in room 151. 


REGULATED HEALTH PROFESSIONS ACT, 1991, 
AND COMPANION LEGISLATION 
LOI DE 1991 SUR LES PROFESSIONS 
DE LA SANTE REGLEMENTEES 
ET LES PROJETS DE LOI QUI LACCOMPAGNENT 


Resuming consideration of Bill 43, the Regulated Health 
Professions Act, 1991, and its companion legislation, 
Bills 44-64. 

Suite de l’étude du projet de loi 43, Loi sur les profes- 
‘sions de la santé réglementées et les projets de loi, 44 a 64, 
qui l’accompagnent. 

The Chair: The standing committee on social devel- 
opment is now in session. We have agreed that today we 
‘will deal with Bill 43, with all the issues and clauses as 
they relate to the sexual assault recommendations, as well 
as section 81.1 of schedule 2 and all other related sections. 
‘Then, time permitting, we can move on to the other bills. I 
believe we are at Bill 55. 

_ The parliamentary assistant has requested an opportu- 
nity to address the committee at this time. 


Mr Wessenger: Before beginning clause-by-clause 
review of provisions relating to sexual abuse of patients, I 
would like to make some general comments. We are firmly 
‘committed to taking the necessary legislative action to deal 
with the problem of sexual abuse in a comprehensive man- 
ner. As we have said before, we are committed to a policy 
of zero tolerance of sexual abuse in health care. 

The committee has already passed an amendment to 
‘section 3 of the Regulated Health Professions Act which 
jadds to the minister’s duties the duty of ensuring that indi- 
viduals are treated with sensitivity and respect in their 
dealings with health professionals, the colleges and the 
health professions board. 

The committee has also passed an amendment to sec- 
tion 3 of the procedural code adding to the objects of 
colleges the object of developing, establishing and main- 
taining programs to assist individuals to exercise their 
tights under the code and the RHPA. 

We are proposing today a set of further amendments to 
require every college to establish a patient relations pro- 
gram. A new committee, the patient relations committee, 
would be created to advise the college council on the pro- 
gram. The patient relations program must include mea- 
sures for preventing professional misconduct of a sexual 
nature. The Health Professions Regulatory Advisory 
Council would have in its mandate the duty to advise the 
minister on the colleges’ patient relations programs. 

This is not all. The minister will shortly be signing a 
letter addressed to the head of each regulatory body that 
exists under current legislation requesting it to develop a 
sexual abuse program and file it with her within three 
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months. The letter suggests matters to be addressed within 
the program. It is expected that the plans will form the 
basis for the sexual abuse measures to be contained in the 
patient relations programs required under RHPA. 

We have also announced our intention to strike an 
interministerial working group after the final report of the 
College of Physicians and Surgeons of Ontario Task Force 
on Sexual Abuse of Patients is delivered to the CPSO 
council. This is now scheduled for late November. 

The working group will study the recommendations 
and conduct consultations on them with all health profes- 
sions and with consumer and public interest groups. Legal 
experts will also be consulted, because the recommenda- 
tions are likely to raise important Charter of Rights and 
administrative law issues. The group will, of course, be 
interested in the response of CPSO and the medical profes- 
sion overall. However, the problem of sexual abuse is not 
unique to medicine. One great advantage of this legislative 
framework is that it enables us to deal comprehensively 
with all regulated professions. We therefore must consider 
the issues as they apply to all professions and listen to their 
viewpoints. 

We do not want to delay third reading of these bills to 
capture the results of these consultations. After so many 
years of discussion and effort, we want to get them in 
place so that the hard work of implementation of the legis- 
lation can begin, but we will not hesitate to reopen the 
RHPA to make necessary amendments. 

We think statutory provisions should be effective. 
There is no use in enacting provisions that will not really 
prevent sexual abuse or deal effectively and appropriately 
with perpetrators. Also, we must be realistic in what the 
legislation can achieve. Statutory provisions alone will not 
ensure that complainants are dealt with compassionately 
by college officials. A certain climate has to be created. 


The Chair: In order that we can deal with all the 
amendments that have been placed before us, let me ask 
for unanimous consent of the committee to reopen section 
6 and section 11. As well, there is a new proposed section 
31.1 and a section 39. If we can have consent so that we 
can accept the amendments, we will move forward. All in 
favour? Any opposed? 


Agreed to. 


Mr J. Wilson: Could I take a few minutes also before 
we get into the whole area? 


The Chair: Yes. 


Mr J. Wilson: As members know, the Progressive 
Conservative Party of Ontario is also committed to the 
philosophy of zero tolerance of sexual abuse of patients by 
medical doctors and other health professionals. We believe 
many college procedures and policies should be changed 
to be more effective and sensitive to such abuse, and we 
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are concerned that the regulated health professions legisla- 
tion as currently drafted does not wholly reflect the zero 
tolerance philosophy. Of course, that is the object of 
today’s debate. We commend the College of Physicians 
and Surgeons of Ontario for endorsing the zero tolerance 
philosophy. 

As background to this, I just want to remind members 
that when doctors take on the responsibilities of life and 
death they also take the Hippocratic oath, which enshrines 
them with absolute trust. The oath reads in part as follows, 
“In every house where I come I will enter only for the 
good of my patients, keeping myself far from all inten- 
tional ill-doing and all seduction, and especially free from 
the pleasure of love with women or with men.” 

As members know, the preliminary report of the Task 
Force on Sexual Abuse of Patients made a series of recom- 
mendations to change the legal and legislative systems to 
correct the bias against sexual abuse victims. I, along with 
my colleagues, am looking forward to reviewing the final 
report of the task force, as I know all members of this 
committee are. 

I will just remind members too that Ernie Eves, the 
member for Parry Sound, my party’s former Health critic, 
has shown a great deal of initiative in this area. On June 
17, 1991, he introduced a private member’s bill that would 
revoke the licences of physicians found guilty of sexually 
abusing their patients. Mr Eves began drafting the bill after 
the Task Force on Sexual Abuse of Patients released its 
preliminary report at the end of May. He has maintained 
that the fact that the former Minister without portfolio 
responsible for women’s issues and the Minister for North- 
ern Development and Mines felt they had no other recourse 
available to them than to personally interfere in a quasi- 
judicial process shows the gaping holes in the system deal- 
ing with sexual abuse by physicians. I will be introducing 
a number of amendments today to deal with this very matter. 

Members know we will be introducing an amendment 
to really help victims. I noted in the parliamentary 
assistant’s comments that he talked a lot about preventing, 
with corrective measures afterwards. We believe very 
strongly that a survivors’ compensation fund is a corner- 
stone in effectively dealing with sexual abuse. We will get 
into that a little further as we get into the amendments. 


Ms Poole: This is certainly a very important area, not 
only for this committee but for society as a whole, because 
what we are really looking at is changing attitudes and 
behaviour in society. It is perhaps more important when 
we are looking at the health care profession because there 
is an element of trust and respect involved. It is particu- 
larly important that patients be protected against any type 
of sexual abuse or misconduct. 

I welcome the opportunity to join the committee today 
to speak to a number of amendments that are going to be 
put forward. It is my hope that these amendments will 
make interim report of the Task Force on Sexual Abuse of 
Patients come alive and will really entrench in the legisla- 
tion an opportunity for the further amendments of the task 
force to come alive in future days. 

Rather than speak at length right now, I would just like 
to indicate that the Liberal caucus is very supportive of 
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measures to bring responsibility and sensitivity to the area} 
of sexual abuse of patients in the health care field and that 
we feel our amendments will go a long way towards pro- 
tecting the rights of those patients. 


The Chair: I think it would be appropriate if wel 
began with section 6. 


pecion aes 6: 


be amended Zs adding the following subsection: 
“(1.1) The advisory council shall report to the minister,| 
within five years after this section comes into force, on the} 
effectiveness of, | 
“(a) each college’s patient relations and quality assur- 
ance programs; and 
“(b) each college’s complaints and discipline proce- 
dures with respect to professional misconduct of a sexual! 
nature.” 
Do you wish to speak to the amendment? 


Ms Poole: Just briefly, Madam Chair. I think it speaks 
for itself, but I would also like to mention that this amend-| 
ment does not put anything on hold for a five-year period. 
What this amendment does is make sure that certain pro-| 
grams have to have a mandatory five-year review. In the 
meantime, many reports will be tabled and certainly the 
college’s patient relations will be subject to ongoing review. 

Again we come back to the fact that the Task Force on| 
Sexual Abuse of Patients does want us to act and does 
recommend that we act, and act quickly. We cannot wait 
for five years. What this amendment does is make sure that 
at the end of the five-year period there is a review to make 
sure that what has been put in place is very effective. 








Mr Wessenger: I would just like to say that we will 
be supporting this amendment because it adds to the effec-| 
tiveness of the legislation by bringing in this mandatory 
review period to ensure that the programs are working well 
during the period. 

Mr J. Wilson: I would like to indicate to committee 
members at this time that we will also be supporting this, 
amendment. 

Motion agreed to. 

Section 6, as amended, agreed to. 

Larticle 6, modifié, est adopté. 

Section/article 11: 

Mr Wessenger: I would like to ask that the clause | 
11(d) amendment be withdrawn as it will be covered by | 
the other amendments to be made. | 

The Chair: It is withdrawn. | 

The Chair: Ms Poole moves that section 11 of the bill 
be amended by adding the following subsection: 

“(2) It is the advisory council’s duty to monitor each | 
college’s patient relations program and to advise the minis- 
ter about their effectiveness.” 

Ms Poole: Again, this amendment speaks for itself. I 
do not think committee members can underestimate the 
importance of monitoring programs, particularly the college’s 
patient relations program, to ensure that it is effective. This is 
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| just a safeguard put in to make sure that a monitoring 


| 





process does take place. 


Mr Wessenger: I would just like to say we will be 
supporting this amendment because we think it is an ap- 


propriate role for the advisory council. 


Mr J. Wilson: I wonder if it would be appropriate at 
this time for the parliamentary assistant to tell us a little bit 


‘more about the patient relations program and the patient 
‘telations committee, since we are now getting into voting 


on that. 
Mr Wessenger: Yes. I just wonder if we are a little 


premature at this time since it will be the subject of later 
amendments. 


Mr J. Wilson: This amendment before us now deals 


with the patient relations program, the monitoring role of 
the advisory council, and to support it would be to support 


the patient relations program. I would like to know exactly 
what I am supporting, especially in terms of comments 
with regard to how this program will help victims of sex- 


‘ual abuse. 


Mr Wessenger: I can give you an indication of a fu- 
ture amendment that likely will be brought today which is 


going to establish a patient relations program. The pro- 
gram must include measures for preventing or dealing with 


professional misconduct of a sexual nature, and there have 


been some guidelines for what the program should in- 
clude. For instance, it should set out educational require- 
_ments for members, guidelines for the conduct of members 
with their patients, training for the college staff and the 


provision of information to the public. 
1550 
Mr J. Wilson: As you know, also in the future amend- 


/ments is our amendment for a survivors’ compensation 
‘fund. Is there any contemplation in the patient relations 
| program or the patient relations committee of authority to 
compensate victims of sexual abuse? 


Mr Wessenger: Our position is that it is premature at 
this time, that the fund is something that is going to be 
considered in the whole consultation aspect. It will be an 
aspect of the further consultation, at least in our position 
with respect to a survivors’ compensation fund. 


Motion agreed to. 
Section 11, as amended, agreed to. 
Varticle 11, modifié, est adopté. 


The Chair: It is my understanding, just as we are 
going through the sections, that we are still holding down 
section 31.1 as well as section 39—those are the native 
issues—until the end of the full package of bills, the end of 


Bill 64, as was previously agreed. 


Mr Wessenger: Yes. 

Schedule/annexe 2: 

Section/article 9: 

The Chair: Mr Wessenger moves that section 9 of 


"schedule 2 of the bill be amended by adding the following 


| 


paragraph: 


“7. Patient relations committee.” 
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Mr Wessenger: This is to add, of course, one of the 
required committees, the patient relations committee, of 
each college. 


Ms Poole: I simply want to say that the Liberal caucus 
will be supporting this amendment. We think the patient 
relations committee is an excellent idea and are looking 
forward to fleshing out what the patient relations commit- 
tee is going to be responsible for. 


The Chair: We note there is a further amendment to 
be tabled. However, at this time, I think it is best, if all 
members agree, that we deal individually, amendment by 
amendment, as we go through—Mr Wilson, speaking to 
this amendment only. 


Mr J. Wilson: Again, dealing with the patient rela- 
tions committee, I ask the parliamentary assistant, since I 
do not think you have been very specific to date on what 
exactly this committee will be doing, do you see a 
survivors’ compensation fund as being outside the author- 
ity of this committee or something maybe we could agree 
upon today as a role the committee would see? 


Mr Wessenger: I think the committee is obviously 
going to establish a program within each college for deal- 
ing with the problems of sexual abuse. At this time, we do 
not see it dealing with the issue, but a college could come 
up with its own individual program of how it wants to deal 
with the matter of sexual abuse. There may be a lot of 
similarities in the college’s programs, but there may be 
some unique features with each college in the approach it 
takes, and hopefully that will guide us with respect to de- 
veloping a more comprehensive program. 


Mr J. Wilson: It is just so vague. I am still not con- 
vinced you did not come up with this patient relations 
committee as a result of our putting forward—we did so 
first and made it very clear to Marilou McPhedran that we 
would be putting forward a survivors’ compensation fund. 
It just seems so vague as to what this patient relations 
committee will be doing. It is like it was an afterthought. 


Mr Wessenger: I do not think it is vague. Very 
clearly, it is going to set out the policy of the college with 
respect to dealing with the problem of sexual abuse. 


Mr J. Wilson: But it does nothing for victims. 


Mr Wessenger: The whole idea is to prevent the sex- 
ual abuse from occurring, and that is certainly the role of 
the patient relations committee, to develop a preventive 
program. The complaints and discipline process will deal 
with complainants, but this committee will be more on the 
educative and the preventive aspect. 


Mr Jackson: That is the concern we have. We have 
seen too often that the thrust is really purely educational. I 
truly believe there is a lot of education out there, but if you 
are going to leave each college to establish a patchwork of 
procedures and protocols with patient relations programs, 
leaving each to develop minimum standards of conduct 
and responses, you have a framework which cannot lend 
itself to a consistent compensation package. Women suffer 
substantive psychological damage as a result of the kinds 
of breach of trust that occurs in this environment, and they 
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do not automatically have access to health support services 
and suffer in financial ways as well. 


One does not get a sense that the government has. 


thought this thing through at all. Our amendments lead 
very clearly to recognizing where there has been harm—it 
has been documented—and that the principle of compen- 
sation offers in and of itself a further deterrent to the pro- 
fession. It is not simply the degree to which their licence 
may be at risk or their ability to continue to practise, but 
also the pecuniary aspects that flow beyond that which 
also are involved in compensation. So I am not encouraged 
by your view that the purpose of this is educational. 


Mr Wessenger: This amendment is purely to estab- 
lish the committee. It is not to deal with the other aspects 
of the sexual abuse program. It is to establish the commit- 
tee to establish programs for each college. I think that is a 
significant advance, to require each college to establish a 
program. 

Mr Jackson: It may be an advance to you, but it does 
not advance the issues in Ms McPhedran’s report. 

Mr Wessenger: We are not debating the aspects of 
your amendments. Certainly we can debate those aspects 
when we reach them. 


Mr Hope: The amendment talks about putting for- 
ward a committee. What I hear the Conservative Party 
talking about is the structure and the foresight of the com- 
mittee. I think that is a debate that will take place later on 
as we develop that policy. Right now it is just a matter of 
dealing with whether or not there will be a committee. 

Mr J. Wilson: That is the crux of it, and I am glad to 
hear the member agree. I gather the NDP members may 
agree that the survivors’ compensation fund could very 
well be part and parcel of the patient relations committee 
and that we might be able to move on that today. 

Mr Wessenger: I think it is premature at this time to 
say. When a compensation system is established, then of 
course it would undoubtedly be a part of the program. 

Mr Jackson: I just to indicate clearly that we consider 
this a shallow offer to get at a very serious issue and I 
personally will not endorse the concept because it falls far 
short of what we believe is required as a standard for this 
province and a compensation model for victims of sexual 
harassment and abuse. 

The Chair: All those in favour of the amendment? 
Those opposed? 

Motion agreed to. 

Section/article 39: 

The Chair: Mr Wilson moves that section 39 of 
schedule 2 of the bill be amended by adding the following 
subsections: 

“(2) A panel may at any time permit a notice of hearing 
of allegations of sexual abuse of a patient by a member to 
be amended if it is of the opinion that it is just and equita- 
ble to do so and the panel may make any order it considers 
necessary to prevent prejudice to the member. 

“(3) In subsection (2), ‘sexual abuse’ means conduct 
that is sexual including, without limiting the generality of 
the foregoing, improper touching or kissing.” 
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Mr J. Wilson: The reason for this amendment is that 
we believe the rule that the description of allegations can 
only be amended to correct errors or omissions of a minor 
or clerical nature does not allow a victim of sexual abuse, 
whose memory returns unpredictably and often in a disor- 
ganized series, to place before the decision-makers all the 
relevant information in time to be considered. 


Mr Wessenger: We are opposing the amendment not 
because we necessarily oppose the content of it, but because 
it is premature at this time. We only have the preliminary 
recommendation. We still have to await the final recom- 
mendation of the sexual abuse task force and also we have 
to wait for the consultation process. 


Mr Jackson: I think the parliamentary assistant’s 
comments betray a lack of understanding of post-trauma 
experiences of victims in these circumstances. A portion of 
this legislation accepts a simple rule of justice and either 
we embrace that concept or we do not. To simply suggest 
that at some later date we will get to it, in my view betrays_ 
a complete lack of commitment in this area. I am sorry; we 
are talking about basic justice principles as an underpin- 
ning to this legislation. 


The Chair: A;Il those in favour of the amendment? 
Those opposed? 





Motion negatived. 
1600 
Section/article 9: 


The Chair: I am going to go back and call, shall sec- 
tion 9 of schedule 2 carry? That is the previous amend-| 
ment establishing the patient relations committee. All 
those in favour? Any opposed? 





Section 9, as amended, agreed to. 
Larticle 9, modifié, est adopté. 
Section/article 39: 


The Chair: Now we are at section 39 of schedule 2. 
The amendment to that has not carried, so I am going to 
call, shall section 39 of schedule 2 carry? All those in| 
favour? Those opposed? 


Section 39 agreed to. 
Larticle 39 est adopté. 
Section/article 46: 


The Chair: I believe, Mr Wilson, you have an amend- 
ment. | 


Mr J. Wilson: I am going to withdraw this amend- | 
ment, because we are concerned about the impact of cost | 
to the complainant. | 


The Chair: So your amendment to subsection 46(1) is | 
withdrawn. 


Mr J. Wilson: We do not want to burden the colleges | 
any further with yet another cost, so we will withdraw this. 
This is schedule 2, subsection 46(1). 


The Chair: That is withdrawn. 
Section 46 agreed to. | 
Larticle 46 est adopté. 
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_ Mr Wessenger: On schedule 2, sections 81.1 and 
481.2, I would like to withdraw this as there will be a further 
amendment. 

The Chair: Withdrawn. 

_ MrJ. Wilson: I just have a question. The parliamen- 
‘tary assistant just withdrew schedule 2, sections 81.1 and 
81.2? 

The Chair: That is correct. 

Mr J. Wilson: Where is that dealt with again? 

The Chair: It is the next one that is being placed. 

Mr J. Wilson: Under the Liberal motion? 


The Chair: Yes. 

Ms Poole moves that schedule 2 of the bill be amended 
‘by adding, before the heading “Miscellaneous,” the follow- 
ing sections: 

“Patient Relations Program 

“81.1(1) The college shall have a patient relations 
‘program. 

“(2) The patient relations program must include mea- 
sures for preventing or dealing with professional miscon- 
duct of a sexual nature. 

_ “(3) The measures for preventing or dealing with pro- 

_ fessional misconduct of a sexual nature must include, 

“(a) educational requirements for members, 

“(b) guidelines for the conduct of members with their 

| patients; 

“(c) training for the college’s staff; and 

“(d) the report of information to the public. 

“(4) The council shall give the Health Professions Reg- 

 ulatory Advisory Council a written report describing the 

patient relations program and, when changes are made to 

the program, a written report describing the changes. 

“81.2 The Patient Relations Committee shall advise the 

_ council with respect to the patient relations program.” 

For clarification, Ms Poole, under clause (d), did you 

want it to say “the report of information to the public” or 

_ “the provision of information to the public”? 

Ms Poole: Just one moment, Madam Chair, I will look 

at that. It would seem to me to be more accurate to say 

_ “the report of information to the public.” 

| The Chair: Because you had it written, I just wanted 
to double-check. 

Ms Poole: Could you amend my motion with a very 

_ friendly motion to say “the report of information”? 

| Mr Wessenger: The amendment I have in front of me 

reads “the provision of information to the public.” 

The Chair: That is what is written. 

Mr Wessenger: So I would suggest that— 

Ms Poole: Did I say “report”? 

The Chair: You said “report,” but it says “provision” 

_ in the written amendment. 

Ms Poole: Then I will correct the record and say “the 

provision of information.” 

The Chair: Okay. Your intention is that as it is writ- 
ten, clause (d) should say “the provision of information to 
the public.” Is that what you are moving? 
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Ms Poole: Yes, that is right, Madam Chair. I thought 
you were giving me gentle guidance as a former Minister 
of Health, saying, “You really mean ‘report’” and who 
was I to question you? 


The Chair: No, I just noticed that you had said “re- 
port” and “provision” was written. 


Ms Poole: Thank you for clarifying that. Yes, it does 
say “provision” and it should say “provision.” 

Basically, the government motion, as you are aware, 
sets up a patient relations committee, but we in the Liberal 
caucus felt there should be certain guidelines and criteria 
attached to that committee. We felt it very important, not 
only when dealing with physicians—a number of people 
have used the word “physicians” today—but with all 
health care professionals, that for all the colleges there be 
certain criteria that were common when they were dealing 
with the patient relations program. 

The first, “educational requirements for members,” is 
of vital importance. I cannot overstate the importance of 
educating the public and health care professionals. To me, 
it is at the root of the problem. Many people do things out 
of ignorance or because of behavioural patterns that have 
been established in the past, and it is time we stood up and 
said, “This is not acceptable,” and provided the public and 
health care professionals with some guidelines on what is 
acceptable. 

That leads, of course, to clause (b), “guidelines for the 
conduct of members with their patients.” There has been 
far more awareness in the past few years of what is and 
what is not appropriate, but it is very important that this be 
spelled out by the colleges in these guidelines. 

“Training for the college’s staff’ again would run hand 
in hand with the educational requirements. The guidelines 
and “the provision of information’—you notice, not “the 
report of information—to the public is all part of this process. 
This fleshes out to a greater depth what we would like to 
see in the patient relations program and I certainly think it 
would march very well with the McPhedran interim report. 


Mr J. Wilson: Perhaps I can move an amendment to 
the Liberals’ amendment. 


The Chair: In writing? You have to submit it in writing. 


Mr J. Wilson: I will be happy to do that as soon as I 
read it. 

The Chair: It is, I see; okay. 

Mr J. Wilson: No, I have another one. I just thought it 
up, independent thinker that I am. 

I do not think we are getting anywhere with our 
survivors’ compensation fund, so on behalf of victims of 
sexual abuse I will try to put some teeth in this amend- 
ment. Perhaps it would be to subsection 81.1(3) where you 
have clauses (a), (b), (c) and (d). I would propose a clause 
(e), that says one of the measures for preventing or dealing 
with professional misconduct of a sexual nature must in- 
clude, “(e) compensation for victims of sexual abuse.” 


The Chair: We will receive that in writing. Speaking 
to your amendment to the amendment? 

Mr J. Wilson: We are very concerned that perpetra- 
tors of sexual abuse are profiting from their offences. Since I 
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suspect that in a very few minutes the survivors’ compen- 
sation fund will be voted down, perhaps it would fit into 
the patient relations program that they also be mandated to 
actually look at compensation for victims of sexual abuse. 
From the comments of all parties today, I think that would 
be something that is amenable to everyone here. 


Mr Owens: Just a quick comment around the amend- 
ments to (a), (b), (c) and (d): I certainly hope the parlia- 
mentary assistant will pass on these recommendations with 
respect to education to our colleagues in the Ministry of 
Colleges and Universities because I think one has to begin 
at that level, at the training point, where a person is be- 
coming a health care professional. To simply have these 
guidelines in place at the college level is too little, too late, 
so I hope we will be passing on these recommendations to 
the Minister of Colleges and Universities that we have to 
put the kind of programming into the medical schools, into 
the professional schools, that will deal with this issue. They 
need to know immediately, if they do not know already, 
that sexual abuse is an inappropriate activity. 


Mr Wessenger: I certainly appreciate and agree that 
we should have this in the initial training for members of 
the colleges, as well as in their continuing education pro- 
grams. I think it should be involved in both aspects. Just 
speaking to the amendment, we will be opposing it be- 
cause we believe it is premature at this time. 

Mr Jackson: I would like a recorded vote on this sec- 
tion, please. 
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The committee divided on Mr J. Wilson’s motion, which 
was negatived on the following vote: 


Ayes/Pour-2 
Jackson, Wilson, J. 
Nays/Contre-8 


Grandmaitre, Haeck, Hope, Malkowski, Martin, 
Owens, Poole, Wessenger. 

Mr Owens: Just playing politics. 

The Chair: Order, please. We are voting on the amend- 
ment. Did you want to speak to this before we are in the 
middle of a vote? 

Mr Jackson: If some rookie wants to shoot off about 
it, that is his business, but he does not know the history of 
this issue in this province. 

I have a further amendment, Madam Chair. I believe it 
is in writing before you. 

The Chair: Mr Jackson moves that subsection 81.1(3) 
of the bill be amended by adding the following clause: 

“(e) health-related assistance to victims.” 


Mr Jackson: As I referenced earlier, the issue of a 
compensation fund is something we strongly support. Its 
purpose is because there is a variety of medical-related 
services that are not automatically available to a victim of 
sexual abuse in this province. Perhaps somehow we can at 
least acknowledge that health-related support services and 
assistance will be made available to victims who have been 
abused or misused in this fashion, as is set out in measures 
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to combat sexual misconduct. There is not the right to | 
access. This is difficult, where the medical community has | 
broken faith with a victim. Finding those necessary ser- 
vices is not that easy, but it is none the less incredibly | 
important for the victims that they have accesstothem. | 


My concern is that this is so caught up in proactive | 
stancing and that the section is caught up in public rela- | 


effective programs that are victim-centred as well. Mini- | 


tions. I am more concerned that we have in place the 


mally I ask this committee to strengthen the Liberal amend- 
ment by acknowledging that this committee should address 
the issue of ensuring that once a case has been found and 
is ruled on, the committee can go beyond that and say, 


as-of-right for a victim in this province.” 
The suicide rate associated with victims of sexual abuse, 
where there is professional misconduct, is a growing con- 


cern, because they do not have adequate access, let alone | 


having complete costs paid for. It takes years for them to 
get access to this kind of service. I just feel we could 
strengthen this section of the Liberal amendment by in- 


cluding that. Otherwise there is no real acknowledgement | 


of how the patient suffers and how we are prepared to 
address that; it is simply to act as some sort of arbitrator 
with this relations program and is a public relations gesture 


at best. I really feel we should be making that kind of a | 


commitment. 


Therefore, I would like to have a recorded vote on this, | 
at least as minimal support for the concept of assistance | 


for victims. 


Ms Poole: I just wonder if I might ask a question of 
the member for Burlington South. I wonder if you could 
be more specific about what type of health-related support 
systems, assistance and services to victims you would en- 
visage. Obviously certain services would be covered by 
OHIP. Could you elaborate on where you would like to see 
it go beyond that? 


Mr Jackson: I think | have stated that it is the right to 
access. We can get into very complex things, such as that 
where there is a communications difficulty there should be 
an as-of-right for someone to receive medical treatment 
and responses in the language he or she can comprehend, 
and that where we are dealing with severely challenged 
individuals in society they have the appropriate interpreta- 


tive services so that they understand what the process is | 


doing to them, so that medical treatment is accessible with 
those kinds of supports where communication is a prob- 
lem, where language is a problem, and other disabilities. I 


| 


“The following services are required and they should be an | 





could go on at length, but if you have read the report, you © 


know there are people who are particularly vulnerable as 
victims, but then we do not provide the necessary services. 


My point is that the health community can make these ~ 


services available and I believe that victims of sexual as- 
sault as a result of professional misconduct should be as- 
sured that they are able to receive those treatments. After 
all, they have to go back to the same medical community 
for that support. Any program involving helping the pro- 
fession deal with this issue should also include the spe- 
cial training and the support services those very same 
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professionals must apply to helping a person who has been 


_ broken trust with. 


If someone has had a bad experience with a police 
officer in a rape case, the courts have a system where there 
is an alternative so that someone does not present himself 
as a police officer, but when someone: breaches trust as a 
physician, we still have to have somebody with the medi- 


_ cal expertise to assist that person, somebody who is still a 


member of that professional community. Therefore, I 
would ask that professional community to come up with 
the proactive support medical services those victims need, 
and not simply to say, “We’ll just have another psychiatrist 
deal with this,” when in fact the first psychiatrist that 
woman dealt with destroyed that personal relationship. 


Mr Wessenger: I will again be opposing the amend- 
ment, because I believe it is premature and also I think 
there are considerable difficulties with the aspect of col- 
leges providing services in this regard individually. I think 
it is something that should be dealt with in a general way 
rather than in a specific college way with respect to the 
treating of victims. I think we have to have that compre- 
hensive approach and not a sort of throwing it piecemeal 
to a college that would not be in a position to develop that 
area. 

With respect to the matter of information, I would say 


_ that is indeed covered. The provision of information to the 


public would also include an information service to victims. 


Ms Poole: While I certainly support what Mr Jackson 
has said is necessary for dealing with victims and giving 
them every assistance, I guess I am a little bit concerned 
about—I do not want to use the word “vague”—the un- 
clear meaning of this particular sentence. When he read it 
out, I, who am somewhat more aware than maybe some 
other people of what type of support systems a victim 
would need, found myself querying what it meant. If I am 
querying it, I suspect a lot of the colleges would also won- 
der what specifically was meant by this section, so I think I 


— would have difficulty including it in this amendment. 


Mr Jackson: Recorded vote, Madam Chair. 
The committee divided on Mr Jackson’s motion, 


_ which was negatived on the following vote: 


Ayes/Pour—2 
Jackson, Wilson, J. 
Nays/Contre-8 


Grandmaitre, Haeck, Hope, Malkowski, Martin, 
Owens, Poole, Wessenger. 

Mr Jackson: Further discussion, Madam Chair? 

The Chair: Mr Jackson, you have the floor. 

Mr Jackson: Perhaps Ms Poole could be a little more 
specific about what is meant by “educational requirements 
for members.” We are dealing with the section I was just 
attempting to amend, and I am unclear as to what she 
means by “educational requirements for members.” 


The Chair: It is appropriate in committee for you to 
place questions of the parliamentary assistant. If you want 
to discuss it with Ms Poole, yes, certainly. 


Mr Jackson: It is her amendment. That is why I was 
asking. 

The Chair: You can speak to it. It is up to her if she 
wants to respond. Do you want to speak to it? 


Mr Jackson: I asked her the question. 
The Chair: Any further speakers on this amendment? 


Mr J. Wilson: I think the point is that Mr Jackson’s 
amendment was just voted down because it was too vague. 
What does “educational requirements for members” 
mean? 


Mr Jackson: We are not prepared to pass these unless 
the persons who support them—if the Liberals, who 
drafted them, cannot speak to them, then I would be 
pleased to hear from the parliamentary assistant. 
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Mr Grandmaitre: Madam Chair, I thought we had 
just voted on Ms Poole’s amendment. 


The Chair: No, we voted on Mr Jackson’s amend- 
ment to the amendment. Ms Poole, did you want the floor 
to speak to the amendment? 


Ms Poole: Certainly, Madam Chair. When you are 
talking about “educational requirements for members,” 
there is a body of thought out there right now on how to 
deal with sexual abuse and on guidelines for professional 
members. When you are talking about health-related sup- 
port systems and assistance to victims, quite frankly that 
could be as narrow or as broad as one would like. What 
one college might interpret it as, another might have a 
completely diverse viewpoint on it. 


Mr Jackson: It is clear you do not understand what I 
mean with clause (e). I am asking you what you mean with 
clause (a), “educational requirements for members.” 
“Members” are members of the health profession? 


Ms Poole: That is right. 


Mr Jackson: Okay, we are making progress. “Educa- 
tional requirements” as they become certified, or post- 
certification? What are we talking about here? 


Ms Poole: What we are talking about in conjunction 
with the training of the college’s staff is having a number 
of components in an educational program to make sure 
that people in the health care professions understand not 
only what is meant by sexual abuse, but what their respon- 
sibilities are as members of that health care profession, 
education about certain aspects of sexual abuse and what it 
means to our community and our society. Those are things, 
when I referred to having a common body of knowledge 
out there right now, on which we do not need to search for 
a lot of different answers. 

The problem I had with your amendment to clause (e) 
was, is a college going to be sued because it is not provid- 
ing a certain support system or a certain degree of assis- 
tance that another college is? Is it going to create 
difficulties in that regard? I still think that on clauses (a), 
(b), (c) and (d) there is already a common body of knowl- 
edge. I am not sure I could say that of the amendment you 
have brought forward. 
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Mr Jackson: Madam Chair, I am still having diffi- 
culty. Are we talking about going to the dental academy 
for the five years of dentistry, for example, and there are 
going to be units on the route to certification as a dentist in 
this province and those will form part of it, as has been 
suggested by several women’s groups? Is that what we are 
talking about here, or with “educational requirements for 
members,” are we talking about letting them know that, 
“By the way, it’s wrong to do this and we have a commit- 
tee that we'll haul you up in front of to talk about it”? Iam 
trying to understand it. 


The Chair: Mr Jackson, as you addressed the ques- 
tion to the Chair I can perhaps be helpful. As I read this, 
the amendment by the government establishes a patient 
relations committee and a patient relations program. The 
amendment that has been tabled by Ms Poole defines what 
components there will be of that program. It will then be 
up to each college and each patient relations program to 
define how that relates to each individual college and to 
the profession. It may differ from profession to profession. 
That is my understanding of the amendment that is pro- 
posed. If anyone else would like to enter into the debate to 
help clarify this for Mr Jackson, I think he would be quite 
willing to hear what anyone else has to say, but that is how 
I read it. 


Mr J. Wilson: Our bottom-line concern is that this is 
pretty vague stuff. They are going to set up educational 
requirements and guidelines for the conduct of members 
and training for college staff, and as I understand it, be- 
tween this and a previous amendment, reporting back their 
progress on this at some point. Perhaps we could have 
some indication from the parliamentary assistant, to be 
fair, on what some of the regulations might be around this 
area. What is the intent behind it? This is pretty vague 
stuff. My worry is that there is nothing in here, for in- 
stance, to address the needs of the victims of sexual abuse. 
It is pretty pappy, vague stuff and I do not think it does 
much to really help the whole issue of sexual abuse. Per- 
haps for the record the parliamentary assistant could tell us 
what the intention would be from here on. 





Mr Wessenger: I would tend to disagree that it is not 
very substantial. I think this requirement that members 
take certain courses to retain their licence is a very power- 
ful tool. That is certainly within the framework of what 
could be involved in educational requirements. 

It could involve being part of the ethics course, or a 
special course on patient sensitivity included in the train- 
ing of each member of the college, or a requirement that 
members take continuing education programs in order to 
retain their certificates to practise. It would also involve 
the whole question of general information. It would be a 
comprehensive program, the way I see it, and it is up to the 
college to indicate that program. I think it is fair to say that 
there are certain colleges that have a greater problem than 
others because of the nature of the health services provided. 


Ms Poole: Perhaps it would help also if I mention to 
Mr Wilson subsection 11(2), which we passed earlier, 
whereby it is the advisory council’s duty to monitor each 
college’s patient relations program and to advise the minis- 
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ter about the effectiveness of those programs. So there is a 
built-in tool, an ongoing monitoring process whereby if a 
particular program was not effective it would be brought to 
the minister’s attention very shortly. Second, there is of 
course the outside limit of five years that has been set for a 
review of the whole thing. What I am saying is that there are 
built-in safeguards to ensure the programs are effective. 


Mr J. Wilson: I understand the safeguards and in my 
comments I tried to allude to the amendment we had 
passed earlier today regarding the safeguards and the role 
of the advisory committee. But the word “effective” itself 
is in question. Effective for what? How do you measure 
effectiveness of this sort of thing? Do you count how 
many fewer sexual abuses there are? It seems to me in this 
area that if you are setting up a patient relations program 
you should put in some teeth other than having the advi- 
sory committee reviewing and reporting to the minister. As 
I say, there is nothing for compensation. There is nothing 
to ensure victims will be entitled to the services they need. 

The Chair: Are we ready for the vote? All those in 
favour? Any opposed? 

Motion agreed to. 

The Chair: Mr J. Wilson moves that schedule 2 of 
the bill be amended by adding, before the heading 
“Miscellaneous,” the following sections: 

“Survivors Compensation Fund 

“81.3(1) The college shall establish a fund to be known 
in English as the survivors compensation fund and in 
French as the fonds d’indemnisation des victimes. 


“(2) The survivors compensation fund shall be admin- | 


istered by the survivors compensation fund committee. 


“81.4(1) The college shall have a committee called the | 


survivors compensation fund committee. 

“(2) The committee shall be composed of three per- 
sons, at least two of whom must be members of the coun- 
cil appointed to the council by the Lieutenant Governor in 
Council. 





“(3) The chair of the committee shall be selected by the | 
committee from among its members who are members of | 


the council appointed to the council by the Lieutenant 
Governor in Council. 

“81.5(1) The fund shall be used for the purpose of 
assisting patients and former patients who have been vic- 
tims of professional misconduct of a sexual nature by 
members or former members.” 

“(2) The committee may make payments from the fund 
for treatment or counselling related to the misconduct and 
for associated expenses. 

“81.6(1) A member or former member who is found to 
have committed an act of professional misconduct of a 
sexual nature with respect to a patient shall pay into the 
survivors compensation fund any fees received for ser- 
vices rendered to the patient in the period during which the 
misconduct occurred. ~ 

“(2) An amount required to be paid under subsection 
(1) is a debt that may be recovered by the committee in a 
civil proceeding.” 
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Mr J. Wilson: This came out of discussions with 
‘Marilou McPhedran and the preliminary report of the Task 
Force on Sexual Abuse of Patients that was established by 
the College of Physicians and Surgeons of Ontario. I do 
not believe, as the parliamentary assistant said in his re- 
marks on voting against our previous amendments, that 
this is premature. Ms McPhedran has made it very clear to 
all parties that this concept and the idea of a fund will be 
very much part of her final report. She has let us know that 
and has certainly made it clear publicly. 
I guess the task force found that abusing medical doc- 
tors who abuse have often continued to bill OHIP for the 
time spent sexually exploiting their patients. This, we are 
hearing now, applies to some other professions, not just to 
physicians. Recovery from sexual abuse is often enor- 
mously difficult, requiring very specialized care which is 
seldom readily available and fully funded by OHIP, and 
that was the point of Mr Jackson’s amendment a few min- 
utes ago. We do not want the perpetrators of sexual abuse 
to continue to profit from their offences. 

This amendment requires that each college establish a 
fund to be known as the survivors compensation fund, and 
it will be administered by the survivors compensation fund 
committee. It is much along the same lines as the law 
society fund. The fund is to be used for the purpose of 
assisting patients and former patients who have been vic- 
tims of professional misconduct of a sexual nature by 
members or former members of the college. 

The committee is to make payments from the fund for 
treatment or counselling related to the misconduct and for 
associated expenses. A member or former member found 
to have committed an act of professional misconduct of a 
sexual nature will be required to pay into the survivors 
compensation fund any fees received for services rendered 

‘to the patient in the period during which the misconduct 
occurred. 

Just to wind up, the patient relations committee, which 

other members have voted in favour of this afternoon, is 











designed, as we see it, to prevent professional misconduct 














of sexual abuse, but in no way will it help those who are 
victims of sexual abuse. The survivors compensation fund 
is designed to help victims. I am all for prevention, but we 


cannot turn a blind eye to the victims. 


Mr Wessenger: We will be opposing this amendment 
because there is a consultation process that has to go 
through after the final report becomes available. First, this 


“report goes to the College of Physicians and Surgeons. 


Second, it will go out to all other health professions for 


consultation. After that, it will go out to interest groups for 


consultation, and finally it has to be reviewed by legal 
counsel to ensure that the proposals and changes comply with 


the Charter of Rights and administrative law requirements. 


Ms Poole: When I read over this amendment I guess it 
offers more questions than it actually answers, when it 


talks about forfeiture of fees in sexual misconduct, for 
instance. Those fees of the person who has perpetrated the 
act would go into the survivors compensation fund, but I 
am not sure exactly how the fund is set up to receive other 
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donations to it. If it only relied on what the person accused 
of professional misconduct put into it as his or her fees 
received for services rendered to the patient in that period, 
then obviously it would not be a very healthy fund. 

I do not know where the money would come from. I do 
not know if each college would be responsible for funding 
this fund individually. I do not know what kind of rules 
would be set out for the type of remuneration and reimbur- 
sement. As you said, some of these questions could proba- 
bly be answered now, but they are certainly not obvious on 
the surface of it. 

But I am also concerned that when we set up a survi- 
vors compensation fund it be as effective as possible, that 
it does not leave any room for loopholes or errors or possi- 
bilities that the fund would not be administered properly. 
To this effect, I would like to see the final version of the 
McPhedran report. I would also like to see a consultation 
process, not only with the various colleges and various 
professionals but also with some of the victims, to see 
what they envisage as an effective survivors compensation 
fund. 

While I think the idea is an excellent one, J think it 
may not have been fleshed out enough quite yet, and I 
would like to see that when it is put in place it is very 
effective and does what we really want it to do. Right now, 
I think it is somewhat premature to expect that we can do 
that. 


Mr J. Wilson: Ms Poole has brought up some very 
good points. When we sat down to draft the wording of 
this amendment with Ms McPhedran, we too had similar 
concerns. That is why we put in the survivors compensa- 
tion fund committee, which will have some flexibility. It is 
clear where the money is coming from. We too have con- 
cers that it may not be enough money, but the way it is 
worded here does not rule out the survivors compensation 
fund committee bringing forward other suggestions on 
how the fund may operate. 

Ms McPhedran was trying to model it after the Law 
Society of Upper Canada’s fund. Every lawyer pays into a 
fund, to which grieving clients may apply as a remedy for 
various harms against them. That is the idea here, that 
victims will actually be able to be compensated, that survi- 
vors of sexual abuse will actually receive some compensa- 
tion to help with further treatment they may need, often 
treatment that is not covered by OHIP under our current 
system. 

We believe it is actually doing something, rather than 
setting up reports and spending a lot of time—prevention 
is important, but we know it is out there; we know the 
sexual abuse task force will come back with a similar rec- 
ommendation. You could spend years consulting on this. 
We have spent years doing nothing about helping victims 
of sexual abuse, and it is time we did something. 


Ms Poole: Madam Chair, may I ask for a clarification 
of Mr Wilson’s comment? He also mentioned his concern 
that there might not be enough in the fund. Could he clar- 
ify for me whether every member of the college would be 
subject to a payment into the fund or whether it would rely 
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solely on the fees of the person who had engaged in pro- 
fessional misconduct? 

Mr J. Wilson: We envision both, not only that every 
member will pay into the fund but also ensure that any fees 
received during the time a member of the college was 
found to be sexually abusing a patient would have to be 
turned over to that fund. I believe there are documented 
cases of sexual abuse going on for some 25 years. That 
would be a lot of fees that particular professional received. 
In one case I was reading about recently, the member of 
the college was found to be guilty of sexual abuse over a 
25-year period, twice a week. He indeed profited from that 
harmful relationship with a patient. I believe there are a 
number of similar horrific stories out there to be told. 


1640 


The Chair: In light of Mr Wilson’s comments, what I 
have just heard is that this amendment would have finan- 
cial implications for the Treasury. 


Mr J. Wilson: No. 


Mr Jackson: No. I appreciate counsel’s attempt at di- 
recting the Chair in this matter, but our amendment, with 
its four-page supplement, would indicate it is driven by the 
college. 

The second source of revenue for this fund would 
come from penalties through criminal charges the crown 
would lay. Currently that model is sitting in limbo in the 
office of the Attorney General of this province. We are the 
last province to comply with criminal penalties being put 
back into these funds. We are simply providing an option 
that is being implemented in other jurisdictions for dealing 
with criminal activity. It is a criminal act to sexually assault 
someone. 

The Chair: In light of that clarification, there is no 
suggestion that there would be a charge on the Treasury. I 
accept that. 


Mr J. Wilson: Madam Chair, you raised a very good 
point. When I read it into the record, under subsection 
81.3(2), I said “Administered by Treasurer.” That should 
be deleted and it should say “Administered by Fund 
Committee.” The first draft did envision the Treasurer 
being involved. 


The Chair: Are you amending your own amendment? 
Mr J. Wilson: Yes. 


The Chair: I have been advised by the clerk that it 
will be amended appropriately. “Administered by Trea- 
surer” would be considered a margin note that does not 
form part of the bill, so it is not a requirement. You have 
specified that it would be administered by the committee, 
so that is acceptable as it stands. 


Mr Jackson: The genesis of this section is not only 
through the outstanding work of a committee in this prov- 
ince in response to a clearly defined, documented need for 
the monitoring of and appropriate response to this criminal 
activity; we seem to be making a commitment to ensure 
that the public is aware there is a structure in place to make 
sure the colleges are advised of how wrong this is, but in 
the wake of that we are still doing nothing for the victim. It 
strikes me it is an odd paradox in our province that we 
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a trip. All the travel agencies contribute to a little fund so | 
that when a charter travel company gets into financial dif- 
ficulty people can be compensated for their loss. That prin- | 
ciple has been applied to commercial goods throughout 
North America for many years; we were one of the first | 
jurisdictions. 

A growing number of jurisdictions in North America 
are now looking at victims’ compensation from two | 
sources: from the professional group in which the miscon- 
duct originated, and ultimately from court award settle- | 
ments that include fine surcharges which are put into these | 
types of funds. 

If the members of the Liberal Party who are expressing | 
difficulty with the technical problems associated with this 
were more aware of these human needs in terms of com- 
pensation for victims, perhaps we might be able to garner 
their support. But in no way should that lack of under- 
standing or information about this important issue be, in 
and of itself, the reason for not supporting it. As I said 
earlier, particularly for violent crimes, there is a national 
program, and our province has been hesitant in implement- 
ing the fine surcharges. I ask for no less for the children 
and the women who are the primary victims of sexual 
assault, that they be given at least a fund from which they 
can be assisted with their medical needs which, I have to 
underscore, is still not a guaranteed right in this province. 

Victims in other provinces have the right of access to 
health-related services when they have been victimized by 
the very professionals they are seeking help from. In that 
context, not to proceed along this route when other prov- 
inces clearly are, in my view flies in the face of what the 
citizens of this province deserve. 

God only knows, in the last round of negotiations with 
the Ontario Medical Association, the government was able 
to indicate to it that maybe the liability insurance is a 
burden, and that some of our fee structure transfer pay- 
ments to its payment schedule will help offset that. It 
strikes me that if we have the level of political commit- 
ment to ensure liability insurance for a profession, surely 
we can expect the profession to help fund compensation 
with its own fees when one of its colleagues performs in 
such a heinous fashion. 

I cannot underscore how important an issue this is for 
our caucus, and the Chair herself would be very much 
aware—as the government has no veteran members 
here—of the level of commitment that has been enunciated 
in this area. Therefore, we ask for a recorded vote on this 
amendment as well. 


Ms Poole: Quite frankly, I take offence at the words 
of the member for Burlington South when he talks about 
the Liberal caucus having a lack of information and under- 
standing on the issue. 

Mr Jackson: I was referring to you personally, not to 
your whole caucus. I want to make that straight; sorry. 

Ms Poole: I take even greater offence then, Mr Jackson. 

Mr Jackson: Fine. 

The Chair: Order, Mr Jackson. You do not have the 
floor. 


| 
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Mr Jackson: I apologize, Madam Chair. 


Ms Poole: Quite frankly, I do not think it shows any 
lack of understanding of the issue when we are pointing 
out problems and problematic features of the survivors 
compensation fund. Your own colleague has admitted he is 
concerned about the funding. 


Mr Jackson: “I do not think doctors will cough it up,” 
is what you are saying. 
The Chair: Mr Jackson, you do not have the floor. 


Ms Poole: I read this amendment and the only source 
‘I see of payment into the fund is by a member or former 
member who has been convicted of sexual misconduct. 
Now, how far is this fund going, Mr Jackson, if that person 
has had one trip to the doctor, at which time the sexual 
abuse occurred, and there is all of $60 put into the fund? I 
do not think that is going to go very far. Quite frankly, I 
would rather vote against what I think is a faulty amend- 
ment that does not go far enough in providing victims with 
real compensation than to just throw something out to 
make Brownie points, without really having consulted or 
gone into any depth. 

I would be the first to urge the government to proceed 
‘with something along this line, but I want to make sure 
that when we do it, it is done properly. So I take great 
offence at your comments because I am trying to provide 
some discussion base for what I feel needs improvement in 
this amendment. 


Mr Jackson: Madam Chair. 


| The Chair: I am sorry, you do not have the floor. I 
will put you on the list, if you wish. Mr Hope, then Mr 
Wessenger, then Mr Wilson, then Mr Jackson. 


Mr Hope: I agree with Ms Poole on this whole issue. 
We may be rookies but some of us do know what we are 
talking about. When we talk about helping people in our 
communities, we do not need to be politicians to under- 
stand that. 

When J look at the issue of compensation, it is nice that 
we establish a fund, but it is the mechanism and how that 
fund has generated revenues put in there. I heard a com- 
ment from Mr Wilson about a person who was victimized 
for 20 years, two times every week. I would like to know 
how we are going to get that revenue out of there. It talks, 
in the last part, about civil proceedings. Civil proceedings 
could take some time, and by the numbers and the sincer- 
ity of what is taking place, there are a lot of people out 
there being victimized. 


1650 
Where I really have concern is that we are premature 

on the report. The report has not come back and added 
_ proper dialogue. The other concern I really have is that we 
_ have identified a survivors compensation fund, but what if 
there are no revenues there and somebody is victimized? 
Where is our recourse? Do we say, “Sorry, we’re out of 
money and there are no revenues available”? One of the 
_ questions the committee will have to deal with is, how do 
we get revenues in there to make sure that the safety of 
_ people is there, that people will come forward with a lot of 
_ the issues they have? 
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Mr Wessenger: I would just like to make it clear 
that we are not rejecting the concept of compensation 
for survivors at all with respect to this matter. We want 
to ensure that the matter of compensation for survivors 
is done in a workable manner that works best for the 
victims. 


Mr J. Wilson: It sure sounded like you were copping 
out. I gave the committee an out in my first amendment to 
the Liberal motion, which simply said “compensation for 
victims.” Had we introduced clause (e) to your amendment 
it would have been fine, but what I am hearing is that the 
NDP and the Liberals are not committed. I do not think 
you are committed to the principle. If there is a problem 
with a particular clause here in terms of you want it speci- 
fied where more people pay into this fund or what the fees 
would be, we can work with that and introduce amend- 
ments. There is no reason this has to be done today; there 
is no definitive time line here. 

As for Brownie points, the history of this is that we 
brought forward our survivors compensation fund before 
the government gave any indication it was going to do 
anything about this issue. I know very well how the behind- 
the-scenes play worked. I met with Marilou McPhedran one 
day. That next morning she met with the minister, and a 
week later the minister says, “Okay, we’re going to do 
something about it,” because Marilou told me. She told 
me: “You guys are going to bring forward a compensation 
fund. Thanks very much for bringing it forward because 
you are helping to force the government to adopt our 
agenda.” That is the politics of it, so the Brownie points 
argument is just God-awful, and I hope people will refrain 
from bringing that forward. 

Ernie Eves brought forward a private member’s motion 
some months ago that has real teeth to it in dealing with 
the licences of physicians who are found guilty of abusing 
patients. It is a very serious private member’s bill. Our 
caucus is extremely committed to this. We have been on 
the record for several months now, in fact since last year. 
The political history of this, I think, is now clear. 

I would simply say to members to introduce amend- 
ments if they have problems with one or two sentences in 
it, but the principle is extremely important and I certainly 
ask for their support. 


Mr Jackson: I hope Mr Hope did not misunderstand 
my statement about the rookies. Last Thursday in the 
House we talked about the fact that they are refreshing 
because they do not know all the history. The issue was the 
vaccine-damaged children’s compensation fund, which we 
had been working on for six years. What I was saying was 
that you would have been aware, if you had sat in the 
House for the last six years, that this matter has come up 
time and time again and it has been advanced, consistently, 
from our perspective. 

The fact that the Liberals did not see fit to support 
these principles was the point I was making, not that there 
is anything wrong with being a new member of the Legis- 
lature. I just want to make that point clear. It was simply 
that you would be more intimately aware of the struggle that 
has been going on to get these principles of compensation for 
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victims of sexual assault entrenched. It was resisted by the 
former government, and that is a matter that can be inter- 
preted openly for those who were members of it. 

Ms Poole has indicated concern with not understanding 
the intent and the framework of a compensation fund. All 
she had to do was move two or three pages farther, to 
section 91.1, where it indicates it is a surcharge. There are 
many programs I can refer to. With the travel compensa- 
tion fund in this province, when it drops below, there is a 
surcharge to all the members and the members have to 
define it. But I can tell you that in the travel industry, they 
weed out bad operators. They change their rules. They 
modify their conduct. I am simply saying that a system 
based entirely on public relations and prevention does 
nothing but reduce the incidence, but there will continue to 
be incidents and those victims are the people who require 
some support. 

Had you simply agreed that these committees we pre- 
viously approved could at least suggest a compensation 
system or a recognition of the victim’s needs, and if you 
could put those two generally worded principles in the bill 
and then turn to the government of the day and say, “Now 
you have some time to put in regulations. Now you can 
develop these programs,” and if you had given just a mor- 
sel in this legislation for those victims, we would not be 
pushing this fund. But we are not getting anything. If the 
parliamentary assistant says he is committed to the princi- 
ple and the concept, he had his opportunity 20 minutes ago 
to amend the previous Liberal motion about the patients 
relations program, but it is not even on the agenda for that 
committee. 

I do not want to be called off topic because we had our 
opportunity to have a victim-centred concern raised in that 
environment. As I look through that, I do not see that. I see 
prevention, public relations and public education. We are 
fooling and deluding ourselves if we think anything we 
have done is going to help the victims who are in the wake 
of this. 

Morally, I have difficulty that we have opened up this 
bill. Probably, if history serves us well, it will be 20 more 
years before we get a chance to open this bill again. While 
in this short time in our province’s history we can open up 
this bill, I have to put those concerns on the record with a 
recorded vote, because today, tomorrow, there will be 
cases of victimization and we will continue to pay 
lipservice to victims in this province. 

We have the lowest access rate for criminal injuries 
compensation for women in this country, and sexual as- 
sault is the worst category. Here we have an opportunity 
where the profession is willing to publicly admit that it 
wants zero tolerance. We should be putting in this fund. I 
appeal to the parliamentary assistant, replete with his 
marching orders, that if he really was committed to this, 
then he would have approved the amendment on the pa- 
tient relations committee. It is clear he has not. 

Mr Owens: I think the member of the third party is 
fully within his rights to call for a recorded vote on this 
issue, but simply because we do not support the third 
party’s amendment is clearly no indication that we are not 
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in support of victim compensation or victims’ rights. I 
think it is a fallacious statement to make that kind of 
association. 


Mr Jackson: I apologize. Could you please show me 
what page your amendment is on? 

The Chair: Mr Jackson, you do not have the floor. I 
am going to have to call for order. 


Mr Owens: These hearings have been distinctly non- 
partisan up until this point. 

Mr J. Wilson: Up until you ruled out every one of my 
amendments. 


The Chair: I am sorry, Mr Wilson, you do not have 
the floor. I would ask for order from the committee mem- 
bers. Through the hearings today, I think all members have 
had the opportunity to be heard when they have been 
speaking. I would ask that you give Mr Owens the cour- | 


tesy of listening to his remarks. 


Mr Owens: I think I have made my views known. 


The Chair: Mr Hope, did you want to comment or | 
can we take the vote. 





Mr Hope: Just a quick comment. I will not be intimi- 
dated by the opposition because I have no use for that. 
There is a very serious concern here. What I am saying is 
there has been a suggestion made that the government is 
abandoning it. Is it not true that under an amended section 
we just did, schedule 2, sections 81.1 and 81.2, where it 
talks about report of the program and the program itself, if 

| 


the survivor or compensation spouse comes forward, we 
can introduce it under regulations, which makes flexibility 
there on implementing the program? | 
1700 ) 
Mr Wessenger: I think it is very difficult to have a | 
levying of fees, Mr Hope, without explicit authority in the 
act, with respect to your question. I could not see, under 
the existing amendment that has been passed, that it would 
authorize such action. ! think there is no question that the 
whole problem of sexual abuse is prevalent throughout our 
society. It is not just the regulated health professions that 
are the problem; there is also a problem with respect to the 
unregulated health professions. I think what we are all 
looking for is the most appropriate solution and we need to | 
go through the process to make sure we get it right. 


The committee divided on Mr J. Wilson’s motion, 
which was negatived on the following vote: 


Ayes/Pour-—2 
Jackson, Wilson, J. 
Nays/Contre-6 | 


Hope, Malkowski, Martin, Owens, Poole, Wessenger. 

Section/article 85: | 

The Chair: Mr J. Wilson moves that section 85 of. 
schedule 2 of the bill be amended by adding the following 
subsections: | 

“(3) This section and the Limitations Act do not apply 
with respect to an action arising out of a person’s sexual 
abuse of a patient while the person was a member. 











21 OCTOBER 1991 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


S-883 





“(4) In subsection (3), ‘sexual abuse’ means conduct 
that is sexual including, without limiting the generality of 
the foregoing, improper touching or kissing.” 

Mr J. Wilson: We do not believe there should be a 
limitation period on sexual assaults occurring in or as a 
result of a relationship of authority, trust or dependency, in 
particular with any health care professional. This amend- 
ment is in keeping with the draft bill released by the Attor- 
ney General on June 27. As part of this bill, the Attorney 
General is proposing that in cases of sexual assault the 
limitation period be removed. I understand the government 
may argue that it is going to be introducing a new Limita- 
tions Act. I would say this legislation has not yet been 
dealt with by the House and now is the opportunity to 
ensure there will be no limitation with respect to dealing 
_ with cases of sexual abuse. 


| Mr Wessenger: I would like to oppose the amend- 
ment, first of all on the basis that we believe it is prema- 
ture, but more importantly, as far as I am concerned, the 
Attorney General has circulated a discussion paper on 
amendments to the Limitations Act. The new Limitations 
Act will comprehensively set out the limitation periods, 
including the limitation period for suing health profession- 
als. There are specific provisions set out in that act and I 
think the most appropriate place to deal with the question 
of limitations is within one act, the Limitations Act. I must 
say, as a person who formerly practised law, I think it is 
| important that we have all limitations periods set out in 
the Limitations Act for the better administration of a legal 
situation. 


Mr Jackson: The problems associated with the Limi- 
tations Act should be well known to several members. 
_ There are no assurances or guarantees that the matter will 
be dealt with in an expeditious manner, nor in particular in 
_a sensitive fashion. Here we have a situation where, to my 
_ knowledge, I do not believe the medical profession is con- 
cerned about the limitations period. Second, there is not a 
women’s group in this province that supports the reduction 
of the limitations period, especially because of the deep 
_ psychosomatic nature of a broken trust as it relates to sex- 
ual misconduct. 

As to the mindset of the Attorney General’s office, I 
appreciate they are not here to defend themselves, but it 
was your own colleague Mr Cooke, the former member 
for Kitchener, who brought in on two occasions amend- 
ments to the Limitations Act in the form of bills, not as 
_ resolutions, and they were not allowed to be expressions of 
the will of the House, to proceed for final amendment. I 
therefore am quite clear about the mindset on this impor- 
tant issue. 

Therefore, I must reiterate that in cases involving sex- 
ual assault and abuse of children and women, who are the 
_ primary victims, a statute of limitations should not be con- 
sidered. They should be left in accordance with our 
- amendment. I have heard no difficulty from the various 
health professions with this amendment. It has nothing to 
do with compensation; it has to do with what value at all 
_ we are going to put in this legislation on matters outstand- 
ing. We are essentially prejudging. We are, in a sense, 


telling the committee that there is a benchmark; that is, we 
do not wish you to close the books on these matters after 5, 
10 or 15 years. 


Mr Wessenger: I understand there are no limitation 
periods set out in the proposed Limitations Act with re- 
spect to sexual assaults. I had understood, certainly from 
our counsel, that Marilou McPhedran was actually sup- 
portive of dealing with this matter through the Limitations 
Act, or at least supported the changes to the Limitations 
Act. 


Mr Jackson: It is precisely on that point that I would 
like it clear in this that we are saying there will be no 
limitations. We know that in the Attorney General’s office 
they have expressed clear opinions, which are very well 
documented, around incest and sexual assault. I am not 
encouraged by that mindset. We all know these bills tend 
to be amended. Notwithstanding anything they may come 
up with, it is simply a principle and a line we wish to draw, 
that there should be no limitations in these matters. 

Mr J. Wilson: I have a quick question to the parlia- 
mentary assistant. Do you know what the time frame is for 
the Attorney General’s proposed Limitations Act? 


Mr Wessenger: Going by memory, I believe there 
was supposed to be approximately a year’s consultation 
period. I am just going from memory. It has been out for at 
least six months. 


Mr J. Wilson: What would the current limitation be 
in the area of sexual abuse? 


Mr Wessenger: I will ask counsel. Under the present 
Health Disciplines Act, there is a one-year limitation period 
from when the person discovered it. 


Mr J. Wilson: Do you have any worry that the vic- 
tims of the sexual abuse going on today are possibly going 
to be denied a degree of justice when there is no definite 
time frame as to when a new Limitations Act will come 
in? 

Mr Wessenger: One of the problems is that people do 
not sue for civil liability with respect to the matter of sex- 
ual abuse. In fact, civil liability has not proved an effective 
method of dealing with the matter of sexual abuse. That is 
why it has to be dealt with by other means. 


The Acting Chair (Ms Poole): Just before we go to 
Mr Jackson, Mr Owens. 


Mr Owens: I yield my time. 


Mr Jackson: What I am hearing is that because we 
have a one-year limitation from the time it has become 
known, we should not be very surprised that people do not 
resort to the courts. 


Mr Wessenger: No, that is not the reason. The basic 
fact is that the court system is so expensive and so cumber- 
some for most people that they do not resort to the court 
system in situations involving sexual abuse. 


Mr Jackson: But the limitation period is a function. 

Mr Wessenger: No, I do not think the limitation pe- 
riod is the basic problem. The basic problem is that people 
are inhibited from taking the civil process by the cost and 
the complexity. It is not the Limitations Act that is the 
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court system is not the method that is going to work with 
respect to dealing with this matter. 
1710 

Mr Jackson: Some of the models for justice reform in 
other jurisdictions in Canada and one that is currently be- 
fore the current Attorney General for consideration is that 
matters of civil litigation in these matters could be sup- 
ported with public funds and/or that ultimate costs are 
borne by the accused. All that we are simply suggesting 
here is that if your government is prepared to have an 
open-ended limitations period, but it might be a year or 
two or three years down the road, clearly we are defining 
two sets of justice opportunities for citizens, based on 
which side of amendments to the Limitations Act they fall 
on. 

We are simply freeing those victims from being en- 
cumbered by the current restrictions of the Limitations 
Act, which is something you again say that you are 
committed to and can very simply implement with this 
statement. I believe we are offering you an opportunity 
to not incur a great expense, but to make sure that vic- 
tims today are treated the same as victims will be treated 
three years from now when we finally get around to 
finishing the Limitations Act. That is all we are suggest- 
ing here. 

We would like a recorded vote on this one, that is for 
sure. 

Mr Wessenger: | think it is fair to say that when the 
Limitations Act amendments are passed this legislation 
will be retroactive, so people will benefit from it when it is 
passed. 

The committee divided on Mr J. Wilson’s motion, 
which was negatived on the following vote: 


Ayes/Pour—2 
Jackson, Wilson, J. 
Nays/Contre—5 


Haeck, Malkowski, Martin, Owens, Wessenger. 

Section 85 agreed to. 

Larticle 85 est adopté. 

The Acting Chair: The next amendment is a Conser- 
vative motion. 

Mr J. Wilson: Madam Chair, we will be withdraw- 
ing this amendment grudgingly and with regret, since 
the survivors compensation fund amendment did not 
pass. 

Mr Jackson: But the Chair is now aware of how we 
would fund it? Great. 

The Acting Chair: Shall section 91 carry? 

Sorry, before I do that, there is a motion that is neces- 
sary because of another motion which passed today, and 
that is to rescind a previous motion. 

I move that the vote on the government motion dealing 
with paragraph 22.1 of subsection 91(1) of schedule 2 of 
the bill and subsection 91(2) of schedule 2 of the bill be 
rescinded. 


Mr J. Wilson: Will you repeat that, Madam Chair? 
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The Acting Chair: Earlier in the proceedings today 
we passed sections 81.1 and 81.2. Because that motion 
superseded the previous government motion we need a | 
motion to rescind the previous motion. | 

Mr J. Wilson: Understood. 

The Acting Chair: I am glad somebody does. Any | 
discussion, or anybody want to clarify their version of this | 
motion? 

Mr Wessenger: I understand what you are doing. | 
Your new 81.1 and 81.2 make this— | 

The Acting Chair: That is right; new 81.1 and 81.2 | 
supersede the old motion. All in favour? Opposed? : 

Motion agreed to. 

The Acting Chair: It is my understanding that 
when we completed the discussion and the amendments 
on Bill 43 we would adjourn for the day. Is that the 
understanding? 

Mr Wessenger: No, I think we were going to include | 
the provisions with respect to the acts we have already 
covered with respect to the patient relations committee. We 
were going to finish those off and then at that stage ad- 
journ for the day. 

The Acting Chair: I thank the parliamentary assistant 
for that assistance. 

AUDIOLOGY AND SPEECH-LANGUAGE 
PATHOLOGY ACT, 1991 
LOI DE 1991 SUR LES AUDIOLOGUES 
ET LES ORTHOPHONISTES 

Mr Wessenger: We are dealing with subsection 21(4) 
of Bill 44. We just need to vote on it. 

The Acting Chair: The clerk has confirmed that sub- 
section 21(4) of Bill 44, An Act respecting the regulation 
of the Professions of Audiology and Speech-Language Pa- 
thology, has been moved, so we will go directly to the 
vote. All in favour of subsection 21(4)? All opposed? 

Motion agreed to. 

Section 21, as amended, agreed to. 

L article 21, modifié, est adopté. 


CHIROPODY ACT, 1991 
LOI DE 1991 SUR LES PODOLOGUES 
Section/article 24: 


The Acting Chair: The clerk confirms that subsection 
24(4) has been moved. All in favour? All opposed? 


Motion agreed to. 
Section 24, as amended, agreed to. 
Larticle 24, modifié, est adopté. 
CHIROPRACTIC ACT, 1991 
LOI DE 1991 SUR LES CHIROPRATICIENS 
Section/article 22: 


The Acting Chair: The clerk confirms that subsection 
22(4) has been moved. All in favour? All opposed? 


Motion agreed to. 
Section 22, as amended, agreed to. 
Larticle 22, modifié, est adopté. 
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| DENTAL HYGIENE ACT, 1991 
| LOI DE 1991 SUR LES HYGIENISTES DENTAIRES 
The Acting Chair: We now move to Bill 47, An Act 
respecting the regulation of the Profession of Dental 
Hygiene. 
_ MrJ. Wilson: Is there any way we can just have one 
motion? They are all different subsections, I guess. 


The Acting Chair: We will try to move through them 


| quite quickly. 
Section/article 22: 


The Acting Chair: Bill 47, subsection 22(4), all those 


_in favour? All those opposed? 
Motion agreed to. 
Section 22, as amended, agreed to. 
Larticle 22, modifié, est adopté. 
DENTAL TECHNOLOGY ACT, 1991 
LOI DE 1991 SUR LES TECHNOLOGUES DENTAIRES 


Section/article 21: 


The Acting Chair: All in favour of subsection 21(4)? 


All opposed? 
Motion agreed to. 
Section 21, as amended, agreed to. 
L’article 21, modifié, est adopteé. 
DENTISTRY ACT, 1991 
LOI DE 1991 SUR LES DENTISTES 


Section/article 24: 


The Acting Chair: All in favour of subsection 24(4)? 


All opposed? 
| Motion agreed to. 
Section 24, as amended, agreed to. 
Larticle 24, modifié, est adopté. 


DENTURISM ACT, 1991 
LOI DE 1991 SUR LES DENTUROLOGISTES 
Section/article 22: 
The Acting Chair: Shall subsection 22(4) carry? All 
in favour? All opposed? 
Motion agreed to. 
Section 22, as amended, agreed to. 
Larticle 22, modifié, est adopté. 


DIETETICS ACT, 1991 
LOI DE 1991 SUR LES DIETETISTES 


Section/article 20: 

The Acting Chair: Shall subsection 20(4) carry? All 
in favour? All opposed? 

Motion agreed to. 

Section 20 agreed to. 

L article 20 est adopté. 


MASSAGE THERAPY ACT, 1991 
LOI DE 1991 SUR LES MASSOTHERAPEUTES 


Section/article 21: 

The Acting Chair: Shall subsection 21(4) carry? All 
in favour? All opposed? 

Motion agreed to. 

Section 21 agreed to. 

Larticle 21 est adopté. 

The Acting Chair: Unless anybody has any other sur- 
prises, I presume that is it. Tomorrow, for the information 
of committee members, we shall be starting on Bill 53 and 
proceed until that is completed. 

Mr Wessenger: And the other bills. 

The Acting Chair: And whatever bills are still out- 
standing. 

The committee adjourned at 1721. 
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LEGISLATIVE ASSEMBLY OF ONTARIO 


| STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


Tuesday 22 October 1991 


The committee met at 1537 in room 151. 


REGULATED HEALTH PROFESSIONS ACT, 1991, 
AND COMPANION LEGISLATION 
LOI DE 1991 SUR LES PROFESSIONS 
DE LA SANTE REGLEMENTEES 
ET LES PROJETS DE LOI QUI LACCOMPAGNENT 


_ Resuming consideration of Bill 43, the Regulated Health 
Professions Act, 1991, and its companion legislation, 
Bills 44-64. 

Suite de l’étude du projet de loi 43, Loi sur les profes- 
sions de la santé réglementées et les projets de loi, 44 a 64, 
qui l’accompagnent. | 

The Chair: I call the committee to order. I suggest we 

complete the work we were doing yesterday. Shall Bills 44 

to 52, as amended, carry? All in favour? Any opposed? 
That is carried. We have fully completed Bills 44 to 52. 


MEDICAL LABORATORY 
TECHNOLOGY ACT, 1991 


LOI DE 1991 SUR LES TECHNICIENS 
DE LABORATOIRE MEDICAL 


_ The Chair: We are going to begin deliberations on 
| Bill 53. 

Section/article 1: 

Mr Wessenger moves that the French version of sec- 
tion 1 of the bill be amended, 

(a) by striking out “techniciens” in the definition of 
“ordre” and substituting “technologistes”; and 

(b) by striking out “technicien” in the definition of 

- “profession” and substituting “technologiste.” 

| Motion agreed to. 


Section 1, as amended, agreed to. 

Larticle 1, modifié, est adopté. 

Section/article 2: 

The Chair: Mr Wessenger moves that the French ver- 
_ sion of subsection 2(2) of the bill be amended, 

(a) by striking out “techniciens” in the definition of 
“ordre” and substituting “technologistes”; and 

(b) by striking out “technicien” in the definition of 
_ “profession” and substituting “technologiste.” 

Motion agreed to. 


Section 2, as amended, agreed to. 

Larticle 2, modifié, est adopté. 

Section/article 3: 

The Chair: Mr Wessenger moves that section 3 of the 
bill be struck out and the following substituted: 
“3. The practice of medical laboratory technology is 
_ the performance of laboratory investigations on the human 
body or on specimens taken from the human body and the 





evaluation of the technical sufficiency of the investigations 
and their results.” 


Mr Wessenger: This amends the scope of practice to 
reflect the fact that some lab tests are performed directly 
on human body skin and not on specimens. It also clarifies 
that technologists evaluate the technical sufficiency of the 
results of tests and of investigations. 


Motion agreed to. 


Section 3, as amended, agreed to. 
L article 3, modifié, est adopté. 


The Chair: Mr Wessenger moves that the bill be 
amended by adding the following section: 

“3,1. In the course of engaging in the practice of medical 
laboratory technology, a member is authorized, subject to 
the terms, conditions and limitations imposed on his or her 
certificate of registration, to take blood samples from veins 
or by skin pricking.” 

Mr Wessenger: This authorizes members to draw blood 
when the procedure is ordered by a physician or dentist. 


Motion agreed to. 


The Chair: Mr Wessenger moves that the bill be 
amended by adding the following section: 

“3,2(1) A member shall not perform a procedure under 
the authority of section 3.1 unless the procedure is ordered 
by a member of the College of Physicians and Surgeons of 
Ontario or the Royal College of Dental Surgeons of Ontario. 

“(2) In addition to the grounds set out in subsection 49(1) 
of the health professions procedural code, a panel of the dis- 
cipline committee shall find that a member has committed 
an act of professional misconduct if the member contra- 
venes subsection (1).” 


Mr Wessenger: This reflects the fact that physicians 
and dentists are authorized to order lab tests under the 
Laboratory and Specimen Collection Centre Licensing 
Act, while other professions, such as chiropractors, cannot 
make that order. If blood is drawn without an order, it 
provides for discipline. 


Motion agreed to. 

Section/article 4: 

The Chair: Mr Wessenger moves that the English ver- 
sion of section 4 of the bill be amended by striking out “tech- 
niciens” in the fourth line and substituting “technologistes.” 

And he further moves that the French version of sec- 
tion 4 be amended by striking out “techniciens” in the 
second line and substituting “technologistes.” 

Motion agreed to. 

Section 4, as amended, agreed to. 

Larticle 4, modifié, est adopté. 


S-887 


S-888 


Section/article 5: 

The Chair: Mr Wessenger moves that subsection 5(1) 
of the bill be amended, 

(a) by striking out “at least nine and no more than 
twelve” in the first line of clause (a) and substituting “at 
least seven and no more than eleven.” 

(b) by striking out “at least five and no more than 
seven” in the first line of clause (b) and substituting “at 
least seven and no more than ten”; and 

(c) by striking out “one or two persons” in the first line 
of clause (c) and substituting “one person.” 

Mr Wessenger: This changes the council composition 
to make public members just under half, as agreed with the 
representation of the college. 

The Chair: To the amendment, all those in favour? 
Any opposed? 

Motion agreed to. 

Section 5, as amended, agreed to. 

Larticle 5, modifié, est adopté. 

Section 6 agreed to. 

Larticle 6 est adopté. 

Section/article 7: 

The Chair: Shall section 7 stand as part of this bill? 
All those in favour? Any opposed? 

Section 7 deleted. 

Larticle 7 est rayé. 

Sections 8 to 13, inclusive, deleted. 

Les articles 8 4 13, inclusivement, sont rayés. 

Section/article 14: 

The Chair: Mr Wessenger moves that subsection 
14(1) of the bill be amended by striking out “in the course 
of providing or offering to provide, in Ontario, health care 
to individuals” in the last three lines. 

Mr Wessenger: This is again to extend title protection 
outside the area of health care. 

Motion agreed to. 

The Chair: Mr Wessenger moves that the French 
version of subsection 14(1) of the bill be amended by 
striking “technicien” in the second line and substituting 
“technologiste.” 

And he further moves that the French version of sub- 
section 14(2) of the bill be amended by striking out “tech- 
nicien” in the fourth line and substituting “technologiste.” 

Motion agreed to. 

Section 14, as amended, agreed to. 

Larticle 14, modifié, est adopté. 

Sections 15 and 16 agreed to. 

Les articles 15 et 16 sont adoptés. 

Section/article 17: 

The Chair: Mr Wessenger moves that section 17 of the 
bill be amended by striking out “college” in the third line 
and substituting “council” and by striking out clause (b). 

Motion agreed to. 

The Chair: Mr Wessenger moves that clause 17(a) of 
the bill be amended by striking out “number” in the first line. 


Motion agreed to. 
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Section 17, as amended, agreed to. 
Larticle 17, modifié, est adopté. 
Sections 18 and 19 agreed to. 

Les articles 18 et 19 sont adoptés. 


Section/article 20: 


The Chair: Mr Wessenger moves that section 20 of 
the bill be amended by adding the following subsection: 

“(4) Despite subsection (1), section 81.1 of the health 
professions procedural code, as it applies in respect of this 
act, does not come into force until one year after this act 
comes into force.” 

Mr J. Wilson: I will just indicate for the record that I 
will be voting against this. It relates to the patient relations 
committee and program, and we do not believe that commit- 
tee or program does enough for the victims of sexual abuse. 


The Chair: To the amendment, all those in favour? 
Any opposed? 
Motion agreed to. 


Section 20, as amended, agreed to. 

Larticle 20, modifié, est adopté. 

Section/article 21: 

The Chair: Mr Wessenger moves that the French 
version of section 21 of the bill be amended by striking 
out “techniciens” in the second line and substituting 
“technologistes.” 


Motion agreed to. 


Section 21, as amended, agreed to. 
Larticle 21, modifié, est adopté. 
1550 
Title/titre: 
The Chair: Mr Wessenger moves that the French ver- 


sion of the long title of the bill be amended by striking out 
“technicien” and substituting “technologiste.” 


Motion agreed to. 

Title, as amended, agreed to. 

Le titre, modifié, est adopté. 

The Chair: Shall the bill carry? All those in favour? 
Any opposed? Carried. 


Mr Owens: I have a quick comment with respect to 
the bill we have just gone through. During the hearings 
process it was brought to our attention by the folks who 
are involved in medical technology, as well as the nurses, 
that they face a different situation with respect to their 
relationship with a college and an employer. I am directing 
my comments to the parliamentary assistant. Before we 
finish this process, I hope we will address a method where 
the discipline process at the college level and at the em- 
ployer level will run concurrently so that we are not going — 
to get two different decisions at two different times, poten- 
tially putting the public at risk and putting the workers’ 
livelihood unnecessarily at risk. 


Mr Hope: The Chair just held a vote on the bill, and I 
am curious whether yesterday we voted on the bills or not. 
I am wondering why the change. 


The Chair: I am sorry. What was your question? 
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| Mr Hope: Yesterday we never voted on the bills as a 
_ whole, and today we are. 
| The Chair: That is right. The bills we vote on as a 
_ whole means they are completed and that no sections have 
been held down to a future date. We have not dealt with 
_ Bill 43 because certain sections of that bill are still open. 
_ However, yesterday we dealt with the outstanding sections 
_ of Bills 44 to 52. Today we were able to complete the call 
on the bill as a whole, and that is why I called, “Shall the 
_ bill carry?” 
| Mr Hope: But what about those other bills that we 
completed yesterday? 

The Chair: We did that before you arrived at today’s 
_ session. 

Mr Hope: Oh, okay. 

The Chair: They were completed. I did not realize 
_ you were not here. At the start of today’s meeting I called, 

“Shall Bills 44 to 52, as amended, carry?” and that was 

_ carried. Any further questions? 
| Mr Hope: No, I just wondered why the change. 


MEDICAL RADIATION TECHNOLOGY ACT, 1991 


LOI DE 1991 SUR LES TECHNICIENS 
EN RADIATION MEDICALE 


Section/article 1: 


) 
The Chair: Mr Wessenger moves that the French ver- 
sion of section 1 of the bill be amended, 
| (a) by striking out “techniciens” in the definition of 
_ “ordre” and substituting “technologues”; and 
(b) by striking out “technicien” in the definition of 
“profession” and substituting ‘technologue.“ 
Motion agreed to. 
| Section 1, as amended, agreed to. 
Larticle 1, modifié, est adopteé. 
Section/article 2: 
| The Chair: Mr Wessenger moves that the French ver- 
_ sion of subsection 2(2) of the bill be amended, 
(a) by striking out “techniciens” in the definition of 
“ordre” and substituting “technologues”; and 
(b) by striking out “technicien” in the definition of 
_ “profession” and substituting “technologue.” 
Motion agreed to. 


Section 2, as amended, agreed to. 

Larticle 2, modifié, est adopteé. 

Section/article 3: 

| The Chair: Mr Wessenger moves that section 3 of the 
_ bill be struck out and the following substituted: 

“3, The practice of medical radiation technology is the 
use of ionizing radiation and other forms of energy pre- 
scribed under subsection 18(2) to produce diagnostic images 
and tests, the evaluation of the technical sufficiency of the 
images and tests, and the therapeutic application of ioniz- 
ing radiation.” 

Mr Wessenger: The purpose of the amendment is to 
make clearer the scope of practice for the profession. 


Motion agreed to. 
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Section 3, as amended, agreed to. 
Larticle 3, modifié, est adopté. 


Section/article 4: 


The Chair: Mr Wessenger moves that section 4 of the 
bill be struck out and the following substituted: 

“4. In the course of engaging in the practice of medical 
radiation technology, a member is authorized, subject to 
the terms, conditions and limitations imposed on his or her 
certificate of registration, to perform the following: 

“1, Taking blood samples from veins. 

“2. Administering substances by injection or inhalation. 

“3, Administering contrast media through or into the rec- 
tum or an artificial opening into the body. 

“4.Tattooing.” 


Mr J. Wilson: We will be supporting this amendment, 
but I would ask the parliamentary assistant why the new 
amendment no longer contains “on the order of a member 
of the College of Physicians and Surgeons of Ontario.” 


Mr Wessenger: I think the next amendment covers 
the whole matter by saying, “A member shall not perform 
a procedure under the authority of section 4 unless the 
procedure is ordered by a member of the College of Physi- 
cians and Surgeons of Ontario.” 


Motion agreed to. 


Section 4, as amended, agreed to. 
Larticle 4, modifé, est adopté. 


The Chair: Mr Wessenger moves that the bill be 
amended by adding the following section: 

“4,1(1) A member shall not perform a procedure under 
the authority of section 4 unless the procedure is ordered 
by a member of the College of Physicians and Surgeons of 
Ontario. 

“(2) In addition to the grounds set out in subsection 
49(1) of the health professions procedural code, a panel of 
the discipline committee shall find that a member has com- 
mitted an act of professional misconduct if the member con- 
travenes subsection (1). 

Motion agreed to. 

Section/article 5: 

The Chair: Mr Wessenger moves that the English 
version of section 5 of the bill be amended by striking 
out “techniciens” in the fourth line and substituting 
“technologues.” 

And he further moves that the French version of section 5 
of the bill be amended by striking out “techniciens” in the 
second and third lines and substituting “technologues.” 

Motion agreed to. 

Section 5, as amended, agreed to. 

Larticle 5, modifié, est adopté. 

Section/article 6: 

The Chair: Mr Wessenger moves that clause 6(1)(a) 
of the bill be amended by striking out “at least seven and 
no more than ten” in the first line and substituting “at least 
six and no more than nine.” 

And he further moves that clause 6(1)(b) of the bill be 
amended by striking out “at least four and no more than 


S-890 


six” in the first line and substituting “at least five and no 
more than eight.” 
1600 

Mr J. Wilson: I would just note that I will be voting 
against this particular amendment because we believe it 
diminishes the principle of self-regulation. 

Mr Owens: I just want to ask the member of the third 
party how that constrasts with his statement yesterday to the 
effect that we should have more intrusion into the college 
process, where we feel that this is self-regulating. The 
member’s statement yesterday seemed to reflect a differ- 
ence in position. 

The Chair: Mr Owens, while it is nice to have your 
question on the record, in committee you can debate and 
close it rhetorically. Mr Wilson is not obliged to answer 
questions, as he is not a witness before the committee, but 
I am sure that if you ask nicely, he will be happy to answer 
the question. I have Mr Hope first to speak. 

Mr Hope: I think the ability is still there for self- 
regulation. What the legislation is intended to do is to 
make sure the public is well informed on what is going on 
around the colleges and the professionals out there in our 
health care system, and at the same time to give these the 
flexibility to make sure they are able to function on a 
day-to-day basis and be self-regulated. They still hold 51% 
of the vote. 

The Chair: Thank you, Mr Hope. I know Mr Wilson 
is surprised by your comments at this point in time. Mr 
Wilson, did you want the floor? 

Mr J. Wilson: Just very quickly, Madam Chair, I do 
not have a clue what Mr Owens is talking about. 

The Chair: We will call the question. Shall the 
amendment carry? All those in favour of the amendment? 
Any opposed? 

Motion agreed to. 

Section 6, as amended, agreed to. 

Larticle 6, modifié, est adopté. 

Section 7 agreed to. 

Larticle 7 est adopté. 

Section/article 8: 

The Chair: Shall section 8 stand as part of the bill? 
All in favour? Any opposed? 

Section 8 deleted. 

Larticles 8 est rayé. 

Sections 9 to 14, inclusive, deleted. 

Les articles 9 4 14, inclusivement, sont rayés. 

Section/article 15: 

The Chair: Mr Wessenger moves that subsection 
15(1) of the bill be amended by striking out “in the course 
of providing or offering to provide, in Ontario, health care 
to individuals” in the last three lines. 

Motion agreed to. 

The Chair: Mr Wessenger moves that the French 
version of subsection 15(1) of the bill be amended by 
striking out “technicien” in the second line and substi- 
tuting “technologue.” 
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And he further moves that the French version of sub- 
section 15(3) of the bill be amended by striking out “tech- 
nicien” in the fourth line and substituting “technologue.” 

Motion agreed to. 

Section 15, as amended, agreed to. 

Larticle 15, modifié, est adopté. 

Sections 16 and 17 agreed to. 

Les articles 16 et 17 sont adoptés. 

Section/article 18: 

The Chair: Mr Wessenger moves that section 18 of 
the bill be amended by striking out “college” in the third line 
and substituting “council” and by striking out clause (b). 

Motion agreed to. 

The Chair: Mr Wessenger moves that section 18 of 
the bill be amended by adding the following subsection: 

“(2) Subject to the approval of the Lieutenant Governor 


in Council, the minister may make regulations prescribing — 


forms of energy, other than ionizing radiation, for the pur- 
poses of section 3.” 

Motion agreed to. 

Section 18, as amended, agreed to. 

Larticle 18, modifié, est adopté. 

Sections 19 to 21, inclusive, agreed to. 

Les articles 19 a 21, inclusivement, sont adoptés. 

Section/article 22: 


The Chair: Mr Wessenger moves that section 22 of the 


bill be amended by adding the following subsection: 





“(4) Despite subsection (1), section 81.1 of the health — 
professions procedural code, as it applies in respect of this — 
act, does not come into force until one year after this act 


comes into force.” 

Motion agreed to. 

Section 22, as amended, agreed to. 

Larticle 22, modifié, est adopté. 

Section/article 23: 

The Chair: Mr Wessenger moves that the French 
version of section 23 of the bill be amended by striking 
out “techniciens” in the second line and substituting 
“technologues.” 

Motion agreed to. 

Section 23, as amended, agreed to. 

Larticle 23, modifié, est adopté. 

Title/titre: 

The Chair: Mr Wessenger moves that the French ver- 
sion of the long title of the bill be amended by striking out 
“technicien” and substituting “technologue.” 

Motion agreed to. 

Title agreed to. 

Le titre est adopté. 

The Chair: Shall the bill, as amended, carry? All 
those in favour? Any opposed? Carried. 

The Chair: Are we ready for Bill 55? 

Mr Wessenger: I think we should have a 10-minute 
adjournment. 
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The Chair: We have a request for a 10-minute recess. 
We will reconvene in 10 minutes. 


| The committee recessed at 1608. 
1619 





MEDICINE ACT, 1991 
LOI DE 1991 SUR LES MEDECINS 


Sections 1 to 3, inclusive, agreed to. 

Les articles 1 a 3, inclusivement, sont adoptés. 

Section/article 4: 

The Chair: Mr Wessenger moves that paragraph 1 
of section 4 of the bill be struck out and the following 
substituted: 

“1, Communicating a diagnosis identifying a disease or 
disorder as the cause of a person’s symptoms.” 

Mr Wessenger: This amendment removes “dysfunc- 
tion” from the authorized act re diagnosis. 

Motion agreed to. ' 

The Chair: Mr Wessenger moves that subparagraph ii 
of paragraph 6 of section 4 of the bill be struck out and the 
following substituted: 

“ij. beyond the point in the nasal passages where they 
normally narrow.” 

Motion agreed to. 

Section 4, as amended, agreed to. 

L article 4, modifié, est adopté. 

Section 5 agreed to. 

L’article 5 est adopté. 

Section/article 6: 

The Chair: Mr Wessenger moves that clause 6(1)(a) 
of the bill be struck out and the following substituted: 

“(a) at least fifteen and no more than sixteen persons 


who are members elected in the prescribed number and 


manner’; 
And he further moves that clause 6(1)(b) of the bill be 


amended by striking out “nine” in the first line and substi- 


) 





tuting “at least thirteen and no more than fifteen.” 


_ Mr Wessenger: Again, this changes the council com- 
position to increase the public members to just under half. 

Mr J. Wilson: I note again that we will be voting 
against this. Particularly in light of the next amendment 
being put forward by myself, a vote in favour of this right 
‘now without considering the second amendment, if the 

second amendment were to pass, would throw off the 

government’s composition. 
The Chair: All those in favour of the amendment? 
_Any opposed? 

Motion agreed to. 
The Chair: Mr J. Wilson moves that clause 6(1)(c) of 
| the bill be struck out and the following substituted: 

“(c) one person for each faculty of medicine of a uni- 
versity in Ontario selected in the prescribed manner from 
among members who are members of the faculty.” 


Mr J. Wilson: The purpose of this amendment is to 


/ retain the current representation of five academic appoint- 
ments, one from each medical school, on the council of the 
} 


College of Physicians and Surgeons of Ontario. It is some- 


| 
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thing the council has very much asked for. If I may, I will 
read a backgrounder that has been provided by the CPSO. 

“Over the years the academic appointees to the college 
council have offered a unique and valuable perspective on 
our activities. They are not elected by doctors and yet they 
represent a large and important component of the practice 
of medicine. They bring administrative, educational and 
professional expertise to the college. Their background is 
steeped in critical analysis and they often bring different 
views to college activities and decisions. They often have 
leadership qualities that serve the college well. They have 
experience in quality management and standards and under- 
stand administrative processes. They are more likely to be 
able to arrange the time to become involved in college activ- 
ity. And furthermore, they are usually able to look ahead 
and consider innovative and creative roles for the college. 
This brings a sensible balance to the makeup of the college, 
exerting an influence that is congruent with the goals of gov- 
ernment and society. 

“The faculty representatives give the college ready access 
into the system of educating physicians and this system 
varies in each medical faculty. They provide feedback 
from the college directly to medical faculties and are often 
critical in effecting change in medical education.” 

“Most important, as the report of the Task Force on 
Sexual Abuse of Patients highlighted, many of the 
college’s activities in the coming years will be focused on 
educational initiatives to help doctors address patients’ and 
societal concerns more effectively. Without question, the 
college’s faculty representatives are vital advocates for 
change in the education system. Losing some of these 
voices will mean losing some of the college’s effectiveness 
in lobbying for and implementing educational change. 

“Given these concerns, the CPSO asks that the com- 
mittee consider this amendment.” 


Mr Wessenger: I would like to oppose the amendment. 
First of all, the College of Physicians and Surgeons of On- 
tario has more academic representation than other colleges. 
Second, adding two more academics would create a 
greater imbalance in the proportion of professionals on the 
council, since academic representatives are not treated as 
elected physicians in calculating the just-over-half. 

We are not persuaded that three academics are not suf- 
ficient to provide an academic perspective, and there are 
other ways of ensuring that regional academic views are 
made known to the college such as consultation processes 
and also perhaps determining a method of rotation under 
the Medicine Act. 


Mr McClelland: Our position, for the record, is that 
the point made by the member for the third party is very 
well taken. There is considerable difference from faculty to 
faculty. There is innovation in terms of the curriculum and 
the practicum, in terms of the education in the profession. 
Because of that diversity and because of the dynamic that 
this provides, we feel it is a well-reasoned and well- 
thought-out motion and we will be supporting the amend- 
ment as proposed by the third party. 


Mr J. Wilson: I guess the college has a great deal of 
difficulty understanding why the government is forcing it 
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to chose from among its five faculties of medicine which 
ones will now sit on the CPSO. They do not understand 
thoroughly why the government has unilaterally decided to 
reduce that representation from five to three. 

The Chair: Are we ready for the vote? All those in 
favour of the amendment? All those opposed? Carried. 

Mr J. Wilson: Thank you very much. 

The Chair: Mr Wilson, I think we are having a con- 
ference here with the parliamentary assistant. Mr Wessenger, 
did you have a— 

Mr Wessenger: No. 

The Chair: After saying you were going to speak 
against it. 

Mr Wessenger: I am speaking against it and I am 
voting against it too. 

The Chair: We have had a request to take the vote 
again. 

Mr J. Wilson: Perhaps we can have a recorded vote. 

The committee divided on Mr J. Wilson’s motion, 
which was negatived on the following vote: 


Ayes-3 

McClelland, Sola, Wilson, J. 

Nays-6 

Haeck, Hope, Malkowski, Martin, Owens, Wessenger. 

Section 6, as amended, agreed to. 

Larticle 6, modifié, est adopté. 

Section 7 agreed to. 

Larticle 7 est adopté. 

Sectio/article 8: 

The Chair: Shall section 8 stand as part of the bill? 
All in favour? Any opposed? 

Section 8 deleted. 

Larticle 8 est rayé. 

Sections 9 to 14, inclusive, deleted. 

Les articles 8 4 14, inclusivement, sont rayés. 

Section 15 agreed to. 

Larticle 15 est adopté. 

Section/article 16: 

The Chair: Mr Wessenger moves that subsection 
16(1) of the bill be amended by striking out “in the course 
of providing or offering to provide, in Ontario, health care 
to individuals” in the last three lines. 

Motion agreed to. 

Section 16, as amended, agreed to. 

Larticle 16, modifié, est adopté. 
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Section/article 17: 

The Chair: Shall section 17 stand as part of the bill? 
All in favour? Any opposed? 

Section 17 deleted. 

Larticle 17 est rayé. 


The Chair: Mr McClelland moves that the bill be 
amended by adding the following section: 


“17.1 In addition to the grounds set out in subsection 
49(1) of the health professions procedural code, a panel of | 
the discipline committee shall find that a member has| 
committed an act of professional misconduct if the mem- | 
ber has treated a person, in a situation in which a consent 
to treatment is required by law, without such a consent.” 


Mr McClelland: The amendment is essentially in re- 
sponse to submissions made by, among others, the psychiat- 
ric patient advocate office. The submissions were made to 
this committee on August 26 of this year. There has been 
significant concern raised by a variety of advocates on 
behalf of psychiatric patients that there is considerable dis- 
regard for the legal requirement of competent, informed 
consent from time to time and from place to place, particu- 
larly in provincial psychiatric hospitals. This situation 
could be worse in the absence of advocates who would on 
behalf of the patients press complaints on the law. 

I will not get into the substance of it right now. There 
are other reasons in support of this that I think are known to 
the government members. I do not think we have to revisit 
the submissions that were made. I would ask you to refer 
to the submissions made on August 26, 1991. It is my 
understanding that the government has agreed to stand this 
matter down pending its consideration of the matter further. 

The Chair: Do we have agreement to stand the sec- 
tion down? Do you want to speak to it now, Mr Wilson, or 
stand it down? 

Mr J. Wilson: I agree with standing it down. I would 
ask, when it is reconsidered again, why this matter is not 
being dealt with under Bill 109, the Consent to Treatment 
Act. 

The Chair: Then shall section 17.1 be stood down? 
Agreed. Shall we consider it at the next sitting of the com- 
mittee, if possible? Agreed. 

Sections 18 and 19 agreed to. 

Les articles 18 et 19 sont adoptés. 

Section/article 20: 

The Chair: Mr Wessenger moves that section 20 of 


the bill be amended by striking out “college” in the third line 
and substituting “council” and by striking out clause (c). 

Motion agreed to. 

Section 20, as amended, agreed to. 

Larticle 20, modifié, est adopté. 

Section 21 to 23, inclusive, agreed to. 

Les articles 21 4 23, inclusivement, sont adoptés. 

Section/article 24: 

The Chair: Mr Wessenger moves that section 24 of 
the bill be amended by adding the following subsection: 

“(4) Despite subsection (1), section 81.1 of the health 
professions procedural code, as it applies in respect of this 
act, does not come into force until one year after this act 
comes into force.” 

Motion agreed to. 

Section 24, as amended, agreed to. 

Larticle 24, modifié, est adopté. 

Section 25 agreed to. 

Larticle 25 est adopté. 








22 OCTOBER 1991 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


S-893 





| Title agreed to. 
| Le titre est adopteé. 
| The Chair: You will note that I am not calling the bill. 
We have an outstanding section. Hopefully, we will deal 
with it. 
Mr Hope: I was just making sure you did not call it. 
The Chair: I am glad you are checking up on me, Mr. 
Hope. 


MIDWIFERY ACT, 1991 
LOI DE 1991 SUR LES SAGES-FEMMES 


Section 1 to 3, inclusive, agreed to. 

Les articles 1 4 3, inclusivement, sont adoptés. 

Section/article 4: 

The Chair: Mr Wessenger moves that paragraph 3 of 
section 4 of the bill be struck out and the following substi- 
tuted: 

“3 Administering, by injection or inhalation, a sub- 
stance designated in the regulations.” 

And he further moves that section 4 of the bill be 
amended by adding the following paragraphs: 

“5. Taking blood samples from newborns by skin 
pricking or from women from veins or by skin pricking. 

“6, Inserting urinary catheters into women. 

“7. Prescribing drugs designated in the regulations.” 

Motion agreed to. 

Section 4, as amended, agreed to. 

Larticle 4, modifié, est adopteé. 

Section 5 agreed to. 

Larticle 5 est adopté. 

Section/article 6: 

The Chair: Mr Wessenger moves that clause 6(1)(a) 


of the bill be amended by striking out “at least eight and no 


more than ten” in the first line and substituting “at least 
seven and no more than eight.” 
And he further moves that clause 6(1)(b) of the bill be 


amended by striking out “four or five” in the first line and 


substituting “at least five and no more than seven.” 

Mr J. Wilson: I have a question for the parliamentary 
assistant. How many new government appointments are 
coming into effect as a result of all the legisltion regarding 
the Health Professions Regulation Act? 

Mr Wessenger: There will be approximately 70 ap- 
pointments as a result of all the legislation. 

The Chair: All those in favour of the amendment? 
Those opposed? 

Motion agreed to. 

Section 6, as amended, agreed to. 

L’article 6, modifié, est adopté. 

Section 7 agreed to. 

Larticle 7 est adopte. 

Section/article 8: 

The Chair: Shall section 8 stand as part of the bill? 


_ Allin favour? Any opposed? 


Section 8 deleted. 
Larticle 8 est rayé. 





Sections 9 to 14, inclusive, deleted. 

Les articles 9 4 14, inclusivement, sont rayés. 

Section/article 15: 

The Chair: Mr Wessenger moves that subsection 
15(1) of the bill be amended by striking out “in the course 
of providing or offering to provide, in Ontario, health care 
to individuals” in the last three lines. 

Motion agreed to. 

Section 15, as amended, agreed to. 

Larticle 15, modifié, est adopté. 

Sections 16 and 17 agreed to. 

Les articles 16 et 17 sont adoptés. 

Section/article 18: 

The Chair: Mr Wessenger moves that section 18 of 
the bill be amended by striking out “college” in the third line 
and substituting “council” and by striking out clause (c). 

Motion agreed to. 

1640 

The Chair: Mr Wessenger moves that clause 18(a) of 
the bili be struck out and the following substituted: 

“(a) designating the substances that may be adminis- 
tered by injection or inhalation and the drugs that may be 
prescribed by members in the course of engaging in the 
practice of midwifery.” 

Motion agreed to. 

Section 18, as amended, agreed to. 

Larticle 18, modifié, est adopté. 

Sections 19 and 20 agreed to. 

Les articles 19 et 20 sont adoptés. 


Section/article 21: 


The Chair: Mr Wessenger moves that section 21 of the 
bill be amended by adding the following subsection: 

(4) Despite subsection (1), section 81.1 of the health 
professions procedural code, as it applies in respect of this 
act, does not come into force until one year after this act 
comes into force.“ 


Motion agreed to. 

Section 21, as amended, agreed to. 
Larticle 21, modifié, est adopté. 
Section 22 agreed to. 

Larticle 22 est adopté. 


Title agreed to. 
Le titre est adopté. 


Mr Wessenger: Before we pass this bill, I would just 
like to make some comments with respect to the bill. First 
of all, I ask that the bill not be passed today, but that it be 
stood down until we have the opportunity to see what 
amendments might be required after consultations with re- 
spect to native groups. I would ask that we not vote on the 
bill today, that it be stood down until the same time as we 
consider Bill 43, if that might be accepted. 

The Chair: That would be after Bill 64. I know there 
are some people here today with an interest in the bill who 
are keen to see it go forward. What we have done to this 
point in time is carry all the sections of the bill including 
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the title. The only thing that remains is for me to call the 
bill, as amended. 

What the government has just informed the committee 
is that there may be some amendments regarding native 
midwifery. It does not know at this point in time whether 
there will be or not, so it has asked that the bill be held 
open or that we not conclude the bill until we have dealt 
with all the sections dealing with native issues as they 
relate to both Bill 43 and to this bill, Bill 56, and that this 
be dealt with following the completion of Bill 24 in the 
package. Is that clear to everyone? 

Mr Hope: No problem. 

The Chair: The bill will be reconsidered following 
completion of Bill 64, which could take place next week. 
Will the government be ready to proceed? 

Mr Wessenger: We will not be ready to proceed until 
after October 30. 

The Chair: We could schedule time now for the com- 
mittee to meet on the first Monday following October 30— 
would the clerk note that, with the concurrence of the 
committee—for the conclusion of all items that relate to 
the native issues. For the interest of anyone in any of the 
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midwifery issues, any of the native issues, the committee} 
will be dealing with that on November 4, following ques- 
tion period, at approximately 3:30 in the afternoon. There 
will be a formal notice of the meeting, but it looks to me} 
like that is the date as of now. | 

We have completed the work before us today, but the 
committee has to decide. We have eight bills remaining. 


Mr J. Wilson: My recommendation would be the fol-| 


Tuesday, and on November 4, cleanup day, including dealing | 
with native issues. 


The Chair: Is it agreed? Agreed. If all members and| 
caucuses could have any outstanding or proposed amend- 
ments to the clerk by this Friday, that would be appreciated. | 
The plan is that we will deal with the next four bills next} 
Monday, and the last four bills next Tuesday, with the 
anticipation that we should be able to complete the bills. | 
However, we have established November 4 as the date to) 
complete any of the outstanding items and most particu- 
larly the native issues as they relate to this package of 
legislation. 


The committee adjourned at 1646. 
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LEGISLATIVE ASSEMBLY OF ONTARIO 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


Monday 28 October 1991 


The committee met at 1533 in room 151. 
REGULATED HEALTH PROFESSIONS ACT, 1991, 
AND COMPANION LEGISLATION 


LOI DE 1991 SUR LES PROFESSIONS 
DE LA SANTE REGLEMENTEES 
ET LES PROJETS DE LOI QUI LACCOMPAGNENT 


Resuming consideration of Bill 43, the Regulated 


Health Professions Act, 1991, and its companion legisla- 


tion, Bills 44-64. 

Suite de l’étude du projet de loi 43, Loi sur les profes- 
sions de la santé réglementées et les projets de loi, 44 
a 64, qui l’accompagnent. . 


NURSING ACT, 1991 
LOI DE 1991 SUR LES INFIRMIERES ET INFIRMIERS 
The Chair: I will follow the McCague rule. Appar- 


ently former member George McCague, at the appointed 
hour for starting many meetings, used to look around the 


room, and even if there was no one there used to say, “I 
see a quorum,” and begin the meeting. 

Interjection. 

The Chair: I thought you might find that interesting, 
Mr Wilson. I see a quorom. The standing committee on 
social development is now in session. We are proceeding 
today with Bill 57, An Act respecting the regulation of the 
Profession of Nursing. We will begin, as we have, in call- 


| ing the clauses of the bill. 


Sections 1 and 2 agreed to. 
Les articles 1 et 2 sont adoptés. 


Section/article 3: 
The Chair: Mr Beer moves that section 3 of the bill 


be amended by inserting after “the practice of nursing is” 


in the first line “the promotion of health and.” 
Mr Beer: Just briefly, the purpose of this is that a 


number of the witnesses had said they believed part of the 
_ practice of nursing was the promotion of health and we 


wanted to underline that and for that reason have added 


' those words. 


Mr J. Wilson: I know the Liberal amendment is ex- 
actly the same as the Progressive Conservative amendment 
on the next page. I just indicate that we also propose the 
inclusion of “promotion of health” and are supportive of it. 
Health promotion is a widely-used nursing intervention 
strategy that is supported by extensive literature. It is for- 
mally taught to all nursing students across the province, 
thus making nurses qualified to include health promotion 
in their practice. 

Mr Wessenger: We will be supporting the amend- 
ment. Certainly nurses play a very strong role in the pro- 
motion of health, particularly the public health nurses. 
Also, I do not think this in any way diminishes the fact that 


we should recognize every other profession that also con- 


tributes to the promotion of health. 


The Chair: Mr Wilson, did you wish to withdraw 
your amendment? 


Mr J. Wilson: Yes. 
Motion agreed to. 


Section 3, as amended, agreed to. 

L article 3, modifié, est adopté. 

Section/article 4: ) 

The Chair: Mr Wessenger moves that subsection 4(1) 
of the bill be amended by striking out “on the order of a 
qualified person” in the third and fourth lines of paragraph 
1, in the second and third lines of paragraph 2 and the 
second line of paragraph 3. 

And he further moves that subsection 4(2) of the bill be 
struck out. 

Mr Wessenger: This is related to the fact that with the 
other bills we are removing “on the order of” and it also is 
related to a subsequent amendment that we will be making 
with respect to section 4.1. 

Mr Beer: We will be supporting this amendment and 
reserving comment on a further amendment that will be 
coming later. 


The Chair: You also have a motion to section 4 that is 
identical. 

Mr Beer: Yes and we would remove that. 

The Chair: You withdraw it. Further discussion? 

Mr J. Wilson: I would also like to say that we are 
pleased to support this amendment. We would have 
brought forward our own amendment had the government 
not already done so in this area. We do not believe that the 
words “on the order of’ adequately reflect the realities in 
the nursing profession. I would point out though, as I did 
in the Legislature this afternoon—we will deal with a more 
specific amendment in a few minutes, that it is ironic that 
the government is, in this case, removing “on the order 
of,” but is now requiring nurses to take orders from mid- 
wives and chiropodists. 


Motion agreed to. 

The Chair: Mr Wessenger moves that subparagraph 
4(1)(3)ii of the bill be struck out and the following 
substituted: 

“ii, beyond the point in the nasal passages where they 
normally narrow.” 

Motion agreed to. 

Section 4, as amended, agreed to. 

Larticle 4, modifié, est adopté. 

The Chair: Mr Wessenger moves that the bill be 
amended by adding the following section: 
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“4.1(1) A member shall not perform a procedure under 
the authority of subsection 4(1) unless, 

“(a) the performance of the procedure by the member 
is permitted by the regulations and the member performs 
the procedure in accordance with the regulations; or 

“(b) the procedure is ordered by a person who is au- 
thorized by the Chiropody Act, 1991, Dentistry Act, 1991, 
Medicine Act, 1991 or Midwifery Act, 1991 to do the 
procedure. 


1540 

“(2) In addition to the grounds set out in subsection 
49(1) of the health professions procedural code, a panel of 
the discipline committee shall find that a member has 
committed an act of professional misconduct if the mem- 
ber contravenes subsection (1).” 


Mr Wessenger: The purpose of this amendment is 
that because of the change in section 4 removing “quali- 
fied person” it is necessary to designate under what acts 
the persons who can make the orders are. “Qualified per- 
sons” were under the Chiropody Act, the Dentistry Act, the 
Medicine Act or the Midwifery Act. In effect, that aspect 
does not change the act at all. It is exactly the same as it 
was under the previous act. This also permits the regula- 
tions to be passed by the college to authorize the proce- 
dures by members. 


The Chair: Mr Wilson, I ask that you let me know 
what you want to do with your amendment. 


Mr J. Wilson: I think I should move my amendment 
to the government’s amendment at this point. 

The Chair: Mr J. Wilson moves that the motion to 
add section 4.1 to the bill be amended by striking out 
clause 4.1(1)(b) as set out in the motion and substituting 
the following: 

“(b) the procedure is ordered by a person who is author- 
ized by the Dentistry Act, 1991 or Medicine Act, 1991 to 
do the procedure.” 

Mr J. Wilson: We believe that clause (b) of the gov- 
ernment amendment will mean, in practical terms, that 
nurses will have to take orders from midwives and chirop- 
odists. We do not feel that nurses should have to take 
orders from midwives in particular. There was compelling 
evidence before this committee and a real disdain from 
nurses before this committee that the hierarchy in health 
care would continue to be reinforced and in fact promoted 
by this government now that nurses, who receive far 
superior training to date than midwives, would be required 
to take orders from midwives and chiropodists adding yet 
two more levels to the hierarchy. 

For that reason, I ask the parliamentary assistant how the 
government can justify promoting the health care hierarchy 
when this whole legislation has been sold to the public as a 
means of down playing the current hierarchy that exists. 


Mr Wessenger: The purpose of this act is not to cre- 
ate a hierarchy and the purpose of this amendment is not to 
create a hierarchy. The purpose of this amendment is to 
allow health professionals to work together. What the 
amendment means is that orders written for patients by 
chiropodists and midwives can be implemented by nurses. 
If the Conservative amendment was accepted, orders writ- 


ten for patients by a chiropodist or a midwife could not be 
implemented by a nurse. In effect, the nurses would not be 
able to work with either chiropodists or midwives. 

That would create a difficulty in the whole question of 
delivery of health care and create great inflexibility in it. 
We have to know that both chiropodists and midwives are 
authorized, under their respective acts, to prescribe drugs 
and to administer substances by injection. In many in- 
stances, the chiropodist or the midwife may not be avail- 
able to administer the substance and it would be necessary 
for a nurse to be present to carry out that act. For the 
benefit of the whole health care system, it is important that 
nurses be authorized to carry out those orders. Otherwise 
we are putting rigidity into the health care system. 

If the Conservative amendment was accepted, it would 
interfere with hospital-based and community-based care. It 
certainly would not be in the patient’s interest and it would 
also interfere with employment opportunities not only for 
midwives and chiropodists, but also for nurses. 


The Chair: We will keep our remarks directed to Mr 
Wilson’s amendment of the amendment at this time. 


Mr Beer: Because they have both been presented, I 
have a couple of comments that I want to make about 
them. We reject both and feel they are very much against 
the spirit of what we were discussing when we made a 
change to the scope of practice. What we really need to 
look at is the fundamental principle I believe we accepted 
when we made the change in the scope of practice, which 
is that they are all of a certain equality—the profession of 
nursing along with the others—and the issue raised by this 
amendment is one the colleges themselves can sort out. 
There is no need for this, and in fact it creates a continuing 
dependence of nurses doing things only through the orders 
of other professions. 

It seemed clear to me that what we were trying to do in 
the original legislation was to make clear how this would 
work, not just among the nurses and the other organiza- 
tions mentioned here, but broadly speaking, among the 
different groups of health care professionals. There would 
be a number of procedural matters to resolve, and we 
should leave the colleges to sort out how that is going to be 
done. 

The other thing I find somewhat disturbing, and I 
raised this with the parliamentary assistant, is that the gov- 
ernment amendment was made known to the Ontario 
Nursing Association, but not to either the college or the 
Registered Nurses’ Association of Ontario until very re- 
cently, perhaps just within the last few days. Coming at 
this time, it seems to me it sends a message that what we 
have done in effect is to say that while we are taking it out 
of the scope of practice—that you do not do these things 
on the authorization of these other professions—we are — 
putting it back in through another door. 

I am not convinced by the arguments of the parliamen- 
tary assistant, and say quite frankly to my colleague from 
the Conservative Party that I do not understand why we 
need either amendment. I suggest that both be rejected and 
that the wording presently found in the act be left as it is. 
Whether speaking to the amendment to the government 
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motion or to the government motion itself, we do not feel 


that this makes sense. Indeed, we feel it goes quite counter 


_to the spirit of the legislation as amended up to this point. 


Mr J. Wilson: I would say to Mr Beer that it is unre- 
alistic not to try and change the government’s motion, 


since we know the way this committee operates. The 
_ government’s motion is going to go through, so I am sim- 
| ply attempting with an amendment to improve the 


government’s motion, as we know it is a fait accompli. It is 
unrealistic to argue that neither of these amendments 


_ should be here, since the government did put one forward 


and we all know how they are going to vote. I agree with 


much of what you said, but I think you can figure out the 
_ parts of your remarks that I do not agree with. 


The Chair: Any further debate on Mr Wilson’s amend- 
ment to the amendment? All those in favour? Those opposed? 


Motion negatived. 


Mr Wessenger: I would like to comment on the com- 
ments of Mr Beer concerning our amendment. 

First, it should be clear that clause 4(a) sets out that the 
nurses are authorized. The performance of a procedure by 
the member is permitted by the regulations, and the mem- 
ber performs a procedure in accordance with the regulations. 
In effect, the college is setting out what authority nurses 
have to perform acts and it can pass appropriate regulations. 
It is within its own authority, through the regulatory power, 
to determine what authority nurses have. To say the col- 
lege does not have that power is incorrect. It does have that 
power. It is something that gives the college expanded au- 
thority, which I am sure it uses very responsibly. 

I would also indicate that there was consultation with 
both organizations, the college and the professional associ- 
ation, with respect to this amendment. Certainly there was 
no problem with the amendment as it related to the author- 
ity provided under the regulations. We understand it was 
very acceptable to the groups. 
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Mr Owens: I have a question around the area of 
grounds for misconduct. Could the parliamentary assistant 
explain to the committee how subsection 2 applies, and 
how this amendment is seen only as an avenue for nurses 


_ to participate in health care, with the expanded scope that 


has been given? Second, how does subsection 2 get around 
the issue of standing orders not being signed retroactively 


_ that nurses raised during the hearings? 


Mr Wessenger: I will call on counsel to answer that 


question. 


Ms Bohnen: Prior to the amendment that appears in 
subsection 2, if a nurse performed an authorized act that 
had not been ordered she was liable to be prosecuted. This 


amendment, with the restructuring together with subsec- 


tion 2, makes it clear that she cannot be prosecuted if she 
acts in the absence of an order that is necessary. She could 
only be held to account for what she did by her own col- 


lege and that change, as I understand it, is viewed very 
_ positively by all nursing organizations. 


With respect to how it relates to standing orders and 
the retroactivity, it does not do so directly. Standing orders 
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and protocols will likely still exist in the health care 
system, at least for some time, and would fall within the 
authority granted in 4.1(1)(b). But since the nurse’s only 
liability, so to speak, would be to her own college, I think 
we could expect the college to take into account the diffi- 
culty the nurse was placed in in operating under the authority 
of a standing order, with perhaps greater sympathy than a 
court might have if the nurse had been prosecuted. 


Mr Beer: If all those organizations were consulted, I 
accept what the parliamentary assistant has said. I was 
informed that consultation had not been as set out. How- 
ever, that being said, I want to underline again that we 
believe very strongly that this amendment moved by the 
government goes very much against the spirit of what we 
are trying to do. It is not necessary, and for that reason we 
will be opposing it. 


Mr Martin: I understand where Mr Beer is coming 
from on this. If in fact it is against the spirit of levelling 
out the health profession field in terms of who can do what 
and creating more of a team approach to the delivery of 
medicine, I would like to hear somebody from counsel or 
the ministry speak to that for a minute. 


Mr Wessenger: I would like counsel to speak to that, 
as per your request, Mr Martin. 


Ms Bohnen: The health care system certainly will be 
enhanced by teamwork and the government believes that 
better teamwork will result from it. Better teamwork also 
depends on the members of the team knowing what their 
authority is. Right now, under the Health Disciplines Act, 
the scope of practice of nursing is not even defined or 
described, and in practice in hospitals and in the commu- 
nity, nurses have very little clearly defined authority to act 
without a medical order. 

These amendments and the earlier amendments not 
only clarify what the scope of practice of nursing is, but 
provide an ongoing mechanism for nursing to say nurses 
decide for themselves to do the following, A, B, C or D, 
whatever it may be that nursing determines nurses do on 
their own authority. That will be clear to nurses, who need 
the clarity to know how to operate in the settings in which 
they work; it will be clear to hospitals and community 
agencies that employ them, and it will be clear to other 
members of the team. Doing it in the way the government 
has proposed also provides safeguards so that the govern- 
ment and the public, through the advisory council and its 
review of the Nursing Act regulations, know that patient 
care is going to be advanced by the regulations made by 
the college of nurses and that patient safety and the 
wellbeing of patients is enhanced by it. 

I think the government’s position is that in principle it 
absolutely agrees with what Mr Beer has been saying. The 
issue has come down to, should the act be silent on what 
things nurses do on their own authority or should this pro- 
posed mechanism be put in so that it can be defined in the 
regulations? 

Mr Martin: To help me understand this a bit, what 
you are saying then is that in many instances nurses operate 
autonomously and do what they are trained to do, but there 
are some instances in which, perhaps because of the 
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seriousness of the act or the situation, somebody has to 
decide what needs to be done and in that instance it is 
somebody who has a specialization in that particular area. 
Is that what you are saying to me? 


Ms Bohnen: First of all, remember we are only talk- 
ing about authority to perform things that are controlled 
acts. Much of the scope of practice of nursing is not con- 
trolled by the controlled acts in any way. Nurses do those 
things on their own authority, but there are hazardous 
things for which orders much be written for the patient, 
and the question is, who should write those orders? When 
you say that a member of a particular profession should 
write the order or should be able to write the order, what 
you are really saying is that a member of a particular pro- 
fession has the qualifications, the experience and so on to 
make treatment decisions about the patient. 

This legislation recognizes that nurses are qualified to 
make certain treatment decisions but not all treatment de- 
cisions, that some are sufficiently hazardous that they 
ought to be made by a physician, a dentist, a midwife or a 
chiropodist because of their more specialized training in 
the area, but that, yes, there are things that nurses are 
qualified to make treatment decisions about. Paragraph (a) 
of the amendment authorizes the college of nurses to deter- 
mine, in the way the system has those determinations 
made, what those things are. 


Mr Martin: I have just one more question for the 
parliamentary assistant. In your initial comments you said 
that this gives the midwife permission to do certain things. 
I am wondering why that would not have been included in 
the Midwifery Act. 

Mr Wessenger: I think what I referred to is the fact 
that midwives are authorized under their act to prescribe 
drugs and to administer substances by injection. That is 
part of their authorized acts. They can write an order for a 
patient, and then a nurse might administer that substance, 
might follow that patient order, just like a doctor might do 
the same type of order. 


Mr Beer: We want to remember what it is we are 
trying to do. In terms of where the act is silent or not silent 
and what ought to be in the act or not in the act, fundamen- 
tally we are still creating a college of nurses which I be- 
lieve is going to operate and act and make decisions in an 
appropriate and responsible way. In doing that and in 
working out how they do that, they will have to take heed 
of other colleges and other professions that are active. I 
have no problem in that context with clause 4.1(1)(a), 
which seems to me clearly one of the things the college of 
nurses will do, but I believe that (b) is inappropriate in the 
legislation, that this is something which is more appropri- 
ately dealt with by the colleges in working out how this 
will take place. It does insert a certain hierarchy, which 
may not be intended but none the less is there, as to where 
nurses fit into the scheme of things. 
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With this legislation we are clearly establishing some 
new norms, some new directions, some new ways in 
which we are in effect going to require colleges to work 
together, one with the other. I simply read clause (b) as a 
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step backwards. In a very real sense it appears that what 
one has taken out from the scope of practice with one 
hand, one has put back in through the back door. While I 


understand the practical arguments around how the vari- 


ous professions ought to work together, I believe that can 
be sorted out in a way that does not require a specific 
legislative act. Because of clause (b), I just do not believe 
we can support this amendment. 


Mr J. Wilson: Those comments ignore the fact that 
nurses already are under a hierarchy in that they have to 
take orders from dentists and medical doctors. I will be 
voting against the government amendment, as I have al- 
ready made clear, because we very strongly feel that the 
government, contrary to what it has said publicly time and 
time again to nursing associations, is again reinforcing this 
hierarchy by dictating that nurses now will take orders from 
midwives and chiropodists. We are going from bad to worse. 


Ms Haeck: I would have to disagree with my honour- | 


able colleague Mr Wilson. 
Mr J. Wilson: At least we got “honourable” today. 
Ms Haeck: It is more than that. In fact, you have been 


an extremely active member of this committee and I feel | 
that you have had a lot of good things to say. However, I | 


think there is another side to this. That is the side of the 


midwives. Thinking about all the discussion we have | 
heard, be it here in Toronto or on the road, I feel that | 
having it written here in this part of the legislation reinforces | 
and supports a very strong concern on the part of the mid- | 
wives that they be allowed to practise in hospital as part of | 
the nursing team, which I do not feel would necessarily | 


happen if it was strictly left to the college. 


It behooves us as legislators to have it clearly outlined | 
that midwives are part of the health care team. They are | 
going to be able to follow their patients from their home | 
into hospital and practise appropriately within the hospital | 
setting. I think it is an extremely important portion of this | 
piece of legislation to make sure it is here and is support- | 
ive of a very new, innovative procedure that does not exist | 


at the present time. 


Mr Beer: I would like to make very clear that I am | 
not arguing that midwives and nurses, or chiropodists and | 
nurses, should not work co-operatively together. As we | 
have done in supporting the Midwifery Act, we see them | 
as a very important new part of the whole area of the | 
health care professions, but what is still a key element to | 
recognize is how we do that. To do that, I do not believe | 
having this part in the act is necessary, and I believe it sends | 
out a variety of other messages about the place of nursing, I | 


think we need to deal with that through the colleges. 


The Chair: Further debate on the amendment? All | 


those in favour of the amendment? Those opposed? 
Motion agreed to. 


Sections 5 and 6 agreed to. 
Les articles 5 et 6 sont adoptés. 


Section/article 7: 


Mr J. Wilson: Perhaps I may make a comment on | 
section 7 on behalf of registered nursing assistants, or | 


practical nurses as they are referred to in section 7 and the 
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remainder of the act. We certainly believe registered nurs- 
ing assistants should have their own college. We share the 
disappointment of registered nursing assistants that the 
government did not bring forward a profession-specific act 
for RNAs. 

| This is just to point out that Ontario remains the only 
_ province where RNs and RNAs register with the same 
board. Many RNAs are unhappy about being regulated 
_ with RNs by the College of Nurses of Ontario. Twice in 
the past eight years, the Ontario Association of Registered 
Nursing Assistants has surveyed its membership and found 
that over 90% of those who responded favoured separa- 
_ tion. One of the main reasons for RNAs’ dissatisfaction 
is that their profession is outnumbered two to one by 
RNs on the present council, which is section 8 of the 
act. 

I would like to ask that this matter be referred to the 
advisory council. I would also like some sort of guarantee 
from the parliamentary assistant at this time that this mat- 
ter will be looked at in a timely manner. 


Mr Owens: I would like to suggest to the member of 
the third party that it is my understanding the government 
has referred this issue, or will refer this issue, to the advi- 
sory council for determination as to whether the two nurs- 
ing groups should be divided. It is the feeling that there is 
clearly enough evidence pointing to the fact that there are 
differences, that there are problems with respect to their 
current association, and that an investigation should take 
place with a view to perhaps separating the two groups 
into two separate colleges. That has been done or will be 
done, and if there is any clarification on the matter, I ask 
the parliamentary assistant to correct or add to the 
record. 


Mr Wessenger: Yes, I would like to confirm that. In 
my opening statement, I indicated the matter would be 
referred to the advisory council, so it is clearly on record 
that this matter will be dealt with. 


Mr J. Wilson: Do we have a time frame for that? 


Mr Wessenger: I understand the intention is to set up 
the advisory council. That is the first aspect of this legisla- 
tion, so it will be operating first and we can deal with the 
matter before the rest of the bill is implemented. 


Mr Beer: | think this is an issue where there is agree- 
ment. Indeed, in the nursing assistants’ presentation, they 
asked that this be done. I am certainly glad to see it is 
' going to happen. I agree with my colleague from the Con- 
servative Party that in these things we need to ensure there 
is a time frame that is going to be reasonably quick so that 
this can get resolved. 

Mr Hope: As the RNs and RNAs indicated, there is 
also another health care provider out there called the health 
care aide, who has a very important role in our community 
settings and with our nursing homes. I hope that through 
the advisory committee, they will also look at individuals 
who work in that profession, making sure the determina- 
tion is there. I feel confident that among them, those pro- 
fessionals on the advisory committee will be able to 
come up with a good standard, providing for the people 
of Ontario. 














Section 7 agreed to. 
Larticle 7 est adopté. 
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Section/article 8: 


The Chair: Mr Wessenger moves that clause 8(1)(a) 
of the bill be struck out and the following substituted: 

“(a) Twenty-one persons who are members elected in 
the prescribed manner, fourteen from among members 
who are registered nurses and seven from among members 
who are practical nurses.” 

And he further moves that clause 8(1)(b) of the bill be 
amended by striking out “eleven” in the first line and sub- 
Stituting “eighteen.” 

Mr J. Wilson: I would not want a week to go by 
without commenting on the section 8s—nothing to do with 
the MASH show, I am sure. I will be voting against this 
amendment. Members will recall that I put forward an 
amendment earlier dealing with Bill 43 that said that rather 
than having just under 50% lay representation on the coun- 
cils, our party felt a more responsible approach would be a 
60-40 split, with 60% professionals and 40% members of 
the public. We are very concerned about and want to make an 
earnest attempt to preserve the principle of self-regulation. 

The Chair: All those in favour of the amendment? 
Any opposed? 

Motion agreed to. 

Section 8, as amended, agreed to. 

L article 8, modifié, est adopté. 

Section 9 agreed to. 

Larticle 9 est adopté. 

Section/article 10: 

The Chair: Shall section 10 stand as part of the bill? 
All those in favour? Those opposed? 

Section 10 deleted. 

Larticle 10 est rayé. 

Sections 11 to 16, inclusive, deleted. 

Les articles 11 4 16, inclusivement, sont rayés. 

Section/article 17: 

The Chair: Mr Wessenger moves that subsection 
17(1) of the bill be amended by striking out “in the course 
of providing or offering to provide, in Ontario, health care 
to individuals” in the last three lines. 

Motion agreed to. 

The Chair: Mr Wessenger moves that subsection 
17(2) of the bill be amended by striking out “dental nurse” 
in the third line. 

Mr Wessenger: I believe this was requested. It re- 
moves an exception for dental nurses with respect to title 
protection. 

Mr J. Wilson: Could we have a further explanation? 

Mr Wessenger: I will have counsel explain this. 

Ms Bohnen: You may recall we heard from the On- 
tario Dental Nurses and Assistants Association, an aSsocia- 
tion of individuals who work as chairside assistants for 
dentists in their offices. They are not registered nurses or 
registered nursing assistants. Some time in the past they 
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used the title “dental nurse” but now they use the title 
“dental assistant.” It was in the public interest not to per- 
mit these dental assistants to continue to use the term 
“dental nurse” because it is confusing to the public who 
might reasonably believe that they are registered nurses 
with dental qualifications. Since the association did not 
object to the deletion of this exception for their members, 
it seemed like an appropriate amendment. 


Mr J. Wilson: If we remove “dental nurse” from the 
section, you are saying there is no objection whatsoever, 
and there is no longer any need to protect the term “dental 
nurse”? 


Ms Bohnen: That is correct. 
Mr J. Wilson: Okay. I have it straight. 
Motion agreed to. 


The Chair: Mr Wessenger moves that subsection 
17(6) of the bill be amended by striking out “dental nurse” 
in the last line. 


Motion agreed to. 


Section 17, as amended, agreed to. 
Larticle 17, modifié, est adopté. 


Sections 18 and 19 agreed to. 
Les articles 18 et 19 sont adoptés. 


Section/article 20: 


The Chair: Mr Wessenger moves that section 20 
of the bill be amended by striking out “college” in the 
third line and substituting “council” and by striking 
out clause (a). 


Motion agreed to. 


The Chair: Mr Wessenger moves that clause 20(c) of 
the bill be struck out and the following substituted: 

“(c) permitting a member to perform a procedure under 
clause 4.1(1)(a) and governing the performance of the pro- 
cedure including, without limiting the foregoing, prescrib- 
ing the class of members that can perform the procedure 
and providing that the procedure may only be performed 
under the authority of a prescribed member or a member in 
a prescribed class.” 


Mr Wessenger: This relates to the prior amendment 
we passed providing for the passing of regulations to set 
out who may perform certain procedures. It sets out in 
more detail the aspect that they can prescribe that certain 
classes of members may perform certain procedures. 


Mr Beer: I am afraid this is one where, in reading it, it 
is not terribly clear. Could the parliamentary assistant lead 
us through this? Dare I ask for an example? What is going 
on here? Who is doing what to whom and why? 


Mr Wessenger: I may have to ask counsel to advise 
me, but my understanding is that, certainly within the nurs- 
ing profession, there are sometimes special courses that 
can be taken by nurses that would give special qualifica- 
tions. Therefore, under the act you could prescribe that 
people who had taken certain courses would have the au- 
thority to perform certain specific procedures. What is 
happening in nursing is that there is a wide variety of 
training in the nursing profession. I know that very highly 
specialized types of nurses even now perform work that 
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was formerly done by medical residents, and of course the 
whole idea is to expand the scope of practice for the nurs- 
ing profession. 


Mr Beer: In effect this deals, at least in part, with 
some nurses who would have particularly specialized 
training. They would be allowed to do certain things that, 
let’s say, a regular nurse would not. Is that, in simple 
terms, what this is about? 


Mr Wessenger: That is correct. In addition, it allows 
a distinction between the role of the practical nurse and the 
registered nurse. 


Mr J. Wilson: I think it essentially says, if I under- 
stand it, that regulations will be set for certain procedures 
and this gives the legislative authority for setting out who 
actually will perform the procedure as set out in the regula- 
tion, which class of nurse. 


Mr Wessenger: I may ask counsel to add something 
here: 


Ms Bohnen: Basically that is what it does. The open- 
ing words simply give the college of nurses the authority 
to make regulations that might list those procedures that 
nurses are authorized to perform on their own authority. 
The rest of the words just go on to give examples of some 
of the issues these regulations might also address, such as, 
is it all nurses who can authorize them or some special 
class of nurses? It also makes it clear that the regulation 
could permit, say, an RN to make an order that could then 
be implemented by a practical nurse. It gives examples of 
the nature of the regulation-making authority to be exer- 
cised by the college. 


Mr J. Wilson: Just for the record, I did not have any 
problem with clause 4.1(1)(a) of the government’s earlier 
amendment to section 4.1; it was clause 4.1(1)(b) that we 
had a problem with when it referred to having orders taken 
from midwives or chiropodists. I do not have any particu- 
lar problem with this amendment either and we will be 
supporting the amendment. 


Motion agreed to. 


Section 20, as amended, agreed to. 
Larticle 20, modifié, est adopté. 


Sections 21 to 23, inclusive, agreed to. 
Les articles 21 4 23, inclusivement, sont adoptés. 
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Section/article 24: 


The Chair: Mr Wessenger moves that section 24 of 
the bill be amended by adding the following subsection: 

“(4) Despite subsection (1), section 81.1 of the health 
professions procedural code, as it applies in respect of this 
act, does not come into force until one year after this act | 
comes into force.” { 


Mr J. Wilson: I will be opposing this amendment be- | 
cause it relates to the patient relations program. In earlier 
debate last week we made the point that we believe the 
patient relations program does not include real help for | 
victims and is therefore incomplete. Therefore I will be 
voting against this amendment. 
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| suggest you probably need the same in others. I simply 


| Any opposed? 
| Motion agreed to. 
The Chair: Shall section 24, as amended, carry? 


| Mr Beer: Before we do that, not to argue against sec- 
tion 24, I have a question. I was not quite sure of the 
_ appropriate place to raise it, so I decided I would raise it 
_ here and you can determine how we ought to handle this. 
| The question is with respect to the French title and 
some of the French-language phraseology in: the act. We 
are talking about An Act respecting the regulation of the 
_ Profession of Nursing; the French title is Loi concernant la 
réglementation de la profession d’infirmiére ou 
_ d’infirmier. It specifies, in French, both the feminine and 
masculine. 
| In other bills we have not necessarily used both the 
_ male and female modifier. I raise it here simply because I 
am not quite sure whether we ought to have it in those 
_ other bills. Throughout this, and I notice back in section 
17, we were quite clear in talking about “infirmier” and 
“infirmiére.” It may be unfair to ask the parliamentary 
assistant for a linguistic ruling, but I raise it as a question 
as to whether there is any particular problem with those 
acts that only use the one and not both. 

The Chair: The appropriate time for this discussion is 
when I call, “Shall the title carry?” 


Section 24, as amended, agreed to. 
L article 24, modifié, est adopté. 


Section 25 agreed to. 
Larticle 25 est adopteé. 


Title/titre: 
The Chair: We have a question. Mr Wessenger. 


Mr Wessenger: | refer that to the legislative counsel. I 
think he is the person who might be able to give us some 
guidance in that area. 


Mr Spakowski: I am not a bilingual legislative coun- 
sel. We can certainly have someone available to answer it 
if you need the answer in more detail than I can provide. I 
know some of the issues that arose around the question of 
how to deal with the nursing title. My understanding is that 
the French feminine form has been used traditionally. 

Normally in French the masculine for things like pro- 
fessions is used as the neutral or generic word. For nurs- 
ing, the feminine form was used so the masculine form of 
' “infirmiére” could not carry its generic function. It did not 
sound right. Unfortunately, grammatically, the feminine 
form cannot be used as a generic so it was felt that the 
" appropriate way to deal with it was to use both the mascu- 
line and the feminine form. 

Mr Beer: I do not want to get into an extended debate 
over this and it risks getting into a whole series of gender- 
related observations. What you explain may be the way 
this has been done in the past, but I leave that as a question 
which perhaps legislative counsel might raise with other 
colleagues. For example, in Bills 48, 59 and 61, the mas- 
culine is used. It may be that for consistency as well as for 
other reasons we should be using both. If it is felt that here 
for some reason one will not do and you need both, then I 


leave that as a question because it struck me in the way 
this particular bill has been done. 


The Chair: Are you requesting we hold this down so 
there can be that discussion? 


Mr Beer: No, we do not have to hold it over, because 
I think it is quite correct, but it raises the question and I 
simply would like to get a clearer response on it. 


The Chair: It might be appropriate if that question 
were responded to on November 5. We had reserved that 
time for any others. I would point out that we would have 
to reopen the other bills to deal with the title, but I think it 
would be appropriate to have a response from legislative 
counsel at that time. 


Mr Spakowski: This is a topic we have fought long 
and hard on, and perhaps the best is to have a bilingual 
legislative counsel available, or someone from our French 
side of the office to explain more fully how we did what 
we did. 


The Chair: Could they be here on September 5? 
Mr Spakowski: Yes. 


Title agreed to. 
Le titre est adopté. 


The Chair: Shall the bill, as amended, carry? All 
those in favour? Any opposed? Carried. 


OCCUPATIONAL THERAPY ACT, 1991 
LOI DE 1991 SUR LES ERGOTHERAPEUTES 


The Chair: We have some observers here this after- 
noon whom I would like to point out and acknowledge and 
welcome. A delegation of federal representatives is here 
looking not only at the committee process, but at the tele- 
vising of the committee. I hope we can prove helpful as 
you decide how to televise committee hearings on the Hill. 


Sections 1 to 3, inclusive, agreed to. 
Les articles 1 a 3, inclusivement, sont adoptés. 


The Chair: Mr J. Wilson moves that the bill be 
amended by adding the following section: 

“3.1 In the course of engaging in the practice of occu- 
pational therapy, a member is authorized, subject to the 
terms, conditions and limitations imposed on his or her 
certificate of registration, to communicate a diagnosis 
within the scope of practice of occupational therapy.” 


Mr J. Wilson: We believe that occupational therapists 
should be able to communicate a diagnosis within their 
scope of practice, and we believe there is compelling evi- 
dence before this committee that they should be allowed to 
do so. The current practice of occupational therapy in- 
cludes direct communication to their clients about diagno- 
sis. Presentations before the committee showed how this 
communication is inherent in treatment planning and pa- 
tient education. The Ontario Society of Occupational Ther- 
apists remains unconvinced that paragraph 26(2)1 of Bill 
43 will not restrict treatment planning and patient education, 
so I would ask for members’ support on this amendment. 


Mr Wessenger: I will be speaking against this amend- 
ment, as I have spoken against the previous amendments 
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in other acts, because we believe that occupational thera- 
pists perform assessments and not diagnosis. 

The Chair: All those in favour of the amendment? 
Any opposed? 

Motion negatived. 

Section 4 agreed to. 

L article 4 est adopté. 

Section/article 5: 

The Chair: Mr Wessenger moves that clause 5(1)(a) 
of the bill be amended by striking out “at least seven and 
no more than ten” in the first line and substituting “at least 
six and no more than nine.” 

And he further moves that clause 5(1)(b) of the bill be 
amended by striking out “at least four and no more than 
six” in the first line and substituting “at least five and no 
more than seven.” 

The Chair: All those in favour of the amendment? 
Any opposed? 

Motion agreed to. 


Section 5, as amended, agreed to. 
Larticle 5, modifié, est adopteé. 
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Section 6 agreed to. 
Larticle 6 est adopteé. 


Section/article 7: 

The Chair: Shall section 7 stand as part of the bill? 
All those in favour? Any opposed? 

Section 7 deleted. 

Larticle 7 est rayé. 


Sections 8 to 13, inclusive, deleted. 
Les articles 8 4 13, inclusivement, sont rayés. 


Section/article 14: 


The Chair: Mr Wessenger moves that subsection 
14(1) of the bill be amended by striking out “in the course 
of providing or offering to provide, in Ontario, health care 
to individuals” in the last three lines. 


Motion agreed to. 


The Chair: Mr Beer moves that subsection 14(1) of 
the bill be amended by striking out “No person other than 
a member” in the first line and the following substituted: 

“All practising occupational therapists in Ontario shall 
use the title ‘occupational therapist,’ a variation or abbrevi- 
ation or an equivalent in another language in the course of 
providing or offering to provide, service in Ontario.” 


Mr Beer: I believe one of the points raised was to 
make clear the use of OT as an abbreviation. 


Mr Wessenger: I have some difficulty understanding 
the purpose of the amendment because I find the amend- 
ment would prohibit non-members from using the title 
“occupation therapist.” If it does not prohibit it, it requires 
that the title be used, rather than prohibiting non-members 
from using the term. It takes away from the title protection 
as far as I see. I do not understand why we would want to 
take away the title protection from occupational therapists, 
unless I am missing something. 
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Mr Beer: If you have been missing something, I have 
been missing something as well. The concern that was 


raised was about the use of OT, which I gather is com- | 


monly used. There was concern expressed in the submissions 


that others could use that. If what you have suggested cap- | 


tures that, I would be prepared to withdraw it. 
Mr Wessenger: In our opinion, certainly— 
Mr Beer: I have great respect for your opinion. 


Mr Wessenger: My opinion is that the abbreviation is | 


covered, so OT is covered; it would be protected. 
Mr Beer: That and 10 cents will get you a cup of coffee. 
The Chair: Mr Beer, as I understand it, what you 
have requested from the parliamentary assistant is clarifi- 
cation that the legislation would not permit, or would per- 
mit the use of OT? By whom? 


Mr Beer: The legislation would not permit the use of 


OT by people who are not authorized to be called occupa- 
tional therapists. 

Mr Wessenger: That is correct; it would not permit 
the use of OT. 

The Chair: And with that clarification you are with- 
drawing your amendment? 

Mr Beer: I am. 

The Chair: Then it is withdrawn. Mr Wilson? 

Mr J. Wilson: That is fine, Madam Chair. 

Section 14, as amended, agreed to. 

Larticle 14, modifié, est adopté. 

Sections 15 and 16 agreed to. 

Les articles 15 et 16 sont adoptés. 

Section/article 17: 

The Chair: Mr Wessenger moves that section 17 of 
the bill be amended by striking out “college” in the third 
line and substituting “council” and by striking out 
clause (b). 

Motion agreed to. 

Section 17, as amended, agreed to. 

Larticle 17, modifié, est adopté. 

Sections 18 and 19 agreed to. 

Les articles 18 et 19 sont adoptés. 

Section/article 20: 

The Chair: Mr Wessenger moves that section 20 of 
the bill be amended by adding the following subsection: 

“(4) Despite subsection (1), section 81.1 of the health 
professions procedural code, as it applies in respect of this 
act, does not come into force until one year after this act 
comes into force.” 

Motion agreed to. 

Section 20, as amended, agreed to. 

Larticle 20, modifié, est adopté. 

Section 21 agreed to. 

Larticle 21 est adopté. 

Title agreed to. 

Le titre est adopté. 

The Chair: Shall the bill, as amended, carry? All 
those in favour? Any opposed? Carried. 
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OPTICIANRY ACT, 1991 
LOI DE 1991 SUR LES OPTICIENS 


Sections 1 and 2 agreed to. 
Les articles 1 et 2 sont adoptés. 


Section/article 3: 


The Chair: Mr Wessenger moves that section 3 of the 
bill be amended by striking out “upon the prescription of 
an optometrist or physician” in the last two lines. 
| The Chair: Actually, there is a second one. They are 
_ identical. It is my understanding they are placed in order of 
_ when they have been received. I am assuming, Mr Beer, 
that should the government’s motion carry, you will be 
_ withdrawing yours. 
| Mr Beer: I think that would be a good assumption to 
_ make, and I would so do. 
| Simply put, we feel, for the reasons that have been 
_ advanced, that this is a change we wanted to make. It was 
agreed to by those who have spoken to it and simply 
_ reflects that. 

Mr J. Wilson: Is it my understanding that if this 
amendment were to pass, we would no longer be prescrib- 
ing eyeglasses through opticians? 

Mr Wessenger: No, that is not the case. It just 
changes the scope of practice statement; it does not change 
the aspect— 

Mr J. Wilson: Well, why are we doing it? 

Mr Wessenger: Because we have been doing it in all 
the acts, if I remember correctly. 

Mr J. Wilson: You have taken out “on the order of.” 

Mr Wessenger: Yes, in all the acts. We have taken out 
“on the order of” or “upon the prescription of” in all the 
acts with respect to scope of practice. It was felt unneces- 
sary to be in the scope of practice. 

Mr J. Wilson: Okay. I think the photocopier missed 
this one. I just did not have it in my package so I asked the 
question now. 

Motion agreed to. 

Section 3, as amended, agreed to. 

Larticle 3, modifié, est adopteé. 

Section/article 4: 

The Chair: Mr Wessenger moves that section 4 of the 
bill be amended by striking out “upon the prescription of 
an optometrist or physician” in the last two lines. 

Mr Beer: We have a similar amendment which I 
would withdraw. 

Motion agreed to. 

The Chair: Mr J. Wilson moves that section 4 of the 
bill be amended by adding the following subsection: 

“(2) In this section, ‘dispense’ means the final verifica- 
tion of an ophthalmic appliance for conformity to the pre- 
scription and the final fitting and delivery of the 
appliance.” 
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Mr J. Wilson: We believe that dispensing should be 
precisely defined in this act. There has been a great deal of 
debate among professionals as to what it means in this act. 


We believe this definition appropriately identifies and con- 
trols the limited risk involved in the dispensing of eyewear 
and also preserves the role of the optician in the process. 

Without a definition of “dispensing,” there is no cer- 
tainty as to what the government intends to be controlled 
and therefore to be limited to the profession of opticians 
and what is permitted by their unregulated assistants. Our 
definition of “dispensing” will ensure that no one leaves a 
retail eyewear outlet without having an optician examine 
the final product. I think that is very important. This will 
ensure that the proper checks are in place to protect chil- 
dren under the age of visual maturity and those who are 
purchasing contact lenses. 

Our definition will also ensure that everyone who 
walks in with a prescription will walk out with the pre- 
scribed prescription. We believe that allowing unregulated 
frame stylists to assist in the choice of frames and to do 
initial consultation and other clerical duties associated with 
an ophthalmic dispenser’s practice will result in cost-effec- 
tive delivery of these services. I remember we argued that 
a great deal during the committee hearings. At the same 
time, enormous advances in technology are recognized and 
the quality of the professional service will be ensured by 
the timely intervention of the opticians in the final fitting 
and delivery stage of the ophthalmic device dispensing 
process. 


Mr Beer: Just to try to understand more clearly the 
point of this amendment, would the optician not be respon- 
sible within his or her place of business for the final verifi- 
cation of the appliance? I am trying to understand how this 
would make the optician’s responsibility any clearer than it 
is under the wording that is there. I would think that ulti- 
mately it is the responsibility of the optician that the work 
done by anybody in his or her employ is appropriate and 
would meet all the needs you have set out. 


Mr J. Wilson: May I clarify, Madam Chair? 


The Chair: Yes. According to the rules of procedure 
of committees, members can request or put questions on 
the record or request questions to the parliamentary assis- 
tant. If other members of the committee are not witnesses 
before the committee, they cannot be compelled to answer. 
However, Mr Wilson would like to respond. 


Mr J. Wilson: Perhaps I will clarify it, because Mr 
Beer points out exactly the argument. We feel very 
strongly that the word “dispense” needs to be defined. I 
think Mr Beer agrees with us that the word “dispense” 
means the final verification. You know pretty well whether 
your eyeglasses enable you to see properly or not. We do 
not believe the optician must be involved in every single 
stage of the process of filling out the prescription, but we 
believe very strongly that consumers should not leave the 
eyewear shop until an optician has given final verification 
that the glasses meet exactly the prescription as prescribed. 

Because you point out exactly the debate that is going 
on, we look for support to clarify the meaning of the word 
“dispense.” The understanding you have, Mr Beer, is not 
shared by everyone and yet we agree with your under- 
standing and would like to see it clarified in the act. 
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Mr Beer: You make it very difficult not to agree with 
you and everything you have said. 
Mr J. Wilson: I am doing my best. 


Mr Beer: Can I ask the parliamentary assistant if he 
could comment on the sense of “dispense”, if I can put it 
that way, in this section as the government has drafted it 
and to comment on what our colleague has said? 


Mr Wessenger: Perhaps I could reiterate from mem- 
ory the position with respect to the opticians. It was 
strongly opposed by the professional associations and the 
board. 

Mr Beer: What was strongly opposed? 

Mr Wessenger: This definition that is proposed by 
Mr Wilson was strongly opposed at the hearings by the 
professional opticians because they felt it would have an 
impact on the role of the opticians. They felt it would 
result in layoffs and reduced job opportunities for them. 
They also were concerned about the fact that it would 
reduce the quality of the programs. There was some debate 
with respect to the opticians and another group that took 
the opposing position, but they were certainly concerned 
about the quality of programs and felt it was necessary to 
not lessen the definition of “dispense.” 

There is a minor problem with the subsection in the 
term “ophthalmic appliance.” It is not a correct definition, 
I am advised. The other aspect is that the same result that 
is set out in the proposed amendment could be achieved 
through delegation by an optician. 

Mr Beer: So in point of fact, in reading the way it is 
worded, the optician is responsible for what goes on within 
his or her place of business. 

Mr Wessenger: There is no question that this amend- 
ment would loosen control over the dispensing exercise by 
the governing body of opticians. That would be the effect 
of the amendment. 

The Chair: All those in favour of the amendment? 
Those opposed? 


Motion negatived. 


Section 4, as amended, agreed to. 

Varticle 4, modifié, est adopté. 

The Chair: Mr Wessenger moves that the bill be 
amended by adding the following section: 

“4,.1(1) A member shall not dispense subnormal vision 
devices, contact lenses or eyeglasses under the authority of 
section 4 except upon the prescription of an optometrist or 
physician. 

“(2) In addition to the grounds set out in subsection 
49(1) of the health professions procedural code, a panel of 
the discipline committee shall find that a member has 
committed an act of professional misconduct if the mem- 
ber contravenes subsection (1).” 


Motion agreed to. 
Section 5 agreed to. 
Larticle 5 est adopté. 
Section/article 6: 


The Chair: Mr Wessenger moves that clause 6(1)(a) 
of the bill be amended by striking out “at least eight and no 
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more than twelve” in the first line and substituting “at least 
seven and no more than ten.” 


And he further moves that clause 6(1)(b) of the bill be | 
amended by striking out “at least four and no more than | 


six” in the first line and substituting “at least five and no 
more than eight.” 

The Chair: All those in favour of the amendment? 
Any opposed? 

Motion agreed to. 

Section 6, as amended, agreed to. 

Larticle 6, modifié, est adopté. 

Section 7 agreed to. 

Larticle 7 est adopté. 

Section/article 8: 

The Chair: Shall section 8 stand as part of the bill? 
All those in favour? Any opposed? 

Section 8 deleted. 

Larticle 8 est rayé. 

Sections 9 to 14, inclusive, deleted. 

Les articles 9 4 14, inclusivement, sont rayés. 

Section/article 15: 

The Chair: Mr Wessenger moves that subsection 
15(1) of the bill be amended by striking out “in the course 
of providing or offering to provide, in Ontario, health care 
to individuals” in the last three lines. 

Motion agreed to. 

Section 15, as amended, agreed to. 

Lrticle 15, modifié, est adopté. 

Sections 16 and 17 agreed to. 

Les articles 16 et 17 sont adoptés. 

Section/article 18: 

The Chair: Shall section 18 stand as part of the bill? 
All those in favour? Any opposed? 

Section 18 deleted. 

Larticle 18 est rayé. 
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Sections 19 to 21, inclusive, agreed to. 

Les articles 19 a 21, inclusivement, sont adoptés. 

Section/article 22: 

The Chair: Mr Wessenger moves that section 22 of 
the bill be amended by adding the following subsection: 

“(4) Despite subsection (1), section 81.1 of the health 
professions procedural code, as it applies in respect of this 
act, does not come into force until one year after this act 
comes into force.” 

Section 22, as amended, agreed to. 

Larticle 22, modifié, est adopté. 

Section 23 agreed to. 

Larticle 23 est adopté. 

Title agreed to. 

Le titre est adopté. 

The Chair: Shall the bill, as amended, carry? All 
those in favour? Any opposed? Carried. 


The Chair: All members have received the informa- 


tion regarding Bill 60, An Act respecting the regulation of 
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the Profession of Optometry. We have two additional 


amendments, one to section 3 and one to section 4. These 


_ replace the ones you have in your packet. Mr Wilson? 


Mr J. Wilson: Perhaps I may request a 10-minute recess. 
The Chair: We have a request for a 10-minute recess. 


_ The committee stands in recess until 5:00 pm. 


The committee recessed at 1651. 


OPTOMETRY ACT, 1991 
LOI DE 1991 SUR LES OPTOMETRISTES 


Sections 1 and 2 agreed to. 
Les articles 1 et 2 sont adoptés. 


The Chair: There are several amendments for section 
3. Mr Wilson’s motion is first in the order in which they 


_ were received. 


Mr J. Wilson: It is a little tricky here, Madam Chair. I 


_ will agree to stand down my motions on both section 3 and 
section 4 if the government will stand down its two 
amendments. We just received today the final wording of 


the government’s amendments. I think it would give the 
Ontario Association of Optometrists and all members suf- 


- ficient time to study the new wording if we stood it down 
— until next week, either November 4 or 5, because it is a 
_ little complicated. I have heard some reverberations from 


the association of optometrists that perhaps the 
government’s new wording today is not an improvement 
upon the government amendments that were in our pack- 
age prior to today. I would agree to stand down mine if the 
government members would agree to stand down theirs. 
Mr Beer: I would like to support what our colleague 
has just said. There have been a number of discussions 
around the wording here, but as recently as this morning 


another possible way of expressing the scope of practice 


has come forward. I think we should stand down all the 
amendments to this section so that we can provide for the 
optometrists to look more thoroughly at the government’s 
proposal and also, quite frankly, give all of us a chance to 
talk with them, because I think with all these different 
proposals coming forward and different ideas as to what 
they mean, it might help us. I do not think it would hurt if 
in fact we finalized it next Monday or Tuesday. I think we 


--can deal with the other parts of the bill. There are two 


sections that are related to the scope of practice, and if we 
could stand those down it would be useful. 

Mr Owens: I have just a quick question for Mr Wil- 
son. Are you looking at dealing with this issue next week, 
next Monday or— 

Mr J. Wilson: That would be agreeable. Monday or 
Tuesday would be fine with us. 

Mr Owens: We do not have a problem with standing 
those issues down to give the profession an opportunity to 
look at the wording. 

The Chair: We will stand down section 3 and section 
4 until either next Monday or Tuesday, as time permits. We 
will deal with them at the conclusion of the package of bills. 

Section 5 agreed to. 

Larticle 5 est adopté. 
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Section/article 6: 

The Chair: Mr Wessenger moves that clause 6(1)(a) 
of the bill be amended by striking out “at least six and no 
more than ten” in the first line and substituting “at least 
eight and no more than nine.” 

And he further moves that clause 6(1)(b) of the bill be 
amended by striking out “at least four and no more than 
six” in the first line and substituting “at least seven and no 
more than eight.” 

And he further moves that clause 6(1)(c) of the bill be 
struck out and the following substituted: 

“(c) one person selected in the prescribed manner from 
among members who are members of a faculty of optome- 
try of a university in Ontario.” 

The Chair: All those in favour of the amendment? 
Any opposed? 

Motion agreed to. 

Section 6, as amended, agreed to. 

Larticle 6, modifié, est adopté. 

Section 7 agreed to. 

Larticle 7 est adopté. 

Section/article 8: 

The Chair: Shall section 8 stand as part of the bill? 
All those in favour? Those opposed? 

Section 8 deleted. 

Larticle 8 est rayé. 

Sections 9 to 14, inclusive, withdrawn. 

Les articles 9 4 14, inclusivement, sont rayés. 

Section 15 agreed to. 

Larticle 15 est adopté. 

Section/article 16: 

The Chair: Mr Wessenger moves that subsection 
16(1) of the bill be amended by striking out “in the course 
of providing or offering to provide, in Ontario, health care 
to individuals” in the last three lines. 

Motion agreed to. 

Section 16, as amended, agreed to. 

Larticle 16, modifié, est adopté. 

Sections 17 and 18 agreed to. 

Les articles 17 et 18 sont adoptés. 
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Section/article 19: 

The Chair: Mr Wessenger moves that section 19 of the 
bill be amended by striking out “college” in the third line and 
substituting “council” and by striking out clause (c). 

Motion agreed to. 

The Chair: Mr Wessenger moves that clause 19(b) of 
the bill be amended by striking out “number” in the first line. 

Motion agreed to. 

Section 19, as amended, agreed to. 

Larticle 19, modifié, est adopté. 

Sections 20 to 22, inclusive, agreed to. 

Les articles 20 a 22, inclusivement, sont adoptés. 

Section/article 23: 

The Chair: Mr Wessenger moves that section 23 of 
the bill be amended by adding the following subsection: 
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“(4) Despite subsection (1), section 81.1 of the health 
professions procedural code, as it applies in respect of this 
act, does not come into force until one year after this act 
comes into force.” 


Motion agreed to. 

Section 23, as amended, agreed to. 
Larticle 23, modifié, est adopté. 
Section 24 agreed to. 

Larticle 24 est adopteé. 


Title agreed to. 
Le titre est adopté. 


The Chair: We will hold the rest down until we com- 
plete the bill. 


MEDICINE ACT, 1991 
LOI DE 1991 SUR LES MEDECINS 


The Chair: There was an amendment by Mr McC- 
lelland. Does everyone have the amendment? Are you 
ready to proceed, Mr Beer? 


Mr Beer: Yes, if that is agreeable to everyone. I do 
not want to go into everything that was said yesterday by 
Mr McClelland but simply to note that this amendment 
speaks to concerns that were raised by psychiatric patients 
about the need to be clearer with respect to their rights and 
how these acts would operate in terms of the profession of 
medicine. In our view, this sets out additional grounds for 
misconduct that would better protect psychiatric patients. 

Mr J. Wilson: I will be opposing this amendment 
mainly because I do not think it is appropriate at this time 
in the bill to bring forward an amendment, although it is 
very well intentioned. I had asked, prior to our last ad- 
journment, why this amendment could not be discussed in 
the context of Bill 109 and the Advocacy Act where it is 
more appropriate and would cover all the professions. 


Mr Wessenger: I would like to speak with respect to 
the proposed amendment. Certainly the principle of the 
proposed amendment is good, but unfortunately, for vari- 
ous reasons, I do not feel it is appropriate to support it at 
this time. 

First, I think any amendment should be an amendment 
not just to this bill, the Medicine Act, but should apply to 
all professions. Therefore, it should be in Bill 43. I think 
that is the appropriate place for it. That is the first aspect of 
my concern. 

The second aspect is that shortly we are going to be 
having hearings with respect to the Consent to Treatment 
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Act and I know the various health professions want to 
make certain representations with respect to that act and 


want to be consulted on the whole aspect of the question of | 


consent to treatment. I think we should listen to the profes- 
sions and see what representations they make with respect 
to the matter. 

Third, I think it is appropriate that we should ask each 
profession to come forward with its proposal with respect 


to how to deal with the problem of consent, because I | 


think there may be variations with respect to what is ap- 


propriate for each profession. I think it is very important | 
that we get all the input and that the professions them- | 


selves be given the opportunity to deal with this matter. 


I should add that it can also be dealt with under the | 
regulations of each act, so the matter can be dealt with ina | 
regulatory manner. Hopefully the professions will come | 


forward with an agreed upon language that we can appro- 
priately incorporate into their respective regulations. 


Mr Beer: With respect to Bills 108 and 109, which 
deal with substitute decisions and consent to treatment, 
they do not contain any enforcement or penalty provisions. 
This has been of real concern to psychiatric patients in 
terms of how they can proceed. They feel it is very diffi- 
cult, if not impossible, to persuade a justice of the peace to 
lay a charge if you are dealing with the Mental Health Act 
and that what is important is to put it into this act, which is 
direct and specific, and it was for that reason we have put 
it in here. 

I think that at this point, in terms of what is going to 
happen to Bills 108 or 109, they would tend to be general 
in application. To protect the concerns raised by the psy- 
chiatric patient advocate office, the best way of dealing 


with that is to deal with Bill 55. For that reason, we would | 


continue to urge that this new motion, section 17.1, addi- 


tional grounds for misconduct, be approved and placed | 


within the bill. 


The Chair: All those in favour of the motion? Those | 


opposed? 
Motion negatived. 


The Chair: Shall the bill, as amended, carry? All | 


those in favour? All those opposed? Carried. 


That concludes the agenda for today. We will be deal- | 
ing with the four outstanding bills tomorrow and then con- | 
clude on Monday, November 4, and Tuesday, November 5, | 
as necessary, hopefully, all matters dealing with this pack- | 


age of legislation. 
The committee adjourned at 1719. 
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LEGISLATIVE ASSEMBLY OF ONTARIO 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


Tuesday 29 October 1991 


The committee met at 1553 in room 151. 
REGULATED HEALTH PROFESSIONS ACT, 1991, 
AND COMPANION LEGISLATION 


LOI DE 1991 SUR LES PROFESSIONS 
DE LA SANTE REGLEMENTEES 
ET LES PROJETS DE LOI QUI LACCOMPAGNENT 


Resuming consideration of Bill 43, the Regulated Health 


Professions Act, 1991, and its companion legislation, 
‘Bills 44-64. 


Suite de l’étude du projet de loi 43, Loi sur les profes- 
sions de la santé réglementées et les projets de loi, 44 a 64, 
qui l’accompagnent. 

PHARMACY ACT, 1991 
LOI DE 1991 SUR LES PHARMACIENS 

The Chair: I will begin calling the clauses. 

Sections 1 to 6, inclusive, agreed to. 

Les articles 1 4 6, inclusivement, sont adoptés. 

Section/article 7: 

The Chair: Mr Wessenger moves that clause 7(1)(a) 


_ of the bill be amended by striking out “at least nine and no 
more than twenty” in the first line and substituting “at least 








nine and no more than seventeen.” 


And he further moves that clause 7(1)(b) of the bill be 


amended by striking out “nine” in the first line and substi- 
_tuting “at least nine and no more than sixteen.” 


All those in favour? All those opposed? 

Motion agreed to. 

Section 7, as amended, agreed to. 

Larticle 7, modifié, est adopté. 

Section 8 agreed to. 

Larticle 8 est adopté. 

Section article 9: 

The Chair: Shall section 9 stand as part of the bill? 


| All those in favour? Any opposed? 


Section 9 deleted. 
Larticle 9 est rayé. 


Sections 10 to 14, inclusive, deleted. 
Les articles 10 a 14, inclusivement, sont rayés. 


Section/article 15: 
The Chair: Mr Wessenger moves that subsection 15(1) 


| of the bill be struck out and the following substituted: 


“(1) The college shall have an accreditation committee. 
“(1.1) The council shall appoint the members of the 


accreditation committee. 


“(1.2) The composition of the accreditation committee 
shall be in accordance with the regulations.” 

Motion agreed to. 

Section 15, as amended, agreed to. 

Larticle 15, modifié, est adopté. 


Section/article 16: 

The Chair: Shall section 16 stand as part of the bill? 
All those in favour? Any opposed? 

Section 16 deleted. 

L article 16 est rayé. 

Section/article 17: 

The Chair: Mr Wessenger moves that subsection 
17(1) of the bill be amended by striking out “in the course 
of providing or offering to provide, in Ontario, health care 
to individuals” in the last three lines. 

Motion agreed to. 


Section 17, as amended, agreed to. 

Larticle 17, modifié, est adopté. 

Sections 18 and 19 agreed to. 

Les articles 18 et 19 sont adoptés. 

Section/article 20: 

The Chair: Mr Wessenger moves that section 20 of 
the bill be struck out and the following substituted: 

“20. Subject to the approval of the Lieutenant Gover- 
nor in Council and with prior review by the minister, the 
college may make regulations providing for the composi- 
tion of the accreditation committee.” 

Motion agreed to. 

Section 20, as amended, agreed to. 

Larticle 20, modifié, est adopteé. 

Sections 21 to 23, inclusive, agreed to. 

Les articles 21 4 23, inclusivement, sont adoptés. 

Section/article 24: 

The Chair: Mr Wessenger moves that section 24 of 
the bill be amended by adding the following subsection: 

“(4) Despite subsection (1), section 81.1 of the health 
professions procedural code, as it applies in respect of this 
act, does not come into force until one year after this act 
comes into force.” 

Motion agreed to. 

Section 24, as amended, agreed to. 

Larticle 24, modifié, est adopté. 

Section 25 agreed to. 

Larticle 25 est adopté. 

Title agreed to. 

Le titre est adopté. 

The Chair: Shall the bill, as amended, carry? All those 
in favour? Any opposed? Carried. 

That completes Bill 61. It will be ordered along with all 
of the others. Are we ready for Bill 62, An Act respecting the 
regulation of the Profession of Physiotherapy? 

Mr Wessenger: I wonder if we could have a short 
recess. 
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The Chair: Fine. A five-minute recess has been re- 
quested by the government. The committee stands in recess 
for five minutes. 

The committee recessed at 1559. 
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PHYSIOTHERAPY ACT, 1991 
LOI DE 1991 SUR LES PHYSIOTHERAPEUTES 


The Chair: The standing committee on social develop- 
ment is now in session on Bill 62, an Act respecting the 
regulation of the Profession of Physiotherapy. 


Sections 1 to 3, inclusive, agreed to. 
Les articles 1 43, inclusivement, sont adoptés. 


Section/article 4: 


The Chair: Mr Wessenger moves that section 4 of the 
bill be struck out and the following substituted: 

“4, In the course of engaging in the practice of physio- 
therapy, a member is authorized, subject to the terms, con- 
ditions and limitations imposed on his or her certificate of 
registration, to perform the following: 

“1, Moving the joints of the spine beyond a person’s 
usual physiological range of motion using a fast, low ampli- 
tude thrust. 

“2. Tracheal suctioning.” 

All those in favour? Any opposed? 


Motion agreed to. 


The Chair: Mr J. Wilson moves that section 4 of the 
bill be struck out and the following substituted: 

“4, In the course of engaging in the practice of physio- 
therapy, a member is authorized, subject to the terms, con- 
ditions and limitations imposed on his or her certificate of 
registration, to perform the following: 

“1, Communicating a diagnosis within the scope of 
practice of physiotherapy.” 

“2. Moving the joints of the spine beyond a person’s 
usual physiological range of motion using a fast, low ampli- 
tude thrust. 

“3. Tracheal suctioning.” 

Mr J. Wilson: The intent of the amendment, which 
differs from the government amendment we just passed, is 
that we believe physiotherapists should be allowed to com- 
municate a diagnosis within their scope of practice. At 
present, physical therapists routinely communicate to their 
clients their findings of physical disorders or dysfunctions. 
This communication is not only necessary for the patient to 
understand his condition and the treatment plan suggested 
by the therapist but is most important for the patient to give 
informed consent to further treatment of his condition. It 
will also severely limit the usual practice of advising and 
educating the patient on methods of treatment and preven- 
tion if physical therapists are not permitted to communicate a 
diagnosis within their scope of practice. 

Mr Wessenger: I will be opposing this amendment, as I 
have opposed the other amendments, because we believe 
physical therapists do not diagnose but do assessments only. 


The Chair: All those in favour? Any opposed? 
Motion negatived. 


Section 4, as amended, agreed to. 

Larticle 4, modifié, est adopté. 

Section 5 agreed to. 

Larticle 5 est adopté. 

Section/article 6: 

The Chair: Mr Wessenger moves that clause 6(1)(a) 
of the bill be amended by striking out “at least seven and 
no more than ten” in the first line and substituting “at least 
seven and no more than eight.” 

And he further moves that clause 6(1)(b) of the bill be 
amended by striking out “at least four and no more than 
six” in the first line and substituting “at least five and no 
more than seven.” 

The Chair: All those in favour? Any opposed? 

Motion agreed to. 

Section 6, as amended, agreed to. 

Larticle 6, modifié, est adopté. 

Section 7 agreed to. 

Larticle 7 est adopté. 

Section/article 8: 

The Chair: Shall section 8 stand as part of the bill? 
All those in favour? Any opposed? 

Section 8 deleted. 

Larticle 8 est rayé. 

Sections 9 to 14, inclusive, deleted. 

Les articles 8 a 14, inclusivement, sont rayés. 

Section/article 15: 

The Chair: Mr Wessenger moves that subsection 
15(1) of the bill be amended by striking out “in the course 
of providing or offering to provide, in Ontario, health care 
to individuals” in the last three lines. 

Motion agreed to. 
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the second line “physical therapist.” 


Mr McClelland: The interchangeability is customary 


within the professional practice. It is in simple language to 
make it more consumer friendly, and appropriately so, for 


those individuals in society who are using the services of | 


physiotherapists and physical therapists and who often see 
them as one and the same. Indeed, it is recognized as such 
within the profession. 


Mr J. Wilson: Members will note that our amend- 
ment following is exactly the same. Therefore, we would 
like to support the Liberal amendment put forward by Mr 
McClelland. To add to what he said, I remind members 
that both titles are currently protected under the Drugless 


Practitioners Act and are protected in analogous legislation — 


in seven of nine other provinces that have similar legislation. 
Mr Wessenger: We will be supporting this amendment. 
Motion agreed to. 


The Chair: Mr Wilson, you are withdrawing your 
amendment? 


Mr J. Wilson: Yes, Madam Chair. 


The Chair: Mr McClelland moves that subsection 15(1) 
of the bill be amended by adding after “physiotherapist” in — 
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Section 15, as amended, agreed to. 

Larticle 15, modifié, est adopté. 

Sections 16 and 17 agreed to. 

Les articles 16 et 17 sont adoptés. 

Section/article 18: 

The Chair: Mr Wessenger moves that section 18 of the 
bill be amended by striking out “college” in the third line 
and substituting “council” and by striking out clause (b). 

Motion agreed to. 

Section 18, as amended, agreed to. 

Larticle 18, modifié, est adopteé. 

Sections 19 to 21, inclusive, agreed to. 

Les articles 19 a 21, inclusivement, sont adoptés. 

Section/article 22: 

The Chair: Mr Wessenger moves that section 22 of 
the bill be amended by adding the following subsection: 

“(4) Despite subsection (1), section 81.1 of the health 
professions procedural code, as it applies in respect of this 
act, does not come into force until one year after this act 
comes into force.” 

Motion agreed to. 

Section 22, as amended, agreed to. 

Larticle 22, modifié, est adopté. 

Section 23 agreed to. 

Larticle 23 est adopté. 

Title agreed to. 

Le titre est adopté. 

The Chair: Shall the bill, as amended, carry? All 
those in favour? Any opposed? Carried. 


PSYCHOLOGY ACT, 1991 
LOI DE 1991 SUR LES PSYCHOLOGUES 


The Chair: Are we ready to proceed with Bill 63? 


Sections 1 to 3, inclusive, agreed to. 

Les articles 1 4 3, inclusivement, sont adoptés. 

Section/article 4: 

The Chair: Mr Wessenger moves that section 4 of the 
bill be struck out and the following substituted: 

“4. In the course of engaging in the practice of psy- 
chology, a member is authorized, subject to the terms, con- 
ditions and limitations imposed on his or her certificate of 
registration, to communicate a diagnosis identifying, as the 
cause of a person’s symptoms, a neuropsychological disor- 
der or a psychologically based psychotic, neurotic or per- 
sonality disorder.” 

Mr Wessenger: This just takes out the word “dysfunc- 
tion” from the previous description of the authorized act. 


Motion agreed to. 

Section 4, as amended, agreed to. 
L article 4, modifié, est adopteé. 
Section 5 agreed to. 

Larticle 5 est adopté. 
Section/article 6: 


The Chair: Mr Wessenger moves that clause 6(1)(a) 
of the bill be amended by striking out “at least six and no 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


S-909 


more than nine” in the first line and substituting “at least 
five and no more than seven”. 

And he further moves that clause 6(1)(b) of the bill be 
amended by striking out “at least four and no more than 
six” in the first line and substituting “at least five and no 
more than eight.” 

All those in favour? Any opposed? 

Motion agreed to. 

Section 6, as amended, agreed to. 

Larticle 6, modifié, est adopté. 

Section 7 agreed to. 

Larticle 7 est adopté. 

Section/article 8: 

The Chair: Shall section 8 stand as part of the bill? 
All those in favour? Any opposed? 

Section 8 deleted. 

Larticle 8 est rayé. 

Sections 9 to 14, inclusive, deleted. 

Les articles 9 a 14, inclusivement, sont rayés. 

Section/article 15: 

Mr Wessenger: I am going to ask that section 15 
stand down until Monday because there are discussions 
between the PhDs and the MAs in psychology which may 
indicate the need for amendments. 

The Chair: Is it agreed that all of section 15 be stood 
down until next Monday? 


Agreed to. 

Sections 16 and 17 agreed to. 

Les articles 16 et 17 sont adoptés. 

The Chair: Mr McClelland, you were going to with- 
draw section 15.1. 

Mr McClelland: I think that would be appropriate, 
but inasmuch as the whole matter is— 

The Chair: Section 15 is a separate section. Section 
15.1 was a new section. It is my understanding that you 
wanted to withdraw it. 

Mr McClelland: We will withdraw it. 

Section/article 18: 

The Chair: Mr Wessenger moves that section 18 of 
the bill be amended by striking out “college” in the third 
line and substituting “council” and by strking out clause (b). 

Motion agreed to. 

Section 18, as amended, agreed to. 

Larticle 18, modifié, est adopté. 

Sections 19 to 21, inclusive, agreed to. 

Les articles 19 4 21, inclusivement, sont adoptés. 

Section/article 22: 

The Chair: Mr Wessenger moves that section 22 of 
the bill be amended by adding the following subsection: 

“(4) Despite subsection (1), section 81.1 of the health 
professions procedural code, as it applies in respect of this 
act, does not come into force until one year after this act 
comes into force.” 


Motion agreed to. 
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Section 22, as amended, agreed to. 

Larticle 22, modifié, est adopté. 

Section 23 agreed to. 

Larticle 23 est adopté. 

Title agreed to. 

Le titre est adopteé. 

The Chair: We cannot call the bill as we have one 
section outstanding. That will be dealt with, for those who 
are interested, on Monday. 
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The Chair: Are we ready to proceed with Bill 64? 


Sections 1 and 2 agreed to. 

Les articles 1 et 2 sont adoptés. 

Section/article 3: 

The Chair: Mr Wessenger moves that section 3 of the 
bill be amended by striking out “on the order of a member 
of the College of Physicians and Surgeons of Ontario” in 
the fifth, sixth and seventh lines. 

Motion agreed to. 

Section 3, as amended, agreed to. 

L article 3, modifié, est adopté. 

Section/article 4: 

The Chair: Mr Wessenger moves that paragraphs 1 and 
2 of section 4 of the bill be struck out and the following 
substituted: 

“1, Performing a prescribed procedure below the dermis. 

“2. Intubation beyond the point in the nasal passages 
where they normally narrow or beyond the larynx. 

“3. Suctioning beyond the point in the nasal passages 
where they normally narrow or beyond the larynx. 

“4, Administering a substance by injection or inhalation.” 

Mr Wessenger: It has been reworded. 


Mr J. Wilson: I have a question for the parliamentary 
assistant. Was any consideration given concerning the con- 
trolled act of allergy testing? That came up in our discus- 
sions with the respiratory therapists. 

Mr Wessenger: I will ask counsel to reply to that one. 


Ms Bohnen: The ministry has also had discussions 
with the profession about that. Their concern had to do 
with whether they would be permitted to administer by 
injection or inhalation substances used to perform allergy 
tests. We have assured them that the ordering of the ad- 
ministration of substances by the physician will certainly 
include antigens, the substances used for allergy testing. I 
do not believe they need to have a concern about this. 

Motion agreed to. 

Section 4, as amended, agreed to. 

Larticle 4, modifié, est adopté. 

The Chair: Mr Wessenger moves that the bill be 
amended by adding the following section: 

“4.1(1) A member shall not perform a procedure under 
the authority of paragraph 1, 2 or 4 of section 4 unless the 
procedure is ordered by a member of the College of Physi- 
cians and Surgeons of Ontario. 
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“(2) In addition to the grounds set out in subsection 
49(1) of the health professions procedural code, a panel of 
the discipline committee shall find that a member has com- 
mitted an act of professional misconduct if the member con- 
travenes subsection (1).” 

Motion agreed to. 

Section 5 agreed to. 

Larticle 5 est adopté. 

Section/article 6: 

The Chair: Mr Wessenger moves that clause 6(1)(a) 
of the bill be amended by striking out “at least eight and no 
more than twelve” in the first line and substituting “at least 
seven and no more than ten.” 

And he further moves that clause 6(1)(b) of the bill be 
amended by striking out “at least four and no more than | 
six” in the first line and substituting “at least five and no 
more than eight.” 

All those in favour? Any opposed? 

Motion agreed to. 

Section 6, as amended, agreed to. 

L article 6, modifié, est adopté. 

Section 7 agreed to. 

Larticle 7 est adopté. 

Section/article 8: 

The Chair: Shall section 8 stand as part of the bill? 
All those in favour? Any opposed? 

Section 8 deleted. 

Larticle 8 est rayé. 

Sections 9 to 14, inclusive, deleted. 

Les articles 9 4 14, inclusivement, sont rayés. 

Section/article 15: 

The Chair: Mr Wessenger moves that subsection 
15(1) of the bill be amended by striking out “in the course 
of providing or offering to provide, in Ontario, health care 
to individuals” in the last three lines. 

Motion agreed to. 

Section 15, as amended, agreed to. 

Larticle 15, modifié, est adopté. 

Sections 16 and 17 agreed to. 

Les articles 16 et 17 sont adoptés. 

Section/article 18: 

The Chair: Shall section 18 stand as part of the bill? 
All those in favour? Any opposed? 

Section 18 deleted. 

Larticle 18 est rayé. 

Sections 19 and 20 agreed to. 

Les articles 19 et 20 sont adoptés. 

Section/article 21: 

The Chair: Mr Wessenger moves that section 21 of 
the bill be amended by adding the following subsection: 

“(4) Despite subsection (1), section 81.1 of the health 
professions procedural code, as it applies in respect of this 
act, does not come into force until one year after this act 
comes into force.” 


Mr J. Wilson: Just as a last hurrah, I put on the record 
that I will be opposing this amendment because it deals 
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with the patient relations committee and program, which 
we believe ignore the right of compensation for victims of 
sexual abuse. 

Mr Owens: Just to comment on Mr Wilson’s com- 
ment, we do not feel that compensation is the sole criterion 
for dealing with the victims of sexual abuse. I will be quite 
pleased to support this amendment. 

Mr J. Wilson: We do not believe it is the sole crite- 
tion either, but it certainly is an important part of any 
program that would come forward. We believe the patient 
relations program is incomplete and that is why we are 
unable to support this amendment in each of the bills. 

The Chair: All those in favour? Any opposed? 


Motion agreed to. 


Section 21, as amended, agreed to. 

Larticle 21, modifié, est adopté. 

Section 22 agreed to. 

Larticle 22 est adopté. 

Title agreed to. 

Le-titre est adopteé. 

The Chair: Shall the bill, as amended, carry? All 
those in favour? Any opposed? Carried. 

This will be ordered with the others. Further business 
for today? The committee stands adjourned until next 
Monday at 3:30. 

The committee adjourned at 1629. 
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LEGISLATIVE ASSEMBLY OF ONTARIO 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


Monday 4 November 1991 


The committee met at 1534 in room 151. 


REGULATED HEALTH PROFESSIONS ACT, 1991, 
AND COMPANION LEGISLATION 


LOI DE 1991 SUR LES PROFESSIONS 
DE LA SANTE REGLEMENTEES 
ET LES PROJETS DE LOI QUI L’ACCOMPAGNENT 


Resuming consideration of Bill 43, the Regulated Health 


Professions Act, 1991, and its companion legislation, 


Bills 44-64. 
Suite de |’étude du projet de loi 43, Loi sur les profes- 
sions de la santé réglementées et les projets de loi, 44 a 64, 


qui l’accompagnent. 


The Chair: The standing committee on social develop- 
ment is now in session. It is my understanding that the 
Minister of Health will be here in approximately 15 minutes 
so I am going to suggest a slight reordering of the agenda 


_and ask if the legislative counsels who are here and ready to 


proceed will begin with the discussions around translation 
of our French-language portions of the bill. 


Mr Spakowski: Good afternoon. I would like to intro- 


duce my colleagues from the office of the legislative counsel. 
Donald Revell is chief legislative counsel and Michel Moisan 
_ is the head of our translation and linguistic services. 


Last week a question was asked about the masculine 
and feminine forms in the French titles of some of the bills 
before the committee. This question raises a difficult issue. 
It involves two principles that are very important to our 
office, that our drafting be gender-neutral, and that our 
drafting be clearly written in proper French and English. 


_ These are principles that are not always easy to reconcile. 
_ Furthermore, their reconciliation is different in the two dif- 


ferent languages. We have considered this matter and we 
are of the opinion that the way it has been dealt with 
reflects current French usage. We would be happy to an- 
swer any questions the committee might have. 


Mr Beer: Thank you very much for the letter and the 
accompanying documents. I do not want to hold us up too 


_ long on this question. I think you have addressed the issues. I 


was just wondering, in terms of this overall question, is 
there a protocol, if you like, in terms of the way Parliament 


_ in Ottawa, the National Assembly in Quebec and the New 
_ Brunswick Legislative Assembly deal with these questions 


of terminology? I just wonder if there is something similar. 
I was not sure whether that might have been noted in the 
document. I did not see it and I wondered whether there was 
an attempt to use common terminology in both languages. 


Mr Moisan: As far as I know, other bilingual jurisdic- 
tions try to follow current French usage. The general way 
of translating position titles, for example, in French would 
be to use the generic masculine. As you know, there is an 


exception in the case of the nurses. That is an exception 


you can also find in Quebec statutes and New Brunswick 
statutes, so other jurisdictions follow the same rules. 


M. Beer : En terminant, je dirais simplement que je 
pense que c’est une des questions qui deviennent impor- 
tantes 4 cause du fait que, de plus en plus, on essaie de 
mettre le terme correct 4 ces titres. Si on peut suivre la 
méme approche qu’on suit 4 Ottawa, a Québec ou a Frede- 
ricton, ol on a d’autres Assemblées législatives qui utili- 
sent la langue frangaise, je pense que ¢a peut étre utile. 
Mais, je vous remercie pour la réponse 4 ma question de la 
semaine passée. Merci beaucoup. 


Ms Haeck: I appreciate Mr Beer’s remarks as well as 
your own. I was just wondering if in some respects we are 
not sending a message that—how shall I put it? I am trying 
to be diplomatic here. Generally we are going to set an 
example of inclusion as opposed to exclusion. I understand 
that the basic form, and for many years the basic title for a 
lot of things was “he.” That was the standard term when 
referring to contract language or whatever. In these days 
there are definitely many exceptions. I was wondering if 
we could not begin by setting an example that in fact both 
sexes are included in the title. 


Mr Moisan: You have to remember that you are dealing 
with two very different languages here. French does not work 
the same way as English. You are absolutely right with “he” 
in English. Of course we have changed that in the recently 
revised statutes. In French, it is another matter altogether. 
The masculine generic is still considered inclusive in 
French in properly written text. That is why we use it and 
that is why other bilingual jurisdictions in the country use 
it. Obviously there are changes in the language in French 
as well as in English. We monitor the situation, and if the 
French language ever changes enough that we feel we are 
no longer following current usage by using the masculine 
generic, obviously we will revise our way of doing things. 


Ms Haeck: The Académie frangaise has not yet been 
picketed by women’s groups as far as changing usage is 
concerned. Is that what you are telling me? 


Mr Moisan: The Académie frangaise, of course, is a 
very important sort of regulating body but it is not the only 
source of current usage. We look at the French press— 
when I say “French” I mean Quebec and New Brunswick, 
as well as France and Belgium—and we try to see what the 
present state of the language is, whatever the Académie says. 


Ms Haeck: I see. I appreciate it. I hope you will ex- 
cuse my facetiousness, but I had wondered how inclusive 
we could be in the North American context. 


Mr Grandmaitre: My question is a very sincere one. 
Since the implementation of Bill 8, how have you been 
reacting or trying to accommodate the needs of Bill 8? 
What have you done in the present ministry or whatever? 
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Mr Revell: Unquestionably the most significant thing 
we have done, Mr Grandmaitre, is to do the Revised Statutes 
of Ontario. I am not sure whether all the members have 
received the Revised Statutes of Ontario 1990 in their offices 
yet, but it is a 12-volume set. It contains the 547 public and 
general statutes of the province in fully bilingual form. 
That is our most significant step. Those statutes will be 
proclaimed in force on 31 December of this year, which is 
in full compliance with Bill 8. 

The next thing we are doing is we have an ongoing 
project in the office to translate the existing body of regu- 
lations into French. We estimate this project to be about a 
five-year project in total. There was no mandate in the 
French Language Services Act for us to do this. There was 
a mandate on the Attorney General to select appropriate 
regulations. In fact, we have gone beyond just selecting 
appropriate regulations. We are attempting to have the 
great bulk of Ontario regulations in French by 1995. Of 
course, all new bills have been drafted in bilingual form 
since the beginning of the year. 


Mr Grandmaitre: But did you not have a deadline, 
though, of 1991? Did you not have five years to do all the 
needed translation? Was this not the program? 

Mr Revell: On the regulations there is no deadline. 
On the statutes the deadline is indeed 1991 and that dead- 
line is being fully complied with. It is December 31, 1991. 

The Chair: Further speakers? On behalf of the commit- 
tee I would like to thank you both very much for the clarifica- 
tion, the presentation today and the very fine work you have 
done in preparing the legislation. I know it is not often that 
we have an opportunity to see the people who prepare every- 
thing for us behind the scenes, and I think it would be appro- 
priate. I know on behalf of all committee members we are 
very impressed with the work you have done and the thought 
you put into it. We would like to thank you very much. 

My suggestion is that we recess until the minister 
shows up. How about starting with a five-minute recess, 
and hopefully the minister will be here at that time? 


Clerk of the Committee: She is just outside the door. 

The Chair: She is just outside the door? Okay, five 
minutes should do it. 

The committee recessed at 1543. 
1549 

The Chair: The standing committee on social develop- 
ment is in session. Are we ready to proceed? We are doing 
clause-by-clause discussion. We will begin with Bill 43. I 
would like to welcome the Minister of Health to our delib- 
erations this afternoon. 


Hon Ms Lankin: Thank you very much. I would like 
to officially table the proposed amendments with respect to 
Bills 43 and 56. They will be read into the record officially 
a little later when Mr Wessenger moves them, but I wanted 
to take a moment to address these amendments. I believe 
the committee members have them in front of them. You 
have had a chance to look at them. As you know, the 
purpose of these amendments is to acknowledge through 
exemption the practice of traditional healing and mid- 
wifery by members of aboriginal communities in Ontario. 
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These amendments the government is proposing today 
have evolved from discussions with aboriginal groups that 
took place since early this summer. I think it is fair to say 
that the first bill which raised these issues for us was the 
Midwifery Act. In the context of reviewing that, it served 
as a catalyst for aboriginal groups to express their concerns 
about the potential negative impact that the regulation of, 
first of all, midwifery, and then the discussion was broad- 
ened, would have on health services, particularly on the 
traditional midwives and possibly traditional healers in ab- 
original communities. 

Those organizations certainly expressed to us a very 
clear desire to have access to health care providers who are 
representatives of their culture and communities. As well, 
of course, they would like to have access to technology that is 
offered by allopathic care institutions. I think there is a 
clear indication that there are two streams of health care 
that are recognized through the aboriginal communities. 

In the summer there was a brief consultation conducted 
by aboriginal groups and they proposed that aboriginal 
healers and midwives should be exempted from the legis- 
lation. The proposed amendments provide an exemption, 
but I think it is important that in the way we have tried to 
structure it, the exemption is for aboriginal healers and 
midwives when they provide services to aboriginal persons 
and to members of aboriginal communities. We have defined 
“aboriginal healer” as an aboriginal person who is providing 
traditional healing services and we have defined an “aborigi- 
nal midwife” as an aboriginal person who is providing 
traditional midwifery services. 

I think one of the things that is important about the 
proposed wording is it recognizes that there are aboriginal 
communities other than Indian reserves as set out in the 
Indian Act. That was important because when we first 
started looking at it and speaking with some of the aboriginal 
community groups about how an exemption might be 
framed and how it might be applied, we looked at the issue 
of jurisdiction and the issue of band councils or others and 
we found very quickly that there were communities that 
would then fall outside the exemption, that it would not 
address the actual structure of where these traditional services 
are currently being performed; for example, Metis settle- 
ments in defined geographic areas or first nations without 
a land base at this point in time or a defined aboriginal 
population within an urban area. We certainly had clear 
examples and representations from groups of that nature. 

The proposed amendments also recognize that an aborigi- 
nal healer or midwife may become a member of a college. 
Should they choose this approach, they would then be subject 
to the college regulations. We hoped that would address con- 
cems on that side of it. 

The proposed amendment to Bill 56 would permit an 
aboriginal person practising midwifery to call herself an 
aboriginal midwife. 

All in all, we believe these amendments are an appropri- 
ate response to the aboriginal aspirations for the recognition 
of the current practice and the potential revitalization of tradi- 
tional healing. I was impressed in my discussions with repre- 
sentatives of the community with how important that was to 
them as a whole. As indicated by the aboriginal communities, 





} 
| 


| 
| 


4 NOVEMBER 1991 


_ these traditional midwifery and healing practices have been 


in existence for thousands of years and they have been under 
the governance of aboriginal communities and elders 


_ throughout this time. Those governance structures are differ- 

ent than what we propose in terms of how we regulate our 

_ processes and our services within our cultural definition of 
these things. This approach recognizes that difference. 


These and other aboriginal health issues will be discussed 
on an ongoing basis as we develop an aboriginal health pol- 
icy. We expect that process will span the next several months. 
I think in our preliminary discussions with representatives of 
aboriginal communities, we have had a suggested timetable 
to begin these broader consultations. We know that some of 
the things we may be discussing would be assisting those 
communities in establishing their own regulatory structure. 


_ There have been discussions about the possibility of an ab- 
- original native midwifery council. There are a number of 


things we are looking at exploring in joint consultation. 
We think the broader framework of aboriginal health 


_ issues is very important for our province and important for 


us to continue discussions on. This is not a process that 
ends with these proposals we are putting forward. We want 


to develop jointly, and that was expressed by both sides to 
the consultation, the appropriate policy and structures that 


_ will guide the development and the delivery of services to 


the aboriginal community. We felt it was important to start 
that from the premise of what in practice and in history has 
been the case, that our aboriginal communities have had 
access to traditional healers and midwives in a delivery of 
service based in culture and history. That varies very much 
from those services under the proposed legislation and 
proposed bills that we are now determining to regulate in a 
different way. 

I will leave my comments at that and perhaps can pro- 
vide some other thoughts after hearing what other mem- 
bers of the committee have to say. 


The Chair: I think it might be appropriate if we asked 
for the motions to be formally read into the record and 
then we can have discussion. 


Mr Wessenger moves that the bill be amended by 
adding, after the heading “Miscellaneous”, the following 
section: 

“31.1(1) This act does not apply to, 

“(a) aboriginal healers providing traditional healing 
services to aboriginal persons or members of an aboriginal 
community; or 

“(b) aboriginal midwives providing traditional mid- 
wifery services to aboriginal persons or members of an 
aboriginal community. 

“(2) Despite subsection (1), an aboriginal healer or ab- 
original midwife who is a member of a college is subject 
to the jurisdiction of the college. 

“(3) In this section, 

“aboriginal healer’ means an aboriginal person who 
provides traditional healing services; 

“‘ aboriginal midwife’ means an aboriginal person who 
provides traditional midwifery services.” 


Mr Beer: I want to indicate at the outset that we will 
be supporting this amendment. I think the premise on 
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which you based it is one that we have been trying to move 
towards for a number of years now in the provision of 
social services where previous governments have reached 
agreements with aboriginal bands around the provision of 
those services, as well as in other areas of health care. 

The only point I would like to make in relation to this 
is simply the one you referred to. I encourage you to go 
forward in terms of the governance structures as we try to 
work with those structures that have historically existed, 
but there is none the less a concern we have had through- 
out, in dealing with all of this legislation, around the public 
interest, that there be developed a clear understanding of 
how this is in fact governed. I am sure for all of us, 
whether we are talking about aboriginal or non-aboriginal 
persons who may be receiving health care service from an 
aboriginal healer or an aboriginal midwife, there is a need, 
just as there is with the broader legislation, to have a clear 
understanding of the governance structures so that what 
we want to see happen here does happen. 


1600 

You made reference to one of the issues you were ex- 
ploring with the native leadership, perhaps around the cre- 
ation of an aboriginal native midwifery council, which 
sounds like an interesting proposal. With whom are you 
developing these structures? Is this with the different 
bands or with two or three of the specific province-wide 
aboriginal organizations? 


Hon Ms Lankin: It has been a combination. I do not 
actually have the list with me, but the people with whom we 
have met to date include groups such as the Union of Ontario 
Indians, Equay Wuk from NAN—let me get the names 
right—is it the Association of Iroquois and Six Nations? I 
think those may be some of the names. I am not very good at 
getting them all out yet, but there are a variety of those 
groups. There are some province-wide groups and particular 
treaty groups that have not been involved yet. Here we go: 
There is the Association of Iroquois and Allied Indians. We 
have not yet been able to have Grand Council Treaty 3 in- 
volved in the process because the kind of time frames we 
imposed on the groups were very difficult for all the groups 
to meet. Some of them were able to do some limited consul- 
tation with their own communities. We hope Grand Council 
Treaty 3 will be involved from here on in. 

There is the Nishnawbe-Aski Nation, and I mentioned 
Equay Wuk specifically. there are the Ontario Federation of 
Indian Friendship Centres, the Ontario Métis and Aborigi- 
nal Association, the Ontario Native Women’s Association, 
and the union, as I mentioned. The Chiefs of Ontario were 
not able to attend the last meeting we had, but we will, I 
am sure, have them involved from here on in. 

We will take a moment with those groups to ensure 
that we have the appropriate list of people and that we are 
not missing specific organizations, but also to ensure that 
in the process we put in place now for a consultation, 
clearly we we do not have the kind of unrealistic time 
frames placed on the groups that we had in leading up to 
these exemptions, and that we allow for sufficient time and 
resources for them to do proper consultations, which they 
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feel are proper, with their own communities to bring for- 
ward the best consensus of ideas. 


Mr J. Wilson: I want to very briefly commend the 
minister for bringing forward the amendments and for ap- 
pearing before the committee in person today. I think that 
underlines the importance of the issue for committee mem- 
bers. It also ensures that the NDP members are quieter 
today than they normally are. 


Interjections. 


The Chair: Order. I knew that was going to provoke a 
response, Mr Wilson. I have cautioned others in the past 
not to provoke. 

Mr J. Wilson: It was getting a little dull. 

In all seriousness, thank you, Minister. I had an oppor- 
tunity, of course, over the weekend to review the amend- 
ment and I do not have any major concerns at all. I have 
implicit faith that you are negotiating and ensuring that the 
information about governance will get out to the communi- 
ties affected. I can understand that the time frames were tight. 
I am very appreciative, as a committee member, that you 
have been able to come back before the windup of our debate 
on Bill 43 to bring forward this amendment. Good work. 


Mr Beer: One thing I forgot to say is that we will be 
withdrawing our amendments, and as I said before, we 
will be supporting the government amendments. 


Mr Martin: I also want to express how important this 
is from my perspective in terms of a sign to the native com- 
munity and in terms of recognition of what they have done 
for years, and the respect in which, because of this, they are 
now being held and will be held, and in which they will be 
held in the communities I am closest to in northern Ontario. I 
think in the context of everything else that is happening in 
this country today as Canada evolves, this piece is probably 
even larger than we, at this moment here in this room, can 
really appreciate and understand. In supporting this particular 
amendment to the bill, I am rather proud today. 


Motion agreed to. 

Schedule/annexe 2: 

The Chair: We have had a withdrawal of Mr Beer’s 
two motions. We have an outstanding section that has not 
been called. Perhaps it was just overlooked. It was Section 
91 of Schedule 2. 

Section 91 agreed to. 

Larticle 91 est adopté. 

Title agreed to. 

Le titre est adopté. 


The Chair: Shall the bill, as amended, carry? All 
those in favour? Any opposed? Carried. It will be ordered 
with the rest of the bills when we have concluded them all. 


MIDWIFERY ACT, 1991 
LOI DE 1991 SUR LES SAGES-FEMMES 
The Chair: I would ask for unanimous consent from 


the committee to reopen section 15 so that the government 
can place its amendment. 


Agreed to. 
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Section/article 15: 
The Chair: Mr Wessenger moves that section 15 of 


‘the bill be amended by adding the following subsection: 


“(2.1) an aboriginal person who provides traditional 
midwifery services may, 

“(a) use the title “aboriginal midwife,” a variation or 
abbreviation or an equivalent in another language; and 

“(b) hold himself or herself out as a person who is 
qualified to practise in Ontario as an aboriginal midwife.” 


Motion agreed to. 


Section 15, as amended, agreed to. 

Larticle 15, modifié, est adopté. 

The Chair: Shall Bill 56, as amended, carry? All 
those in favour? Any opposed? Carried. 

We have now completed both Bills 43 and 56. I believe 
you want to stand down Bill 60. 


Hon Ms Lankin: Yes. 


The Chair: We have had a request from the govern- 
ment to deal with Bill 60 tomorrow, if that is agreed. For 
anyone with an interest in Bill 60, tomorrow at 3:30 in the 
afternoon the committee will be considering Bill 60. 

I believe you are prepared to proceed with Bill 63. 


Hon Ms Lankin: We are. Actually, I will be leaving 
at this time and handing it back over to Mr Wessenger. 

Perhaps if I could say a few words to the committee 
with respect to the two bills that the amendments were just 
passed on, I sincerely appreciate the support from all 
members on this committee. I think, Mr Martin, you are 
right in terms of indicating the historic importance of these 
amendments and the part they play in the process of devel- 
oping a relationship on a government-to-government basis 
and developing an understanding of things like the inher- 
ent right to self-government. This is a process we are all 
engaged in in this province that has importance on a na- 
tional level. I think all of us feel a sense of accomplish- 
ment at each step along the way as we try to work through 
this. The consultations that will follow this will be very 
important and will have more of a basis of opportunity for 
success because of the committee’s support for this kind of 
starting point, and I truly appreciate that. 

Just before I leave, let me say, as you will be closing the 
clause-by-clause very quickly, my great sense of appreciation 
of the overall work the committee has done on this package 
of bills. As we have all said, it has had a very long history. 
There are all sorts of groups whose careers and professions 
are affected by the work you have been doing that have come 
to me and have been very pleased with the process of under- 
standing and amendments and compromise where that has 
been able to be achieved. A number of people are very im- 
pressed and appreciative of the process the committee has 
undertaken, and I certainly appreciate that work as well. 


The Chair: I point out to all members of the committee 
that you received today a copy of an agreement that has 
been reached. I know the committee received many repre- 
sentations and deputations on the issues contained in the 
agreement and the amendments that are being tabled by 
the government today are a reflection of the agreement. I 
know there are people here with a great interest in that. 
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PSYCHOLOGY ACT, 1991 
LOI DE 1991 SUR LES PSYCHOLOGUES 


The Chair: I call Bill 63, An Act respecting the regu- 

lation of the Profession of Psychology. In light of the 

agreement that has been reached, Mr Wilson, are you with- 
drawing your amendment? 

Mr J. Wilson: Yes, Madam Chair. 

Section/article 15: 

The Chair: In that case, we are at section 15 and I call 
Mr Wessenger. I believe you have amendments to replace 
the ones you had originally tabled. 

Mr Wessenger: Yes, that is correct. 

The Chair: Withdrawing the old ones? 

Mr Wessenger: Yes, I am withdrawing the old ones. 

The Chair: Mr Wessenger moves that subsection 15(1) 
of the bill be struck out and the following substituted: 

“(1) No person other than a member shall use the titles 
‘psychologist’ or ‘psychological associate,’ a variation or 
abbreviation or an equivalent in another language. 

And he further moves that subsection 15(2) of the bill 
be amended by adding after “psychologist” in the third and 

_ fourth lines “or psychological associate.” 

Mr Wessenger: If I might speak to the amendment, 
there has been a memorandum of agreement entered into 
between the MA psychologists and the practising existing 

_ psychologists with respect to the practice of psychology, 
which gives a status to the MA psychologists under the 

- term “psychological associate,” and this amendment is to 
recognize that memorandum of agreement. 

Mr Owens: Just to gently correct the parliamentary 
assistant, this is not only a memorandum; this is a land- 
mark memorandum of agreement. If applause were appro- 
priate to this committee, I think we should all stand up and 
give the various associations a very loud round of applause 
for work well done. 

Mr Wessenger: I would just like to add that I think 
the speed with which this agreement was concluded was 
very commendable. I wish we could all work that quickly. 

Mr Beer: I would like to add my voice to that. When 
we began our discussions back in the summer and this 
issue arose, the various representatives went off to try to 
sort out an agreement, and it really is remarkable that they 
have been able to do it in such a short period of time. 

This is one place in particular where we can all under- 
line some real progress made, both in terms of protecting 
the public and expanding the opportunities for people to 
access services. Everybody involved had to really sit down 
and have a look at what they did and give and take. What 
has come out of that is something that is going to be, 
without any question, much better for our health care sys- 
tem. So I would want to say well done to all our friends 
here who were involved in that process. 

Mr J. Wilson: Just briefly again, I commend the gov- 
ernment on bringing forward the amendment and the asso- 
ciations involved, but rather than share credit with all 
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members of the committee I would like to particularly give 
credit to you, Madam Chair. You put a considerable 
amount of subtle, behind-the-scenes pressure on these peo- 
ple, and just for the record, when you decide to get some- 
thing done, it is proof positive today that it gets done. 
Congratulations, because I know this predated this govern- 
ment. It is something that is long overdue, and I hope the 
agreement does not fall apart now that the legislation is 
going through. I trust all parties signed the agreement in good 
faith, and I look forward to further co-operation there. 
Motion agreed to. 


The Chair: Mr Wessenger moves that section 15 of 
the bill be amended by adding the following subsections: 

“(2.1) A person who is not a member contravenes sub- 
section (2) if he or she uses the words ‘psychology’ or 
‘psychological,’ an abbreviation or an equivalent in an- 
other language in any title or designation or in any descrip- 
tion of services offered or provided. 

“(2.2) Subsections (1) and (2.1) do not apply to a person 
in the course of his or her employment by a university.” 


Mr Wessenger: This continues the protection that was 
continued in the former act. With the changes made with 
respect to the memorandum of agreement, I think it is an 
excellent amendment. It also provides for the exceptions with 
respect to those people employed as faculty of universities, 
which is essential for their protection. 


Motion agreed to. 


Section 15, as amended, agreed to. 

Larticle 15, modifié, est adopteé. 

The Chair: I think it might be appropriate at this time 
to clarify what has occurred regarding the profession of 
psychology. For those who are listening, what this agreement 
means and what the amendments that have been accepted 
today mean is that, for the first time, people with masters 
degrees, MAs, in psychology following this agreement will 
be considered professionals in the practice of psychology. 
That agreement was a result of the work done both by the 
existing board, which will soon become the college, as well 
as the associations of those who are presently regulated 
under the old legislation and those soon to be regulated. 

Mr Wilson, I want to acknowledge what you have said. 
These discussions have been ongoing for 10 years. However, 
I believe that the people who are here today, the leaders of the 
professions, are the ones who are deserving of the praise, as 
they came together and worked very expeditiously to resolve 
problems that are professional in nature. As I call the bill, I 
think it is with acknowledgement of the significant progress 
that has been made in the practice of the profession of psy- 
chology and the access to services for the people of Ontario. 

Shall Bill 63, as amended, carry? All those in favour? 
Any opposed? Carried. It will be ordered along with all of 
the other bills at the appropriate time. 

The Chair: Any other business today that anyone 
can see on the agenda? In that case, the committee stands 
adjourned until 3:30 tomorrow afternoon when we will 
consider Bill 60. 


The committee adjourned at 1618. 
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LEGISLATIVE ASSEMBLY OF ONTARIO 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


Tuesday 5 November 1991 


The committee met at 1534 in room 151. 


REGULATED HEALTH PROFESSIONS ACT, 1991, 
AND COMPANION LEGISLATION 
LOI DE 1991 SUR LES PROFESSIONS 
DE LA SANTE REGLEMENTEES 
ET LES PROJETS DE LOI QUI LACCOMPAGNENT 


Resuming consideration of Bill 43, the Regulated Health 
Professions Act, 1991, and its companion legislation, 


| Bills 44-64. 


Suite de 1’étude du projet de loi 43, Loi sur les profes- 


_ sions de la santé réglementées et les projets de loi, 44 a 64, 


qui l’accompagnent. 


OPTOMETRY ACT, 1991 
LOI DE 1991 SUR LES OPTOMETRISTES 


The Chair: The standing committee on social develop- 


/ ment is now in session. We are dealing today with Bill 60, 


An Act respecting the regulation of the the Profession of 
Optometry. We have a number of motions which have been 
circulated today. We have dealt with all parts of this bill, 
except for the ones that are on the agenda. 

Section/article 3: 

The Chair: We will begin with section 3. I see first 
Mr Wessenger and a motion by the government, as well as 
a motion to be placed by Mr Wilson. 


Mr Wessenger: There is a problem. I have not even 
seen the mendment yet that is proposed by the Conservatives. 


The Chair: The clerk is distributing it now. 

Mr Wessenger moves that section 3 of the bill be struck 
out and the following substituted: 

“3, The practice of optometry is the assessment of the 
eye and vision system and the diagnosis, treatment and 
prevention of, 

“(a) disorders of refraction; 

“(b) sensory and oculomotor disorders and dysfunctions 
of the eye and vision system; and 

“(c) prescribed diseases.” 

Mr Wessenger: Before I speak to the amendment, I 
wonder if there is an existing amendment on section 3. 


The Chair: Are you withdrawing the amendment you 
had placed before? 


Mr Wessenger: Yes, I withdraw the one placed before. 

The effect of this amendment is to add a new class of 
authorized practice for the practice of optometry, and that is 
“prescribed diseases.” What that in effect means is that the 
College of Optometrists of Ontario would have the right to 
pass regulations pertaining to designating the diseases it 
could diagnose. Those regulations would then, in the normal 
course, be circulated among all the health professions. It 
would then go to the Health Professions Regulatory Advisory 
Council for approval. If approved, the advisory council 


would then submit it to the minister for approval in the 
normal course of regulatory procedure. 

The Chair: Mr Wilson, I note you have an amendment 
which is quite similar. Do you want to amend the 
government’s amendment, or are you placing a whole 
amendment of your own? 

Mr J. Wilson: Yes, I would like to amend the 
government’s amendment, particularly in view of what the 
parliamentary assistant has just said. My amendment 
would be that we add two words to the government’s 
amendment in clause 3(c). Where the government’s 
amendment reads “prescribed diseases,” I would move that 
clause 3(c) be amended to read “diseases as prescribed in 
regulation.” 

The Chair: That is not just two words. What you will 
have to write out for us is that you are deleting “prescribed 
diseases” and inserting in its place under clause 3(c), “dis- 
eases as prescribed in regulation.” Is that what you are 
moving? 

Mr J. Wilson: Yes. 

The Chair: Would you read that into the record and then 
your motion can be properly placed? 

Mr J. Wilson: I move that clause 3(c) of the amend- 
ment be struck out and the following substituted: 

“(c) diseases as prescribed in regulation.” 

The Chair: That would achieve your objective, I 
believe. 

Mr J. Wilson: The purpose is to make sure that we 
are absolutely clear that the list of prescribed diseases will 
be set out in the regulations and dealt with by the advisory 
council. I see it as a very friendly amendment, and would 
hope that the government will support it. 

The Chair: I notice there is another amendment to 
section 3. 

Mr J. Wilson: I will be withdrawing our previous 
amendment. 

The Chair: Mr Conway, how would you like to dispose 
of your amendment to section 3? 

Mr Conway: It is Mr Beer’s amendment, I believe. 
This is very confusing. I am just substituting here today. There 
are amendments being introduced and I am really in your 
hands. Our amendments have been postponed, I gather? 

The Chair: That is correct. 

Mr Conway: | am in the committee’s hands. 

The Chair: On behalf of Mr Beer, you can withdraw 
your amendment or you can allow the amendment to stand. 

Mr Owens: Can we request a recess? We have just 
had this amendment dropped in front of us. 

The Chair: We have had a request to recess for five 
minutes. 
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Mr Owens: I would suggest 10. 


The Chair: We will recess and reconvene at 3:45 pm. 
Hopefully by that time you can decide how you are going 
to proceed on the amendment. 

The committee recessed at 1540 pm. 

1547 

The Chair: The standing committee on social develop- 
ment is in session. For clarification as to process, we are 
going to deal with Mr Wilson’s amendment to the amend- 
ment first; that is, the amendment to the government mo- 
tion. I believe there was a minor clarification. Do you have 
it in front of you? 

Mr J. Wilson: Yes. 

The Chair: Mr Wilson moves that clause 3(c) of the 
amendment be struck out and the following substituted: 

“(c) diseases as prescribed in the regulations.” 

That is the amendment to the government motion we 
are voting on now. Is there any discussion? 


Mr Wessenger: I would like to oppose the amend- 
ment for the simple reason that this does not in any way 
change the effect from our resolution, which said “pre- 
scribed diseases.” It makes no change in substance, so it is 
completely unnecessary to change this language, and also, 
the language proposed is inconsistent with the language 
contained elsewhere in the act. We should be consistent in 
our drafting. I have confidence in the drafting ability of 
our legal counsel and that they have used the right lan- 
guage. I take that as the proper way we should describe 
giving the college of optometrists the power to prescribe, 
by regulation, diseases. 


Mr Owens: My question is to legislative counsel. The 
parliamentary assistant mentioned that it would be the col- 
lege that would be doing the prescribing of diseases. Is that 
your interpretation of the language as it currently reads 
under the government amendment? 


Mr Spakowski: The government amendment says 
“prescribed diseases.” In my opinion, yes, “prescribed” 
there means “prescribed by regulations.” The regulations 
referred to would be regulations made by the council of the 
college. “Prescribed” is defined in the code as prescribed by 
the regulations, and the regulation-making power is in the 
code to prescribe anything that is set out as prescribed. 

Mr Owens: So the clause 3(c) currently being moved by 
Mr Wilson is redundant and serves no particular purpose— 
politically maybe it does—in terms of adding clarity to the 
language. 

Mr Spakowski: I would say it has the same legal effect. 

Mr Callahan: I think that is a nice way of phrasing it, 
but does it have the same practical effect? I would like to 
ask the parliamentary assistant: With simply putting the 
words “prescribed diseases” as finally proposed by the 
government, how does the mechanism start? What input 
do the professions being affected have to it to get it going? 
In the Conservative amendment they would have the op- 
portunity to prepare a regulation and submit it to the cabinet 
regulations committee and would have some input into it. 
But without that, with just “prescribed diseases” they are 
left hanging out there. It may have the same legal effect. I 
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certainly would not want to dispute legislative counsel’s 
interpretation, but the practical effect is that they are just 
hanging out there, and it could be left there for ever. They 
would be in the position they are in right now without this 
attempted amendment to mollify the situation. 


Mr Wessenger: In my opinion there is no problem. 
We have the general bill, Bill 43, which all the professions 
are under. Under Bill 43, of course, we have the advisory 
council, and the regulation in this case would be made by 
the college of optometrists. Like other regulations, it must 
be reviewed by the ministry, and it will be referred by the 
ministry to the advisory council. These processes ensure 
that the government has independent policy advice and 
that optometrists, members of other professions and the 
public have the opportunity to comment on what is put 
forward by the college. The regulation is passed by the 
college and it goes through the process. 


Mr Callahan: I understand from speaking with people 
who are involved in this that the minister has indicated that 
the way it would be triggered would be that the Ontario 
Medical Association and the college of optometrists would 
get together and try to negotiate what the prescribed dis- 
eases were. As I understand it, this process has been going 
on for a considerable period of time and we do not yet see 
any agreement reached, so how in the world do you expect 
that simply putting it in that fashion is going to change it? 
If, as legislative counsel has said, the amendment that has 
been read in by Mr Wilson has the same legal effect, what 
is the difference? Why can we not pass that and get on 
with it and stop squabbling? 


Mr Wessenger: First of all, Mr Callahan, there has 
been a misapprehension with respect to the process by the 
optometrists. It is not a legal requirement that the optome- 
trists and the OMA sit down and agree on a list. There was 
a suggestion made to the minister by the representatives of 
the optometrists, as I understand it, that the minister could 
assist in the meeting between the optometrists and the 
OMA. The minister, I understand, agreed to assist in such 
a meeting, but that has no legal aspect at all. It is purely a 
meeting at the request, by the way, of the optometrists. It 
was their request, not the request of the ministry. 

Mr Callahan: I do not sit on this committee often, but 
I was here when the minister made her opening statement. 
She said she was going to listen to the people who came 
before her and that she was flexible and wanted the fullest 
representations from them. If the two of them are exactly 
the same, according to legislative counsel, in terms of their 
legal effect, why is it that the government prefers the clause 
(c) you are presenting, “prescribed diseases,” as opposed 
to the one Mr Wilson has introduced as an amendment? 

Mr Wessenger: That is a very easy question. When it 
comes to the drafting of legal language, I prefer the advice 
of lawyers to that of optometrists. 

Mr Callahan: Just a second. Legislative counsel has 
told us quite clearly, and you said, and I would reaffirm, 
that the wording suggested in the government motion in 
clause (c) and that suggested in Mr Wilson’s motion have 
the same legal effect. Is that correct? 


Mr Spakowski: Yes. 


| 
| 
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Mr Callahan: All right. You have it from legal staff 


_ advising the committee that that is the case. Now can you 


tell me why you prefer one to the other? 
Mr Wessenger: I think that is very simple. 
Mr Callahan: I am simple, so explain it to me. 


Mr Wessenger: The language put in the amendment 
is inconsistent with the language used elsewhere in the act. 
We are advised by legal counsel, and I think it only makes 


_ sense, to have consistent language throughout the act re- 


| 


lated to the professions and to the main legislation. 
Mr Callahan: Where is it inconsistent? 
The Chair: Mr Wilson, you have the floor. 
Mr J. Wilson: I really do not have anything to add. I 


_ think Mr Callahan has made some excellent arguments and 


I do not think they have been refuted rationally or properly 


_ by the parliamentary assistant. I ask members in their heart 








_ of hearts and mind of minds to assess what you have just 


heard and support this amendment. 


Mr Conway: I feel like a late arrival to a Benedictine 
monastery where I am in the midst of an elaborate vespers 
that I do not profess to understand in any detail. I am 
essentially here because a growing number of my constitu- 
ents are increasingly concerned and have been on my case 
about this part of this multifaceted bill. I have heard what 
the minister said and I have heard what the parliamentary 
assistant said, and I am sure they offer it in good faith. My 
concern continues to be that the people for whom this is 
planned, to whom it is directed, have a much higher level 
of discomfort than apparently a lot of other providers do. I 
gather as well that there has been a not inconsiderable 
border clash between the government and the optometrists, 
about which border clash I pass no judgement. There is 
clearly some difficulty here. 

I join Mr Callahan in making the observation that if 
people who are going to be affected are not comfortable 
and we are not going to redo this legislation for at least 
another generation or a half generation, then why would 
we not opt for the amendment that has been put by the 
member for Simcoe West, which appears to be more or 
less the same thing in terms of what legal counsel has 
analysed, but more important, gives some greater degree 
of comfort to a whole group of providers? 

As I say, I am here just as the local member for 
Renfrew North. People in Deep River, Eganville and Pem- 
broke have been phoning me, writing me and visiting me 
in the last few weeks to a quite considerable extent. They 
are really unhappy about what they think is going to hap- 
pen. It is a long way to Ottawa to the neighbourhood oph- 
thalmologist. A 72-year-old woman drove in the other day 
to tell me her tale and she asked me to come here and 
speak her piece and concern. 

This is like a game of water polo. There is a lot more 
going on underneath the water line and I was not around 
for all that elaborate activity underneath the water line. 

I think Mr Callahan has made a very good point. There 
is not a great deal of difference in the language in terms of 
its effect. If we are trying to assist the community in set- 
ting aside whatever tensions have existed between this 
government, perhaps even a previous government and the 


optometrists, who I gather played this game rather more 
creatively than some others, why would we not accept an 
amendment that provides a greater degree of comfort to 
those providers, since it is clear that a very substantial 
number of people in that profession feel very strongly that 
the government’s plan, however well intentioned, is in 
their minds a restriction on what they have been doing for 
lo these many years? 

I reviewed the testimony of the delegation to this com- 
mittee back in August of this year when those representa- 
tives from the college of optometrists were here talking about 
the capabilities of the men and women they are graduating 
from that school in Waterloo. As I say, there is a very high 
degree of concern and anxiety in the profession in my part 
of the province. It seems to me that if what we are being 
told is that there is not technically a great deal of difference, 
why would we not accept Mr Wilson’s amendment, which 
appears to provide, to the profession at least, a higher degree 
of comfort? They do believe that what this bill will do in 
practical effect is limit what good works they do for people, 
in rural communities like mine particularly. 


1600 


Mr Owens: With respect to some of the comments Mr 
Conway has made, first of all, since the delegation appeared 
in August there have been some changes to the act, under- 
standing that there were some levels of discomfort with 
respect to the definitions of certain words. The government 
side on the committee heard their concerns and brought 
forward changes to that. This is now the third generation 
of amendments. In terms of your comments around events 
happening below the water line, then you are correct. As I 
Say, we are now into the third generation of amendments. 

I think the operative point you make in your statement 
is that the optometrists are perhaps thinking what might 
happen in their own minds if we do not change the legisla- 
tion to something that better fits their perceptions of what 
reality should be. I feel quite comfortable with the amend- 
ment the government has put forward with respect to pre- 
scribed diseases. I think legislative counsel has quite 
accurately pointed out that it will be the college of optome- 
trists that will be in the business of prescribing which dis- 
eases optometrists will be in a position to diagnose. 

In terms of some of the comments Mr Callahan made 
about people being left hanging or whatever the phrases 
were, the issue is covered quite nicely in the sense that the 
college is made up of optometrists as well as lay people 
who will address the concerns of the consumers as well as 
the professions, so there is going to be that kind of input. It 
is not going to be just simply an order in council that is 
passed by the government in terms of which diseases will 
be prescribed. 

In terms of the border clash Mr Conway alludes to, I 
think the government has been more of a referee rather 
than an active participant between two parties and has 
been trying to do the best thing for all parties concerned. 
The bottom line is to do the best thing for the consumers 
of the product to ensure the access that you describe your 
constituent is concerned about, and also to add that measure 
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of protection that we have heard from time to time has 
been lacking in some of the professions. 

Mr Conway: Can I just respond to one point? I may 
need some guidance in this. 

The Chair: Mrs Witmer is next, but I will put you on 
the list, Mr Conway. 


Mrs Witmer: I would agree with Mr Conway that 
there is a high degree of concern and anxiety about the 
amendments that are being discussed today. I live in a 
riding that has the only school of optometry in Ontario. I 
have been lobbied by the staff, the students and also by the 
optometrists in my own community. They are quite con- 
cerned with the legislation that is before us today. I believe 
it is extremely important that we consider their very legiti- 
mate concerns and provide the amendment they have rec- 
ommended to us in order that they can feel comfortable. 

They are the people who provide the service and I would 
agree that this amendment would certainly reinforce the 
purpose of self-regulation. I would hope the government 
would see fit to support this very friendly amendment. 


Mr Conway: I just want to pick up on a point that the 
two previous speakers have made. The way I read these two 
propositions is that “diseases as prescribed in the regulations” 
would trigger a certain kind of procedural activity, whereas 
“prescribed diseases” refers that to a different kind of 
mechanism under this health disciplines legislation. If 1 am 
wrong in that, then I would be quite happy to be corrected. 


Mr Wessenger: Since Mr Conway has asked the 
question, seeing he does not feel my explanation is clear 
enough, I will ask counsel to explain the procedure. 


Ms Bohnen: “Prescribed” in “prescribed diseases” 
means exactly the same thing as “as prescribed in the regu- 
lations,” and the mechanism for proposal and disposition 
of the regulations is identical. The council of the college of 
optometrists, after consultation with its members no doubt, 
will propose regulations listing the diseases. That regulation 
will come to the Ministry of Health, where it will be consid- 
ered. It will be referred to the advisory council. Ultimately 
it will come back to the government for approval. There is 
no difference. The reason, I believe, that the government 
prefers the wording “prescribed diseases” is for consistency 
with how authority has been set out elsewhere in the act. 


Mr Conway: I understand that, but I am not so sure 
you have not made the case again for Mr Wilson’s amend- 
ment. As one of the members from the government said, 
you play the role of referee. In a sense that is what we do 
here. I am hearing one of the parties tell me that they do 
not view the language with the same degree of equanimity; 
quite the contrary. If they mean more or less the same 
thing—I do not know how many hundreds or thousands of 
optometrists we have; hundreds, I am sure, not thousands— 

Ms Bohnen: Eight hundred. 

Mr Callahan: Eight hundred and sixty-five, or some- 
thing like that. 

Mr Conway: Why would we not use language with 
which they feel more comfortable? 


Mr Callahan: I would like to go back to that very 
point. Iam from Missouri; you have to prove it to me. You 
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have told me, parliamentary assistant, that the reason the 
wording of the government motion is preferred over that 
of Mr Wilson’s motion is that it fits in better with the 
wording of the act. Perhaps you can be good enough to 
show me where that is the case so I can make my own 
determination. 

While you are doing that, I would like to address similar 
things that Mrs Witmer and Mr Conway have addressed. 
This is the section that perhaps will put this to bed. It is 
most important. I am new on this committee, but review- 
ing the Hansards from the past, it becomes quite apparent 
that if you are taking away something they have had since, 
I think, 1911, if you are in fact reducing accessibility for 
these people, you are affecting each and every one of your 
constituents, particularly in places like Sault Ste Marie and 
areas in the outlying districts where you will not have access 
to an ophthalmologist. You may have to travel considerable 
distances. We have all seen this in terms of delivery of health 
care to the people in the north. It had to be funded by the 
government to provide transportation to get people to those 
areas where they could get treatment. 

You have heard it all, or those of you who have been 
around have heard it all, that you are denying access for 
your own constituents. Lo and behold, if this bill, when it 
is finally put to bed with all the appropriate amendments, 
does in fact do that you can be sure you are going to hear 
from your constituents. 

I might add as well that I do not think it takes a rocket 
scientist. All you have to do is make an appointment with 
your local ophthalmologist to have your eyes examined 
and it can take up to six months. In some areas it is be- 
cause they are very busy people. There are limited numbers. 
It also has something to do perhaps with the cap placed on 
them. I would not suggest that, but I imagine that may have 
some thrust in some areas. 

You have to understand that, and if legislative counsel— 
and I do not want to attribute to him what you did, Mr 
Owens, that he said that would be as good as the other. My 
reading of it was that the two definitions are identical, that 
they have the same legal meaning. If that is the case, why 
are we Sitting here splitting hairs? Let’s get on with it. Let’s 
make certain our constituents all over this fine province, na- 
tives—they are going to have a real problem. The govern- 
ment has indicated it has a great concern about the native 
population, and well it should. But if there is not something 
done to provide the services that can be done by optometrists 
to the people in the native communities, they are going to 
have to travel to an ophthalmologist, or they are going to 
have to do without that service. 

They are going to get secondary health care, or it is 
going to be a question where the government, again, is 
going to have to provide transportation for these people 
and that can be difficult even if the funds are made avail- 
able by your government, which I suggest would be very — 
difficult during this time of recession. But let’s talk about 
the weather of Ontario, where a person cannot be taken a 
long distance to have that matter dealt with. 

I suggest we had best get on with it. Let’s stop splitting 
hairs. If they are the same legal component, the government’s 
and Mr Wilson’s amendment, be magnanimous. Recognize 
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that this is an important issue to your constituents and all 
of our constituents. It is not a partisan issue; it is a matter 
of getting this very fine piece of legislation finalized, and 
we can do it in such a way that we hurt the fewest number 
of people and aid the most people. I urge the government 


members not to be straitjacketed by terminology when leg- 


islative counsel, who is paid an extraordinary fee to advise 
us in this regard— 
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The Chair: I think legislative counsel is about ready 
to object. 


Mr Callahan: —has told us there is absolutely no dif- 
ference. That is why I say I am from Missouri, because I 
cannot believe the government would hold up this very 
important piece of legislation if they are, as legislative 
counsel said, identical in their legal meaning, unless there 
was some other purpose, and I want to know what that 
purpose is. 

The Chair: I believe you almost provoked legislative 
counsel to take issue with the notion of exorbitant fees, Mr 
Callahan. 


Mr Martin: I am not from Missouri; I am from Sault 
Ste Marie. I have been sitting in on these discussions since 
the beginning of this round and listened to all the folks 
who came forward and presented. We heard the same 
speech you just gave from the optometrists in August. We 
are very aware of all the things you have raised. We have 
raised them ourselves here and in other settings concerning 
access to service and all those kinds of things. 

The present activity we are involved in is trying to find 
a place where we can all to some degree be comfortable, 
and I think we have. Indeed, when you talk about splitting 
hairs here, and that seems to be the issue at the moment, it 
seems to me the government brought forth an amendment 
that answered all the questions you raised a few minutes 
ago. The Conservative caucus has brought today to the 
table an amendment that begins the splitting-hair process. 
If “prescribed diseases” is consistent with what is in the 
bill already, why do we not just do that and get on with it if 
it means the same thing? 

I would also like to suggest—or present, because I 
guess I feel like it—to you that all of this legislation is 
under debate by various professionals as we in Ontario try 
to sort out who can do what for whom, and it has been 
described by the minister in starting out this session as 
“living legislation.” It is legislation that will be established 
today and changed in time to reflect reality and the delivery 
of health as it evolves in our province. 

What we have here particularly, it seems to me, is a 
difference of opinion between two professional groups, 
and what we are doing here today is setting up an opportu- 
nity for those groups to come to terms ultimately with who 
does what. I am more than happy to put this issue to bed. 

This government is not in any way getting in the way 
of this legislation moving forward. As a matter of fact we 
have been magnanimous, if that is the word the people are 
using, in bringing amendments to the bill and agreeing with 
amendments made by the Liberal Party. In this instance, I 
think it makes more sense to be consistent with what we 
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have already done than to introduce a new twist that means 
the same thing and is causing us to spend a whole lot of 
time this afternoon. 


Mr Owens: With respect to the comments made by 
Mr Callahan, I am going to first of all take gentle excep- 
tion with respect to native health care. This committee, this 
minister, the parliamentary assistant and all the folks who 
have been involved in the negotiation of this act and many 
other issues around this very important issue have dealt 
with this group with care, sensitivity and respect for their 
cultural needs. 

If you had tuned in to the hearings yesterday, you 
would have noted that we passed an aboriginal midwifery 
section to the Midwifery Act which addresses the issue of 
aboriginal concerns. So I take exception to the comments 
with respect to natives. Coming from Scarborough, but 
having the same sense of scepticism a person coming from 
Missouri may have, you have made the—maybe allegation 
is too strong a word and if the chairperson thinks I should 
withdraw it, I will. However, you have said that— 

The Chair: I have often cautioned members about the 
language they use, and if you feel that word may be pro- 
vocative, you might choose another word. 

Mr Owens: You have said that this bill, if passed as the 
government has proposed, will take away and reduce services 
to the communities. We have heard that, and when we have 
questioned how—even now in its third generation we come 
down to the “prescribed diseases” and “diseases prescribed in 
the regulations,” I am asking, in a rhetorical sense of course, 
how the phrasing of “prescribed diseases” will reduce ser- 
vices to people in Ontario, your constituents and my con- 
stituents. The services will continue as they are now. 

The issue of underserviced areas within Ontario is a 
very Serious issue and we understand that. It was a serious 
issue under your government and it was a serious issue 
under the government of the third party. We intend to take 
steps to address that issue. But launching into conversations 
that using the words “prescribed” and “regulations” will 
somehow address that issue is not appropriate. I hear what 
you are saying around let’s move this on, and if you agree 
with the opinion of legislative counsel that there is no dif- 
ference, then I suggest we move on and get this act passed. 

Mr Callahan: First of all, I did not think I offended 
the native community. In fact, I was pleading their cause. 

The Chair: Mr Callahan— 

Mr Callahan: All right. I am not going to get into 
that, but I did want to find out something from the member 
for Sault Ste Marie. He said something very interesting: 
“This is a competition between two groups.” I get the feeling 
that maybe he has more information than I do. But more 
important, I would like to know whether the trigger mech- 
anism for setting up the prescribed diseases is identical under 
both wordings, and if that is the case then I await from 
counsel the reason, the rationale, the section by section, as 
to why the wording of the government’s amendment is 
preferable for consistency purposes than that of Mr Wilson. I 
await that. 

Mr Wessenger: I will have counsel enlighten you, Mr 
Callahan. 
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Ms Bohnen: I would like to begin by explaining to 
you why it is that we say “prescribed diseases” means 
diseases prescribed in regulations made by the College of 
Optometrists of Ontario. The word “prescribed” is defined 
in section 1 of the health professions procedural code to 
mean “prescribed in the regulations.” “Regulations” is de- 
fined in subsection 2(2) of the Optometry Act to mean “the 
regulations under this act,” the Optometry Act. Therefore, 
“prescribed” means diseases prescribed in the regulations 
under the Optometry Act. The process is, as you said, that 
the council of the college of optometrists initiates the process 
for these regulations. 

Mr Callahan: Yes, but again, you indicated the 
government’s wording is preferable to that of Mr Wilson 
because it is more consistent with the wording of Bill 60, 
and that is what I am asking you, to show me where it is 
inconsistent. 


Ms Bohnen: Okay. The legislative package is dotted 
with references to things that will be done in the regula- 
tions and I tried, as I have been sitting here listening, to 
pick out a few of them. One example is an amended sec- 
tion to the Medicine Act dealing with the composition of 
the council of the College of Physicians and Surgeons. It is 
done in like manner throughout the other acts, and it says, 
“One person for each faculty of a university in Ontario 
selected in the prescribed manner.” “Prescribed” means in 
the manner prescribed in the regulations. So we have tried 
to be consistent throughout all the bills, when we need to 
refer to something that will be prescribed in the regula- 
tions, to say “prescribed.” 


Mr Callahan: I am sorry. I am still at a loss to under- 
stand why the words “prescribed diseases”—I am a firm 
believer that you are going to make the legal profession 
rich and somebody is going to have to finally litigate, per- 
haps, the question of prescribed diseases. It is better to put 
it in there and be clear and say “diseases as prescribed in 
the regulations,” then we all know what we are talking about. 


The Chair: Are we ready for the vote on the amend- 
ment to the amendment? All those in favour of Mr 
Wilson’s amendment to the amendment? Those opposed? 

Motion negatived. 

Mr Conway: What we will want to do, then, just for 
the sake of technical clarity, is that the Liberal amendments 
that were put by my colleague from York East, that deferred 
amendment on section 3, I would like to move that— 

The Chair: I believe you have requested the clerk to 
frame that as an amendment to the amendment. 

Mr Conway: That is correct. 

The Chair: Would you like to take a five-minute recess 
so that can be framed? 

Mr Conway: I think we are going to have to do it. Am 
I correct? Is that the way that would be done? 

The Chair: You would withdraw this one and place 
your new amendment as an amendment to the 
government’s motion. 

Mr Conway: To the new government motion, yes. 


Mr Hope: What are you amending? 
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Mr Conway: It is just that my colleague put a couple 
of motions down. The new government motion— 


The Chair: Perhaps I can be helpful. Because the 
government’s amendments, Mr Hope, were just received 
today, the amendments that had been proposed by Mr Beer 
and also by Mr Wilson before him, which were framed to 
fit with the government’s amendments, now require some 
changes in light of the government’s new amendments that 
have been tabled today. We have had requests from both 
Mr Wilson and Mr Conway to allow some time for refram- 
ing their amendments to the government’s new motions. 
That is what has been requested. I think if we take five 
minutes, that can be resolved amicably. 


Mr Hope: Whatever you think. 
The Chair: The committee is in recess for five minutes. 
The committee recessed at 1623. 
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The Chair: We are dealing with section 3 of Bill 60. 

Mr Conway moves that the amendment be amended by 
striking all the words after “prevention of” and substituting 
the following: 

“(a) diseases and disorders of the eye; and, 

“(b) sensory and oculomotor disorders and dysfunctions 
of the eye and vision system.” 


Mr Conway: I would simply like to reiterate some of 
what I have said earlier. My colleague Mr Beer had put 
this amendment earlier. It was set aside pending ongoing 
discussions. The argument I make in support of this is that 
there are a surprising number of optometrists with whom I 
have discussed this matter in recent weeks, albeit largely in 
my part of rural eastern Ontario, who, while they appreci- 
ate what the government is saying, feel that the 
government’s intentions are not somehow going to be 
lived out in quite the way they are offered, and that this in 
fact is a restriction. It is a restriction that is going to com- 
promise the self-regulatory aspect of their profession in a 
way that will provide a real difficulty to people living in 
rural Renfrew county who have, I think, only one ophthal- 
mologist at their service and several optometrists who pro- 
vide a front-line kind of care in all kinds of rural 
communities, some of which I have mentioned earlier. In 
my discussions with them, they felt that their interest and 
the public interest would be best served by the language 
that is before you in this amendment. 


Mr Callahan: I would like to support the motion, and 
I presume the reason (c) has disappeared is that it is en- 
compassed in (a), just for clarification purposes. 

I want to go back to something that struck my eye 
when I was reading the Hansards. It was the question of 
the representative you had appear before you from Shibley, 
Righton in terms of having clear definitive terms of refer- 
ence of what the optometrist could do and could not do. It 
was essential for a number of reasons. First of all, for 
disciplinary proceedings the parameters should be very 
clear. The secondary function was for legal liability, albeit, 
as I read the Hansards, there has not been an optometrist 
who has been called on the civil carpet over its lengthy 
years as a profession. 
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That was the thing that really attracted me, because in a 
very real sense this legislation, the entirety of it, was com- 


_menced with a view to being consumer legislation which 


was to define the product the public could expect to re- 
ceive, and at the same time ensure the product was being 
provided in a sensitive and professional way. If that is the 


case, and I believe that to be the case, then it is absolutely 


essential that the governing body has the clarity of defini- 
tion to be able to determine whether or not an individual 


practising in this field is doing it in such a way that he 


deserves not to be sanctioned, and in addition to that, that 
it be available to the public, that they can prove in a very 


_ definite way that this person has exceeded or gone beyond 


the bounds of his capability. 
Of course leaving it the way it is proposed by the govern- 
ment, changing the parameters as suggested by the optome- 


- trists, really places those two issues in some lack of clarity. 


To go back to what I said before, if the purpose of this 
legislation was consumer-oriented, to try to define more 
clearly the parameters, then it has to be done in a much 
_ more significant way. I suggest that the motion that has 
been moved by my colleague from Renfrew North on be- 


half of Mr Beer goes a long way towards doing that. 
Again, not wanting to deprive any of my colleagues in the 


_ profession I belong to from being able to eke out a liveli- 


hood in terms of interpreting these things, I advance it 
notwithstanding. 


The Chair: Is “eke out a livelihood” the opposite of 
exorbitant fees? 


Mr Callahan: I said “eke out a livelihood” just like the 
Attorney General up there. He used to eke out a livelihood 
too. 

The Chair: Sorry about that, Mr Callahan. I could not 
resist. 


Mr Callahan: You say this is living legislation and 
that changes can be made. For heaven’s sake, let’s do it 
now at a time when we can benefit all those people out 
there in Ontario who are going to be denied accessibility to 
the person on whom you are granting a bequest of the full 
service of being able to have these people come to him for 
anything other than the fitting of lenses. I suggest these 
two sections here go a long way towards creating clarity, 
and the law should always be clear. I know the govern- 
ment members probably received some instruction on this 
and you do not want to interfere with that advice, nor 
would I try to persuade you to, but in the interest of all 
your constituents who are obviously watching this and 
who somewhere down the line—maybe not tomorrow, 
maybe not the next day, but next year, when seniors find 
they cannot get service promptly, when native populations 
find they cannot get service promptly, when a whole host 
of people throughout the province find they cannot get 
service promptly, they are going to be knocking on your 
door. If that happens in four years, you are safe, but if it 
happens before that, you are going to have grave difficulty, 
because you are going to have to answer those problems. I 
urge you to support this amendment to the amendment. 


Mr Wessenger: I would like to speak against the 
amendment, because what the amendment does is allow 


optometrists to diagnose all diseases and disorders of the 
eye. In fact, optometrists do not diagnose all diseases and 
disorders of the eye. They will admit that. In effect they do 
admit it by accepting the “disorders of refraction.” 

If we look at what they were willing to accept, they 
were willing to accept basically the government amend- 
ment. We had a slight disagreement with respect to the 
matter of “prescribed diseases” or “diseases as set out in 
the regulations.” However, that was just a misunderstand- 
ing on their part with respect to the meaning of the lan- 
guage and IJ understand they have now accepted that. 

This would leave it wide open, and in fact optometrists 
do not do that and the intent of this legislation is to give to 
optometrists what they actually do. 

As far as the whole question of clarity goes, the term 
“disorders of refraction” is a term that is set out to describe 
eye disorders by the World Health Organization in the 
Manual of International Statistic Classification of Dis- 
eases, Injuries and Causes of Death. Under “disorders of 
refraction” they list certain types of disorders; that is, hy- 
permetropia, myopia, astigmatism, anisometropia and an- 
iseikonia, presbyopia and disorders of accommodation. I 
understand this is basically one of the disorders that op- 
tometrists identify from their examinations. 

I might add that the government amendment recognizes 
optometrists as diagnosing considerably more than was 
recognized by the Health Professions Legislation Review. 
If we look at the description of the practice of optometry 
contained in legislation in other provinces, the scope of 
practice described here is basically broader than that in 
other provinces, which do not give the wide-open power of 
diagnosis to the optometrists. 

In addition to diagnosing specified diseases, disorders 
and dysfunctions, which they will be doing, optometrists 
are recognized as assessing the whole eye and vision sys- 
tem. Therefore, limitations on what they may diagnose in 
no way prevents them from recognizing or detecting the 
signs of other conditions, monitoring their patients and 
making referrals when necessary. 

I would like to refer to a couple of instances that have 
been raised as of some concern by the optometrists. In 
submissions to the committee, the association said it would 
be prevented from diagnosis of cataract, monitoring its 
development, providing for changes in the patient’s visual 
needs, counselling and referring patients when necessary. 
Not so. Optometrists may lawfully continue to assess eyes, 
detect symptoms of cataract, monitor the patient and make 
referrals when necessary. 

Also, with respect to the whole question of glaucoma 
testing, under the legislation the optometrists will continue 
to be able to do glaucoma testing, to communicate the results 
of those tests to the patient and, where the tests show the 
glaucoma situation, to refer them to ophthalmologists, which 
they presently do. 


Mr J. Wilson: Just very briefly, because I have to go 
in the House—I am the next speaker up, I believe, after 
Mrs Sullivan. 


Mr Owens: Trashing medicare. 
Mr J. Wilson: It is a very important bill. 
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We will be supporting the Liberal amendment for the 
simple reason that, since our amendment has just been 
defeated, we think this is the second-best option. The word 
“refraction” is something that very much disturbs us in the 
government’s amendment in the final analysis, and some- 
thing we have heard from optometrists disturbs them also. 
So we will be supporting the Liberal amendment. I think it 
is the second-best option, given that ours has already been 
defeated, and I congratulate the Liberal members for coming 
forward with it and putting forward what I think to date has 
been a very good argument in support of the amendment. 


1640 


Mr Callahan: I want to clear something up the parlia- 
mentary assistant said. He said that optometrists will now, 
if they see something in the eye—which is the window of 
your soul, by the way, if you did not know that—be able to 
refer it to an ophthalmologist. It is my understanding from 
reading through the Hansards that if they see something, 
they cannot tell the person he has it. They can simply refer 
them to an ophthalmologist, at the expense of OHIP, at a 
time, or prematurely perhaps, in the case of cataracts, 
where before they could have watched it, kept an eye on 
it—I am not attempting to be funny there—and then at the 
appropriate time referred it to the medical profession, the 
ophthalmologist, for treatment. 

I thought I heard you say they could deal with all these 
things you listed. I am not going to attempt to even put my 
mouth around them because they are as bad as some legal 
phrases, but that is not until the prescribed diseases are 
triggered by whatever the mechanism is that triggers them. 
Between now and the time they are triggered, in fact what 
the optometrists have to do is look into a person’s eye and 
say: “There’s something wrong there, but I can’t tell you 
because that’s outside the scope of my authority under this 
act presented by the government. I’ll refer you to ophthal- 
mologist A. You can get an appointment with him six 
months from now and he can tell you. If I’m wrong, then 
come back and we’lI continue the procedure.” 

If I am wrong in that regard, please tell me, because if 
prescribed diseases have already been catalogued in some 
government regulation, I would like to know what it is. I 
think the optometrists would like to know that too. 


Mr Wessenger: The diseases.I listed are described as 
“disorders of refraction,” and those types of diseases will 
not have to be mentioned as “prescribed diseases” because 
they are already covered under the definition “disorders of 
refraction,” so it will be completely unnecessary for those 
to be set out under “prescribed diseases.” It would only be 
diseases or disorders that do not fall under the category 
“disorders of refraction” that would have to be set out 
under “prescribed diseases.” So “prescribed diseases” is an 
addition, not an inclusive situation. It is in addition to what 
is Set out in “disorders of refraction,” as well as an addition 
to what was set out in clause (b) as well, “sensory and 
oculomotor disorders and dysfunctions of the eye and vi- 
sion system.” 


Mr Callahan: Where is that prescribed? Where is that 
set out in law? 





Mr Wessenger: It is set out in section 3, “The practice 
of optometry is the assessment of the eye and vision sys- 
tem and the diagnosis, treatment and”— 

Mr Callahan: I can read that, but where are those listed? 

Mr Wessenger: Those are listed under the list of dis- 
eases by the World Health Organization. 

Mr Callahan: What has that got to do with the legis- 
lation in Ontario? 


Mr Wessenger: It is recognized by the World Health 


Organization as being a disorder of refraction. I am sure the — 


court would accept what the World Health Organization 
defines as a disorder of refraction. 


The Chair: Perhaps I could be a little helpful. What 
the parliamentary assistant has pointed out is that in the 
government’s amendment under clause (a), “disorders of 
refraction” means—he has listed what that actually means. 
As I understand it, that is accepted practice, because it is a 
definition from the World Health Organization. Is that cor- 
rect, Mr Wessenger? 

Mr Wessenger: That is correct. Thank you, Madam 
Chair. 

Mr Callahan: So these people can use this Hansard 
some day if they are prosecuted for that and say, “That’s 
what we were told by the parliamentary assistant, that the 
World Health Organization’s definition should be used.” I 
would find that little comfort, but thank you. 


The Chair: We are ready for the vote. 
Mr Conway: A recorded vote. 


The committee divided on Mr Conway’s motion, 
which was negatived on the following vote: 


Ayes-3 
Callahan, Conway, Witmer. 
Nays-6 


Haeck, Hope, Martin, Owens, Ward, Wessenger. 


The Chair: We now move to Mr Wessenger’s amend- 
ment. This is the government amendment, the main 
amendment as moved by Mr Wessenger. Are we ready for 
the vote? 

Mr Conway: I would like to make a comment on that 
very briefly. I cannot see myself supporting this, simply 
because while I recognize that the government has moved, 
I continue to be troubled by the fact that the people who 
are expected to deliver this service that it is almost a wilful 
restriction of what they have been doing. As a referee, that 
gives me a great deal of discomfort. While I appreciate 
what the government has done, I do not think it is clear 
enough and I do not think it is satisfying enough and I— 

Mr Callahan: I also share your concern. 

Mr Conway: My colleague the member for Brampton 
South tells me he shares my concern as well. It is for that 
reason I cannot support the main motion which will be put 
presently. 

Mr Wessenger: If I might put it on the record, I have 
something here that is written from the optometrists. It says, 
“In response to the government’s proposed amendment of 
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November 4, 1991, the Ontario Association of Optome- 
trists, representing the profession of optometry, proposes 
the following amendments to the government amend- 


_ ments.” It says: 


“Scope of practice and authorized acts: Scope of practice: 
“3. The practice of optometry is the assessment of the 


eye and vision system and the diagnosis, treatment and 
_ prevention of, 


“(a) disorders of refraction; 
“(b) sensory and oculomotor disorders and dysfunctions 


_ of the eye and vision system; and 


“(c) diseases as prescribed in the regulations.” 

This is exactly the same as the government motion 
except for using “prescribed diseases,” which means the 
same thing as “diseases as prescribed in the regulations.” 


_ This is what has been requested by the OAO. That is all I 
_ would like to put on the record. 


Mr Conway: I would just respond to that by saying I 
think that is disingenuous. 


The Chair: I will put you on the list, Mr Conway. Mr 
Martin. 


Mr Martin: I have heard the member for Renfrew 
North today speak very seriously and sincerely about his 
concern re his constituents and the folks who came to his 
office. I heard Mr Callahan as well speak rather eloquently 
about his concern re the delivery of service. I assure you 
that having sat on this committee from the beginning of 
this go-round, I also—actually all of us on this side—have 
listened to a lot of our constituents and we have listened to 
the optometrists as they have come. We listened to them 
seriously and many times over the last number of weeks, 
and particularly in the last week or two. 

We have indeed had instruction—instruction from 
them, instruction from legal counsel that is made available 
to us, instruction from each other as we have discussed 
this—and we tried to come up with something that would 
reflect a genuine concern by us about those very things 
you across the room spoke of so eloquently today. In my 
heart of hearts, I think we have come up with what at this 
point in time we think is the best amendment. As I said 
before, this is not perfect. None of this legislation is what 
you would call perfect, but it is a good beginning. It is 
living legislation and it will evolve. 

The delivery of health care in this province at this point 
in time is certainly not perfect, but I think in time, with the 
kind of discussion we have had here at this table and the 
discussion that will go on across the province, we will 
arrive at a place where it will be a little more perfect than it 
is today. I support the amendment today re this act, and 
support it having had instruction by many people around 
it. I know that at this point in time it is the best thing we 
can do. 

Mr Owens: I think the OAO has spoken quite elo- 
quently to my point with respect to the kinds of amend- 
ments it would like to see in this piece of legislation. I 
agree with the point Mr Martin has made, that we have 
listened quite closely and quite considerably to a number 
of deputations, whether it has been on the committee or in 
our constituency offices or in the hallways of the House. It 
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is not without some difficulty that we have come to this 
resolution, but it has been done in partnership with the 
optometrists and their associations. 
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There have been comments around when prosecution 
of optometrists for doing as they have done for many years 
will take place. I am not sure who is going to launch those 
prosecutions and why optometrists feel they are going to 
be prosecuted for doing the good work, the excellent work 
they have done for many generations. There is no dispute 
that this legislation does not prohibit that fine work from 
continuing. 


Mr Callahan: Finally, it is my understanding—I may 
be incorrect—that there has been a more recent release 
than that which is being read by the parliamentary assistant, 
or a more recent feeling than what has been read by the 
parliamentary assistant, and our rules, because of this 
being clause-by-clause, do not allow those people to come 
forward and perhaps correct that record. To the member 
for Sault Ste Marie, I hope you are right. I somehow have 
doubts, but I hope you are right. If you are not, I am sure 
the people of this province will be back to tell us that you 
were not right and that in fact they are being denied access 
to services that heretofore, since 1911 or whenever, 1919, 
they had been receiving. 


The committee divided on Mr Wessenger’s motion, 
which was agreed to on the following vote: 
Ayes-6 
Haeck, Hope, Martin, Owens, Ward, Wessenger. 
Nays-3 

Callahan, Conway, Witmer. 

Section/article 4: 

The Chair: We are now on section 4. We have a govern- 
ment motion first. We have an amendment by Mr Wilson. 
Are you going to be moving it, Mrs Witmer? 

Mrs Witmer: I will be. 

The Chair: There is a further amendment by Mr Con- 
way. The clerk has advised me that the order of procedure is 
that Mr Wessenger’s motion should be placed first, Mr 
Conway’s would be an amendment to the government’s mo- 
tion, then Mrs Witmer or Mr Wilson’s motion would go next. 

Mr Wessenger moves that paragraph 1 of section 4 of the 
bill be struck out and the following substituted: 

“1. Communicating a diagnosis identifying, as the cause 
of a person’s symptoms, a disorder of refraction, a sensory or 
oculomotor disorder of the eye or vision system or a pre- 
scribed disease.” 

He further moves that section 4 of the bill be amended 
by adding the following paragraph: 

“1.1. Applying or ordering the application of a pre- 
scribed form of energy.” 

Mr Conway’s amendment is next. 

Mr Conway moves that the government motion amend- 
ing section 4 of the bill be amended by striking out paragraph 
1 set out in the motion and substituting the following: 

“1. Communicating a diagnosis identifying, as the 
cause of a person’s symptoms, a disease or disorder of the 
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eye or a sensory or oculomotor disorder of the eye or 
vision system.” 

You have withdrawn on behalf of Mr Beer’s previous 
motion. We are speaking first to Mr Conway’s amendment 
to the amendment. All those in favour of Mr Conway’s 
amendment to the amendment? Those opposed? 

Motion negatived. 

The Chair: Mrs Witmer moves that section 4 of the 
bill be struck out and the following substituted: 

“4, In the course of engaging in the practice of optome- 
try, a member is authorized, subject to the terms, condi- 
tions and limitations imposed on his or her certificate of 
registration, to perform the following: 

“1, Communicating a diagnosis identifying, as the 
cause of a person’s symptoms, a disorder of refraction or a 
sensory or oculomotor disorder of the eye or vision system 
or a disease as prescribed in the regulations. 

“2. Prescribing or dispensing, for vision or eye problems, 
subnormal vision devices, contact lenses or eye glasses. 

“3, Performing a procedure in the surface of the cornea. 

“4. Applying a prescribed form of energy. 

“5, Allergy challenge testing of a kind in which a positive 
result of the test is a significant allergic response.” 

Mr Wessenger: I would like to speak against certain 
provisions of the amendment. First, in paragraph 1, it is the 
same language as our provisions except it refers to “pre- 
scribed by the College of Optometry of Ontario.” It is 
unnecessary to have that language in. It is inconsistent and 
also it is incorrect, as it is the College of Optometrists of 
Ontario rather than the College of Optometry of Ontario. 

Second, with respect to paragraph 3, we would oppose 
that because that would authorize optometrists to perform 
surgery on the eye, and they certainly are not qualified to 
do that. 

With respect to paragraph 4, I have no particular objec- 
tion to it. If they want to change their amendment to do 
that, we could certainly accept paragraph 4. 

On paragraph 5, again we are in opposition to that 
because the optometrists are not involved in allergy testing, 
but they are involved in the care of contact lens patients. 
They deal with the question of products which may induce 
allergic responses, but they do not do allergy testing. 

Mrs Witmer: I would like to respond to Mr Wessen- 
ger and also make a correction. In my amendment I did not 
say “as prescribed by the College of Optometry of Ontario.” I 
said “as prescribed in the regulations.” 

Mr Wessenger: Oh, you changed that part. 

Mrs Witmer: That was changed, Mr Wessenger. 

Mr Wessenger: Okay. The draft I had—I am sorry. 


Mrs Witmer: That is fine. I just wanted to correct the 
record, and I would like to speak to the amendment as well. 

Mr Conway: On a point of order, Madam Chair: I 
have to leave to go upstairs to join the other health debate. 
I just want the record to show that I left not because I was 
not enjoying this debate and did not want to cast a final 
vote, but I cannot miss this— 

Interjections. 

Mr Conway: Bill 135 calls. I apologize. 
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Mrs Witmer: I have visited the school of optometry 
and had many discussions with the professionals there and 
with the other professionals in my community. After much 
discussion, we put forward this amendment because we 
feel it more appropriately describes the scope of practice 
for the optometrists and more accurately reflects the work 
they do. I also think we have to keep in mind that there has | 
not been, in the past 10 years, any real proof of harm to 
patients from optometrists, and there is certainly no evi- | 
dence that would support the restriction of the optometrists’ 
scope of practice or performing any of these acts. 

I also think we have to remember—certainly my visit 
to the school of optometry at the University of Waterloo 
bore this out—that optometrists today are very highly edu- 
cated and trained. In fact, the senate committee at the Uni- 
versity of Waterloo reported that the training program “is 
taught at levels of sophistication that are comparable to 
science and medical students.” 
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I would also like to point out to you that full eligibility 
has been accorded to the school of optometry by the Medical 
Research Council in 1991. I would like to quote again 
where it says: “We recommend that schools of optometry — 
be recognized as science-based health professional schools — 
with a proven place in research in the science of vision, 
and that they be accorded full eligibility for the programs 
of the Medical Research Council.” 

There have been changes in the past few years, and I 
would like to stress again that these people are highly 
educated and trained professionals. I think we have to rec- 
ognize the scope of practice and the actual work they are 
doing at the present time because of the training they are 
receiving. I have been most impressed with what is going on. 


Mr Callahan: We will be supporting this amendment. 
I think it passing strange, in my reading of the Hansards, 
that in the United States—the country we all seem to emu- 
late and think is so progressive and far ahead of us—they go 
even further than this. They must trust their professional peo- 
ple in optometry down there to a much larger degree because, 
as I recall, they allow them to administer medication. 

When you look at the ever-increasing costs to our 
health care and the magnificent health care we have, and 
wanting to maintain it and not get into the US scenario 
where to become ill could result in your becoming a section 
11 or a bankrupt, we are moving—hopefully not, but it 
looks like we will be moving—in that direction of adding 
a further burden to our health care costs. At the same time 
we will be depriving the community of those services my 
colleague has just indicated have never resulted in any 
type of action for inappropriate steps. Apparently it is very 
well governed by its governing body. I would imagine that 
is the case. The people are highly professional. One year of 
science training along with four years, which is an honours 
degree in university, certainly makes me feel comfortable 
with the fact that these people are highly professional. 

I suggest that the motion moved by my colleague is 
one that not only will assist the people of Ontario in terms of 
having accessibility to services they will need—particularly 
seniors as they get older; this is a very important service to 








5 NOVEMBER 1991 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


S-929 





‘them—but I would certainly hope we would become pro- 
| gressive, perhaps not to the extent of the United States, 
because we really do not know what their qualifications 
are down there or whether they are at the high standards 
our people in this province are at. 

I think the amendment that has been put forward is like a 
vote of confidence in these people who have served this 
province well since 1919 and who since 1960 been governed 
_by a body, which has resulted in no inappropniate actions to 
any member of the public. I think the public considers them 
to be highly trained and highly professional. I urge the mem- 
bers of the government to support this and to ensure that all 
those things I have addressed do not come to pass. 

Mr Wessenger: I would like to respond by saying this 
legislation in no way restricts what optometrists now do. It 
does not restrict them in their existing scope of practice. It 
will still be in the title to do exactly everything they do 
now. It will not in any way reduce accessibility. 

With respect to the whole question of cost, it is kind of 
interesting. I have the fees in front of me with respect to 
ophthalmologists and optometrists. For an assessment, the 
fee paid to an optometrist is $39.15. The fee paid to an 
ophthalmologist is $38.40, which is less than that paid to 
an optometrist. For a reassessment by an optometrist it is 
$19.25, and for a partial assessment by an ophthalmologist 

it is $19. The interesting aspect is that although the fees are 
supposed to be relatively the same, at the moment the 
optometry fees are higher than the ophthalmology fees. 
Mr Callahan: I am sorry; I missed that. What do you 
_mean by that? 
Mr Wessenger: The allegation has been made that it 
is going to increase the cost. 
| Mr Callahan: Well, it is if you have to refer them to— 
The Chair: Mr Callahan, you do not have the floor. 
Mr Callahan: All right; I was just going to say— 
The Chair: You do not have the floor. Mr Wessenger? 
Mr Wessenger: With that I will conclude my remarks. 
The Chair: Are we ready for the motion? Any further 
amendments? All those in favour of Mrs Witmer’s amend- 
ment to the amendment? 
The committee divided on Mrs Witmer’s motion, 
which was negatived on the following vote: 


Ayes—2 











Callahan, Witmer. 
Nays-5 


Haeck, Martin, Owens, Ward, Wessenger. 

Mr Wessenger: With the consent of the committee, I 
wonder if it might be possible, with respect to paragraph 4 
moved by the Conservatives, to substitute that for para- 
graph 1.1. I know it will require unanimous consent. 

The Chair: Do do you want to withdraw your amend- 
ment and read in to the record what you would like to do? 

Mr Wessenger: Yes, if that would be satisfactory. 

Mr Callahan: On a point of order, Madam Chair: 
That has already been defeated. 


The Chair: No, that is permitted. Mr Wessenger’s 
motion is now on the table. Mr Wessenger is withdrawing 
his amendment and will read in his new amendment and 
provide it in writing. 

Mr Callahan: But Madam Chair, the paragraph he is 
trying to impose has already been defeated. 

The Chair: What Mr Wessenger is doing, Mr Callahan, 
is making a change to the amendment he has tabled, using 
some of the wording that was in Mrs Witmer’s amendment. 

Mr Callahan: He is not using the exact wording? 

The Chair: He will read it into the record and it will 
be clear. 

Mr Wessenger: I move that paragraph 1 of section 4 
of the bill be struck out and the following substituted: 

“1. Communicating a diagnosis identifying, as the 
cause of a person’s symptoms, a disorder of refraction, a 
sensory or oculomotor disorder of the eye or vision system 
or a prescribed disease.” 

I further move that section 4 of the bill be amended by 
adding the following paragraph: 

“1.1 Applying a prescribed form of energy.” 

Mr Callahan: Where does that change it? 

The Chair: Mr Wessenger’s original amendment, 
stated under 1.1 and written before you, reads: “Applying 
or ordering the application of a prescribed form of energy.” 
With the change he has just made to his amendment, 1.1 
now reads, “Applying a prescribed form of energy.” That 
is his new motion. All right? Clear? 

Mr Callahan: That is my point of order. That has 
already been voted on and defeated. 

The Chair: That is not correct. Mrs Witmer’s entire 
amendment was defeated. Mr Wessenger is placing his 
amendment and it is in order. Are there any speakers to Mr 
Wessenger’s amendment? Are we ready for the vote? All 
those in favour of the amendment? Any opposed? 

Motion agreed to. 

The Chair: What I would like to do now, on both 
section 3 and section 4, is to call for the sections. Shall 
section 3, as amended, carry? All those in favour? Any 
opposed? 

Section 3, as amended, agreed to. 

L’article 3, modifié, est adopté. 

The Chair: Shall section 4, as amended, carry? All 
those in favour? Any opposed? 

Section 4, as amended, agreed to. 

Larticle 4, modifié, est adopté. 

Title agreed to. 

Le titre est adopté. 

The Chair: Shall the bill, as amended, carry? All 
those in favour? Any opposed? Carried. 

Now we have to order all of the bills. Shall I report Bills 
43 to 64, inclusive, as amended, on Thursday, November 7, 
1991, to the Legislature? All those in favour? Any opposed? 

Mr Callahan: I was going to ask, to be consistent, in 
light of the fact that we voted against Bill 60, that we have 
that extracted for purposes of reporting. 

The Chair: All right. Shall bills 43, 44, 45, 46— 
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Mr Callahan: You do not have to do that. 

The Chair: How else do you want to do it? 

Mr Callahan: You can simply say Bill 43 through 
Bill 64, with the exception of Bill 60, shall be reported to 
the House. That would be an easy way of doing it. 

The Chair: No. How about if we just do them all? 
All right. 

Mr Callahan: All right. 

The Chair: You can vote against ordering them if you 
do not like it. Shall I report bills 43 to 64, inclusive, as 
amended, on Thursday, November 7, 1991, to the Legisla- 
ture? All those in favour? Any opposed? 
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Bills 43 to 64, inclusive, as amended, ordered to be 
reported. 

Les projets de loi 43 a 64, inclusivement, modifiés, de- 
vront faire l’objet d’un rapport. 

The Chair: Thank you all very much. We have com- 
pleted a very significant package of bills with what I think 
is a kind of spirit at this committee which has been most 
productive on most occasions. 


The committee adjourned at 1712. 
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The committee met at 1537 in room 151. 


ELECTION OF VICE-CHAIR 


The Chair: The first item of business for today is the 
‘election of Vice-Chair of the committee. Honourable mem- 
bers, may I have the names for the election of Vice-Chair? 


Mrs Sullivan: I move that Mr John Sola be appointed 
Vice-Chair of the committee. 
_ The Chair: Are there any further nominations? There 
being no further nominations, I declare the nominations closed 
and Mr Sola elected Vice-Chair. Congratulations, Mr Sola. 


SUBCOMMITTEE REPORT 

The Chair: The second item today is the report of the 
business subcommittee concerning Bill 135. The clerk has dis- 
tributed it and everybody should have it. I would like to report 
to the committee that I have had a request from one other group 
that is not listed here on the subcommittee’s report. 

There are two ways of handling this. We can, one, have 
an amendment to the subcommittee’s report permitting the 
Chairman to substitute in, time permitting, or, two, unani- 
‘mous consent from the committee to allow for a further 
‘presentation, which could take place at 5 pm. Mr Sola, 
which of the two options do you prefer? 

Mr Sola: The second. 

The Chair: Is there unanimous consent for one further 
deputation before the committee at 5 pm today? All 
agreed? Agreed. In that case, will we as well receive the 
report of the subcommittee as amended? All in favour? 
_Any opposed? Carried. 

_ Mr Wessenger: I assume there is no reason we cannot 
have Mr LeBlanc at the table. 

_ The Chair: No, I am sure everybody would be very 
“happy to have Mr LeBlanc come to the table. Do you want 
to introduce him so that everybody knows who he is? 

Mr Wessenger: Yes. This is Dr Eugene LeBlanc. 
Eugene, you might introduce yourself. 

The Chair: What is your title today, Eugene? 

Dr LeBlanc: I guess I am still technically the execu- 
tive director of corporate policy, but for the last six or 
seven months I have been worrying about the Ontario 
Medical Association agreement. 


ONTARIO MEDICAL ASSOCIATION 
DUES. ACT, 1991 
LOI DE 1991 SUR LES COTISATIONS 
DE L’ONTARIO MEDICAL ASSOCIATION 


Resuming consideration of Bill 135, An Act to provide 
for the Payment of Physicians’ Dues and Other Amounts to 
the Ontario Medical Association / Loi prévoyant le paie- 
ment des cotisations des médecins et d’autres montants a 
Ontario Medical Association. 





LEGISLATIVE ASSEMBLY OF ONTARIO 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


Monday 2 December 1991 


ONTARIO CONFEDERATION OF UNIVERSITY 
FACULTY ASSOCIATIONS 

The Chair: The first presenter is the Ontario Confed- 
eration of University Faculty Associations, sometimes 
referred to as OCUFA. I would ask you to introduce your- 
selves to the committee, all four with your titles. You have 
half an hour for your presentation and we would ask you to 
leave a few minutes at the end so that committee members 
may ask questions. 


Ms Perrin: My name is Marion Perrin. I am the exec- 
utive director of OCUFA and I will introduce the people at 
the table with me. Professor Dan Geagan is from McMaster 
University. Professor Mike Dawes is from the University 
of Western Ontario Faculty Association. Representing the 
University of Toronto Faculty Association is Allison 
Hudgins. 

OCUFA is pleased to have the opportunity to appear 
before the standing committee on social development to 
address our concerns with respect to Bill 135. We would 
like to state at the outset that we applaud the government’s 
attempts to contain burgeoning health care costs and that 
we support the concept of collective bargaining for the 
province’s physicians. 

Bill 135 is, as you are aware, the Rand legislation the 
government undertook to introduce pursuant to article 4 of 
the framework agreement between itself and the Ontario 
Medical Association. We do not oppose the introduction of 
the Rand formula with respect to the province’s physicians, 
but we do have concerns with respect to its application. 

There are legally constituted faculty bargaining units at 
the five universities with medical schools in the province 
which represent physicians, as defined in the agreement 
between the government and the OMA and as reflected in 
Bill 135. In some quarters, this agreement/legislation has 
been called an illegal raid of faculty bargaining units. 

It is no doubt obvious that local faculty associations are 
concerned about the erosion of their bargaining power, 
particularly with respect to policy and academic issues. In 
two cases at least, there could be a significant loss of mem- 
bership. The bargaining units affected are McMaster Univer- 
sity Faculty Association, the Association of the Professors of 
the University of Ottawa, Queen’s University Faculty Associ- 
ation, the University of Toronto Faculty Association and 
the University of Western Ontario Faculty Association. 

The agreement provides for representation of all prac- 
tising physicians in Ontario by the OMA. The definition of 
who the OMA represents in the agreement and in Bill 135 
is very broad indeed. In the agreement, a practising physi- 
cian is defined as including those who provide “health 
care, health services or health research to or for the benefit 
of individuals or the community.” Subsection 1(1) of Bill 
135 makes it clear the OMA is to receive dues from all 
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licensed physicians “engaged in the practice of medicine 
in Ontario or who conduct health research in Ontario.” 

Pursuant to the agreement, to obtain bargaining rights 
or representation rights for physicians in the university 
sector, the OMA serves notice to bargain. After notice to 
bargain has been given by the OMA, the employing 
agency or a member of the unit being claimed may chal- 
lenge the OMA to demonstrate that it actually represents 
those physicians. Where the OMA demonstrates it has 
more than 50% membership in the unit, it may bargain on 
compensation, matters affecting compensation or other mat- 
ters agreed to by the parties. If no agreement is reached, they 
have the right to go to mediation and arbitration. 

These provisions have been called democratic. We 
wish to make two points with respect to that comment. 

1. It is not surprising that a large number of physicians 
are presently OMA members, thereby making proof of 
membership for representation quite easy. The OMA is the 
primary professional and/or educational body of physi- 
cians in Ontario. 

2. The provisions under the agreement whereby the 
OMA proves its membership for bargaining purposes are 
generous in comparison to the Ontario Labour Relations 
Act. Under that act, proving membership and gaining rep- 
resentation rights is a long and sometimes painful process 
for unions. Notice to bargain cannot be given prior to the 
union proving sufficient membership desire for that partic- 
ular union to represent it for the purpose of collective bar- 
gaining. Perhaps the government will extend quicker and 
eaSier organizing and certification procedures to all work- 
ers in the near future. 

The situation on each of the five campuses varies dramat- 
ically. These are complex situations which can only be 
handled on a local basis. Four of the five bargaining units 
represent clinicians to some extent. There is a range of 
physicians’ duties as professors on each campus, from 
those who do only research, those who do research and 
teach, those who have cross-appointments with hospitals 
and universities, to those who teach as clinicians on an 
occasional or part-time basis. In medicine, like law and 
business, a very large number of professionals teach on a 
part-time basis, for a variety of reasons, including prestige. 

Faculty association bargaining units have traditionally 
represented faculty on a wide range of issues, including 
promotion and tenure. Generally, clinicians receive the 
same treatment under promotion policies, although tenure 
may not be applicable. Faculty also bargain for salaries 
and benefits, leaves of absence, including sabbatical and 
other educational leaves, and a wide range of academic 
concerns. Life in academe goes far beyond simply negoti- 
ating for salaries. Faculty associations have developed 
considerable expertise in these matters, particularly academic 
matters at the local level, and have access to expert advice 
from both their provincial and federal bodies. 

Physician professors work alongside other university 
faculty within university and hospital research settings, as 
well as in health care settings. This illustrates one of the 
reasons OCUFA has proposed that the local faculty associ- 
ations and the OMA work jointly in representing univer- 
sity physician professors. 
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The Association of Professors of the University of 
Ottawa has formally negotiated a series of collectiv 
agreements with the university administration since certifi 
cation in September 1975. The recognition clause of thei 
agreement excludes clinicians. They clearly represent phy 
sician health researchers. However, in their view, efforts 
by the OMA to represent the health researcher members of 
APUO in any matter, and assuming of course that the admin-| 
istration acceded to such a request, would be a breach of 
their collective agreement and could potentially lead t 
bad-faith bargaining charges before the Ontario Labou 
Relations Board. In addition, any impingement on negoti- 
ating, other than compensation matters for clinicians, 
which would affect all faculty, would be considered a 
breach of their collective agreement as well. 

The University of Toronto Faculty Association has nego- 
tiated a series of agreements with the university adminis- 
tration since the signing of its memorandum of agreement 
in June 1977. Their memorandum covers all faculty mem-| 
bers and librarians. Similar to the other faculty associa- 
tions, policy and academic issues as well as salary and 
benefits are subject to negotiations with the faculty 
association. 

The University of Western Ontario Faculty Association 
has been informally negotiating on behalf of faculty with 
the university administration since 1971. The bargaining 
relationship was formalized in April 1985. Their most re- 
cent agreement is for the period 1990-93. They, like the 
other faculty associations, also represent faculty in a 
grievance process. 
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In September 1976 the bargaining relationship at 
Queen’s between the administration and Queen’s Univer- 
sity Faculty Association was formalized. Prior to this time, 
bargaining on salaries had taken place since the 1960s. 
QUFA is most concerned that academic and policy issues 
continue to be determined in the traditional manner; that is, 
between the faculty association and administration. 

The McMaster University Faculty Association has 
been in existence since 1951 and has been engaged in 
bargaining with the administration of the university since 
1973, prior to a formalization of the relationship in 1984. 
The faculty association has representation on all commit- 
tees in the university. Since counsel for the OMA also 
represented McMaster in its pension dispute with the univer- 
sity administration, it may be assumed he is well aware of 
its status. In addition, there have been negotiations between 
the McMaster faculty association and the clinical group at 
McMaster along the lines we suggest take place at each 
university affected by the OMA agreement and Bill 135. 

OCUFA suggests the negotiation of jurisdictional issues 
and membership fees and issues be local in nature, due to 
the wide variation of circumstances at each of the universi- 
ties. We are not seeking to replace the OMA in its role of 
negotiating fees for clinicians; that is, fee for service or a 
new alternative payment plan. We do, however, seek the 
right to retain the traditional role faculty associations have 
had and continue to have in representing all faculty with 
respect to academic and policy issues. 
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_ We agree with the Honourable Ed Philip, who said that 
veople “have to pay for a service (they) are getting. Surely 
that makes sense. Why should someone get a free ride 
when others are paying?” Physician-professors should pay 
‘or the benefits that local faculty associations negotiate for 
yhem and for all faculty. 

We are not interested in the potential litigation that 
‘sould result due to the agreement and Bill 135. We are 
interested in working with the OMA for a productive lab- 
our relations climate for the benefit of all members of the 
iniversity community. 

As part of my concluding paragraph, I would like to 
point out an attachment from McMaster University. Presi- 
dent Ed Daniel from McMaster was unable to be with us 
today. He has outlined where they are in their negotiations 
with the McMaster clinical group at this time. It is quite a 
productive process and that is what we foresee on each of 
the campuses. 

We request members of this committee to put forested 

the following amendment to Bill 135: 
_ “1(3) This act does not apply to individuals represented 
by faculty bargaining units in Ontario universities, except 
where the individual faculty bargaining units and the 
‘Ontario Medical Association have reached agreement on 
jurisdictional and membership issues.” 

In addition, late last week we proposed to the OMA 
that there be included in an agreement between us a dis- 
pute resolution clause at the local level to ensure that there 
are no untied ends in this matter. I would now like to ask 
‘Dan Geagan from McMaster to say some words. 


Mr Geagan: Ed Daniel, our president, is not able to 
be here today—he is employed full-time in the medical 
centre as part of the medical faculty—nor is Frank Baillie, 
the president of the clinical faculty association. So I come as 
‘the McMaster member of the OCUFA board of directors. 

These remarks are additional to the letter that is included 
and are not in any of the packets. McMaster has both a 
faculty association and a clinical faculty association. We 
maintain close liaison. The clinical faculty association 
began negotiations over this conflict, as we perceive it, 
before it was aware that OCUFA had any reason to be 
involved. Since that time OCUFA, the clinical faculty 
association and the McMaster University Faculty Associa- 
tion have been talking to one another and working towards an 
agreement, which the proposed amendment would support. 

The president of the McMaster University Faculty Asso- 
ciation estimates that 120 or more physicians in the medical 
centre have funding which is not related to fees as clini- 
cians. Mostly, their salaries come from the university or 
research grants. 

Academic working conditions at McMaster are negoti- 
ated by the faculty association. We are currently discussing 
‘a grievance procedure and a revised promotion and tender 
document. There are categories in that which would apply 
primarily to members of the medical faculty. 

There have always been serious inequities in the medi- 
cal school. Because of the way it is set up, people who are 
employed by the university often work side by side with 
people who are employed in the medical centre. Research 
there is not always strictly divided. This agreement, as I 
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see it, threatens to extend those inequities into the range of 

the faculty because in both the teaching area and the research 

area, physicians work side by side with engineers, physi- 

cists, biologists and psychologists. In fact, we have people 

working together who would be covered by separate 

agreements, and particularly agreements which would: 
cover their working conditions. 

With respect to the relationships within university fac- 
ulties, it is only fair to have all the people doing the same 
work and have conditions regarding their status in the univer- 
sity defined with a single agreement. 


Mr Dawes: My name is Michael Dawes. I am here 
representing the faculty association of the University of 
Western Ontario. Our association was formed in 1955 and 
has grown since then, both in numbers and in the scope of 
its duties and responsibilities, and is currently recognized 
officially by the board of governors as a negotiating agent 
for the faculty on economic working conditions, including 
salaries, pensions and other benefits. The list has been ex- 
tended since the statement you have in our brief to include 
much more general concerns as well. 

I would like to stress that our association is not a 
union. We are not certified. Membership is voluntary. Our 
membership is currently approximately 850. It is difficult 
for us to get exact numbers of those members who will be 
affected by Bill 135 in its current form. Our best estimate, 
by going through a list of our members and making the 
decision one way or another, is 124. 

Our association is deeply resentful of the way this 
agreement has been foisted upon us without consultation. 
To us, it removes a long-established right of negotiation on 
behalf of many of our members. I wish to speak to some of 
the statements that have been made by representatives of 
the Ontario Medical Association. 


The first is that physicians are “fundamentally different 
from the typical university academic.” This has certainly 
not been true in history. I would like to remind you that 
probably the first university in the modern western world 
was founded in Italy and was a medical school. The asso- 
ciation between medical schools and universities has con- 
tinued since that time. 

At Western we have many professional schools: medi- 
cine, business, law, engineering, dentistry, nursing and so 
on. They form an integral part of the university. There is 
no clear dividing line between faculty. All of these profes- 
sional groups are valuable for their teaching partly because 
of their practice. 

Second, we have a statement that “the overwhelming 
majority of their income”—that is, people in this group— 
“fs generated through the fee-for-service system.” We are 
unable to verify this statement. We do not have access to 
individual incomes of our faculty members and we cer- 
tainly do not have access to their OHIP billing records. 

We contend that it is all over the place, that there is a 
real spectrum. Some of our members will have a large 
proportion of their income derived from OHIP billing and 
some will have a very small proportion. We suggest that it 
would be very difficult to verify that. So the statement 
from the OMA appears to be a matter of opinion. 
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Third, I would like to look at the claim that “there has 
been virtually no community of interest between these 
physicians and other faculty.” It just does not seem likely. 
There are 124 of these individuals who have voluntarily 
joined our organization. It is hard to explain why they 
would do that. 

As I said in the brief, I do not want to rebut the letter 
line by line, but I would like to emphasize that we consider 
many of the statements that have been made in discussions 
so far to be merely matters of opinion and not backed up 
by any particular evidence. 

I reinforce what Marion Perrin has said: We have no 
quarrel with the OMA’s right to negotiate remuneration for 
clinical services or other issues which are properly dealt 
with between the OMA and the government. Some divi- 
sion of the rights and responsibilities is clearly appropriate. 
We do not see it so far. There are the two areas that Marion 
has outlined, jurisdiction and membership, which will be 
difficult to unravel. There are a lot of arrangements and 
careful negotiations to be done if we are to arrive at a 
satisfactory conclusion. 

We are pleased to hear that the OMA looks forward to 
working co-operatively with faculty associations and 
OCUFA in the future, but I should point out that so far our 
local association has received no contact from the OMA 
looking for such negotiations. 


The Chair: Thank you very much. Further presenta- 
tions? 

Ms Hudgins: Could I have just a few minutes of your 
time? 

The Chair: I have a couple of members who would 
like to ask questions. You have until approximately until 
10 after, so we ask that you leave a few minutes. 


Ms Hudgins: I appear here on behalf of the president 
and the executive director of the University of Toronto 
Faculty Association. They have asked me to express two 
concerns. We had hoped that in further discussions with 
the OMA it would have been unnecessary to come here 
and express these concerns, but unfortunately we are still 
in a Situation where we have to make them known. 

We have two concerns. The first is with respect to 
those of our licensed MDs who are doing basic health 
research. They do not see patients. They do not do any- 
thing along that line, but suddenly, because of the breadth 
of subsection 1(1) they are going to be swept into the 
OMA representation. Our second concern is with those 
clinicians who do fee-for-service work but who have con- 
cerns with respect to tenure and promotion, ultimately aca- 
demic concerns which our faculty association, if there 
have been difficulties, has dealt with in the past. 

To date, those two areas have not been addressed by 
the OMA. We have no objection to the OMA continuing to 
negotiate for fee for service or whatever alternative pay- 
ment plan may in fact be agreed to with the government, 
but these other two areas cause us great concern. 


The Chair: Thank you very much for your presenta- 
tion. We have probably enough time for each caucus to 
have three minutes in total. 


Mr J. Wilson: Thank you very much for appearin 
before the committee today. One of the reasons, of course, 
we had asked that there be some hearings on Bill 135 wa: 
expressly because OCUFA had indicated some concerns 
with the legislation. We in the Ontario PC caucus are sym- 
pathetic to your plight and will be introducing an amend- 
ment tomorrow during the clause-by-clause which is 
almost, except for a couple of legal words, exactly what 
you are asking for. We will be looking for all-party support 
on that. 

I do need to know a couple of things. One is with 
regard to clinicians. If the university did not have an agree- 
ment with clinicians like the one you have worked with, 
which you have given us in the brief from McMaster, 
would that mean the MDs would be paying two fees?) 
Would they be paying an OMA fee and a faculty associa- 
tion fee? 


Ms Perrin: One of the reasons the clinicians are inter-! 
ested in this agreement at McMaster is just that; they do) 
not want to have to end up paying two fees. As we see it, 
there would be a rebate from the OMA fee to the faculty 
association fee, which is probably about one quarter or less, 
of the OMA fees. That is exactly what is being worked on 
between the McMaster faculty association and the clinical 
association at Mac. 

Mr J. Wilson: But without an amendment to the act} 
allowing you to do that, it would be clear they would have 
to pay the two fees. : 


Ms Perrin: Yes, that is right. They would have to pay’ 
the full fee to the OMA, but the fee at McMaster is volun-| 
tary. That is why there is a potential loss of membership. | 
Where physicians will have to pay two fees is at Ottawa. | 

Mr J. Wilson: I understand the fee is not really the 
issue; it is the other rights. | 

Ms Perrin: No, it is a small part of the issue. 

Mr J. Wilson: You mentioned there are approxi- 
mately 124 clinicians affected at Western. Do you have 


any. idea what the total number would be at the five medi- 
cal schools? 


Ms Perrin: We are not sure. It comes from the federal 
level, I understand. 


Mr J. Wilson: It is probably not accurate then. 


Ms Perrin: There are approximately 6,500 doctors| 
who are associated with universities. What “associated” | 
means is a big question. It could mean they are just associ- | 
ated with them but do not do anything for them. According 
to these federal stats, there are 2,500 physicians who work 
full-time in universities, but again, I do not know what it 
means. | 

The Chair: Just for clarification, is that full-time in 
Ontario or across Canada? 

Ms Perrin: As I understand it, and I received these 
from Dr LeBlanc, it is in Ontario. 

Mrs Sullivan: Like the Progressive Conservative cau- 
cus, Our caucus is very interested in what you have to say 
and our support of the issues you raise. I find it passing | 
strange that you were not consulted in relation to the deci- 
sions that were made in the OMA agreement with the 
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‘Ministry of Health and did not participate in the vote. 
‘Surely that is a significant part of the collective bargaining 
process. 

I wondered why you have not included in your recom- 
‘mendation for the amendment to Bill 135 additional detail 
about the nature of a dispute resolution process in the 
course of trying to come to terms with who will represent 
whom. It seems to me that even with the amendment 
you have put forward, there still would be required a fee- 
splitting or fees being paid to both associations. In the case 
of Ottawa, clearly that would not solve that problem, but 
-as well, when there is disagreement, when the jurisdic- 
tional and membership issues cannot be solved, why 
would you not want to have in statutory form a dispute 
settlement mechanism? 


Ms Perrin: I had not suggested the dispute resolution 
mechanism until late last weekend, speaking with the 
OMA on this issue. I felt it was getting late in the process 
and the bill was coming up and these hearings were com- 
ing up. The amendment before you was drafted before I 
even thought of that. By the way, when I suggested that to 
the OMA last week, that was the only new issue intro- 
duced in our discussions since the summertime. 


Mrs Sullivan: We may want to explore that further. If 
I have half a second, do you believe that in its current state 
and from its past history of bargaining, the OMA is cur- 
rently qualified or experienced enough to bargain in rela- 
tion to the unique situation of physicians on university 
- campuses? 

Mr Dawes: We have seen no evidence of that. 


Mr Owens: Like Mrs Sullivan, I too found it passing 
strange that you feel you were not consulted on this legis- 
lation. My understanding is that this whole process went 
_ through fairly extensive consultations. I am not sure how 
you were missed or if it was intentional, but are you saying 
you were not consulted in any way, shape or form on this 
issue? 
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Ms Perrin: Absolutely no one at OCUFA and abso- 
lutely no one from any faculty association was contacted. 
The first time we knew about this was in early June 1991, 
when we saw a summary of what the framework agree- 
ment set out with respect to universities. The interesting 
thing about it all is that the people who negotiated on 
behalf of the OMA were well aware that there were faculty 
association bargaining units out there, but in the terribly 
long process it took to get this agreement, absolutely no 
one thought to consult with us at all. 


Mr Owens: We will certainly ask the OMA the same 
question. My next question is with respect to the singular 
bargaining units. The move these days in the health care 
field is towards single representation rather than having, as 
one of your presenters indicated, people all over the map 
with respect to workers in health care institutions. Coming 
from a health care institution just down the street, I have 
an understanding of that process. Why is one group taking 
care of the labour relations aspect with respect to wages 
and salaries, as I understand the OMA has done in the past, 
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and leaving folks such as yourselves to address issues 
around tenure and academic issues problematic for you? 


Ms Perrin: In the past the OMA has dealt with the 
clinical fee-for-service item and that is all. Clinicians who 
have needed help on their academic issues have come to 
the faculty associations and it is because, in that area, they 
have a community of interest with the rest of the people 
who happen to teach and do research in the university 
sector. 

It is a very complicated area. I have worked for profes- 
sors for two and a half years now and I would not pretend 
to be able to tell you everything about it, but the process 
within the university structure has been so complicated 
that it requires the expertise that is there and the OMA 
does not have that expertise. The academic area is proba- 
bly more important in many ways than the salary issue. 

This agreement crosses boundaries. It comes into try- 
ing to negotiate now for health researchers who have been 
and are clearly our members. We have negotiated aca- 
demic issues for all faculty, or those policies which have 
been negotiated affect the clinicians, for example, as I 
stated, the promotion aspect or the promotion and tenure 
policies. That is because the expertise rests with the faculty 
association in all those areas and not the OMA. 


The Chair: Thank you for appearing before the com- 
mittee today. We appreciate your very thoughtful presenta- 
tion. I am sure, if any of the committee members have any 
additional information they require, they can contact you. 
Similarly, if there is additional information you think will 
be helpful, since the committee will likely be making its 
deliberations tomorrow, I suggest you be aware of that 
time line so that you can, following today’s hearings, sub- 
mit to us tomorrow in writing anything further you would 
like to say to the committee. 


SUDBURY AND DISTRICT MEDICAL SOCIETY 


The Chair: The next presenters are the Sudbury and 
District Medical Society, Jack Hollingsworth and John 
Malloy. Please come forward and introduce yourselves to 
the committee members. We have all received your written 
presentation. You have half an hour and we would ask if 
you would leave a few minutes at the end in case any 
members of the committee have a question. Would you 
begin your presentation now, please. Just speak into the 
microphone. Hansard will pick it up. 


Dr Hollingsworth: My name is Dr Jack Hollingsworth 
and I am here representing the views of the Sudbury and 
District Medical Society. 


Dr Kosar: John Malloy could not make it. My name 
is Dr Stephen Eugene Kosar and I am also with the Sud- 
bury and District Medical Society. 


Dr Hollingsworth: Ladies and gentlemen, it is indeed 
an honour to make this presentation to this esteemed body 
of politicians today. I stand before you representing the 
views of the physicians from northern Ontario who are 
members of the Sudbury and District Medical Society. | 
will direct my comments to Bill 135, which deals specific- 
ally with Randing of all doctors in Ontario. However, 
because this was presented to the members of the Ontario 
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Medical Association as a package deal, including the re- 
muneration negotiations and the threshold package, this 
indeed must come into the discussion. 

I will endeavour in this brief presentation to prove be- 
yond reasonable doubt that, first of all, the medical doctors 
were not given the appropriate information on which to 
make the decision to vote for Randing. The OMA set out 
to coerce the doctors to vote on this issue with totally 
inadequate information and of course also linked it to the 
emotive issue of remuneration. In addition, I will attempt 
to prove to you that this package deal in reality translates 
into rationing of health care. 

As my information package will clearly show you, we 
already have rationing of health care in northern Ontario, 
dealing with patient-to-doctor ratios three to 12 times those 
of southern Ontario. Let me emphasize—and I diverge 
from my presentation for a moment—that those figures are 
three years old. They are 1988 figures derived from the 
manpower review and they misrepresent things. 

For example, in my own subspecialty, gastroenterology, 
we have lost one gastroenterologist in northern Ontario. 
The figures are one gastroenterologist for 152,000 patients, 
whereas if you compare us to southwestern Ontario, it is 
one for 73,000, approximately. In fact, we know there are 
more than 18 gastroenterologists in southwestern Ontario 
now. Even given those figures, which are not in our favour, 
we still have huge discrepancies; so we already have ration- 
ing of doctors’ services in northern Ontario. Let me remind 
you that for every dollar spent on gastroenterology in 
northern Ontario, there are two dollars spent in southwest- 
ern Ontario, given your own figures, which are indeed out 
of date and inaccurate at the moment. We can say the same 
about internal medicine—about twice the rate. 

Let me turn my attention now to the Ontario Medical 
Association itself. Although this association is in theory a 
democratic body, because of the time lag it takes to be- 
come a member of the executive and inner cabinet of the 
OMA board, this body functions similarly to a politburo. 
Many of the agendas and decisions are made at the level of 
this inner board or cabinet and distributed downwards to 
council in the form of reports. 

It is extremely difficult for an ordinary member of the 
Ontario Medical Association to influence events at this 
level. I can affirm that. I was present at Maple Leaf Gardens 
myself. It is very difficult to influence matters at this level. 
I know the Ontario Medical Association is in the nice posi- 
tion of presenting after me and can comment without my 
chance to rebut them. I am sure Dr Wyman or whoever is 
presenting will comment on this, but I can assure you it 
is extremely difficult to influence the Ontario Medical 
Association. 

In addition, the Ontario Medical Association is a multi- 
million-dollar-a-year business and funds are provided to 
specific members of the OMA to sit on committees. Of 
course, this entails attractive trips to the metropolis of 
Toronto on a monthly basis for some of these people. The 
periods differ for different committees. 

Let me also point out that the Ontario Medical Associ- 
ation is subject to laws under the Corporations Act and is 
not allowed to elect its president directly from the floor, as 
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most unions can; unions are bound by division-of-powers 
legislation, I understand. This means the president does not 
stand on a platform and become directly elected but rises 
through the ranks of the inner cabinet and the board. | 

In addition, the Ontario Medical Association seriously 
differs from a normal union in that it is not just there to 





provide for the welfare of its members, but also describes 
in its mandate other issues, such as looking after the public | 
interest. Although they describe looking after the public 
interest, one wonders how much of the public interest of 
the patients in northern Ontario they have at heart, given 
that we already have rationing on a two-to-one basis, at 
least in northern Ontario. This of course will result in dra- 
conian cutbacks in health care in northern Ontario. 

In addition, members who are Randed will have their | 
fees sent to the Canadian Medical Association to support 
that organization and also many journals, such as the Ontario 
Medical Review, the Canadian Medical Association Jour- 
nal and Humane Medicine. These are distributed to doctors | 
on a regular basis, despite the fact that they may not wish | 
to receive them. These are not small union pamphlets distrib- | 





uted to members to update them on issues but indeed seri- | 
ous medical journals which are largely funded from | 
membership dues. 

At the council level, a motion was brought up and | 
passed that the Ontario Medical Association would look at 
ways of collecting dues from non-members. This simple 
motion has been exceeded by far in this Randing agree- 
ment reached with the government. 

Let me direct your attention to the information package 
and the copy of the proxy votes sent out by the Ontario 
Medical Association. These votes have only one column 
you can sign, giving the Ontario Medical Association the 
power to decide for you what it will do. No information | 
was sent to the members as to how to register a negative 
vote. The doctors from Sudbury eventually found out, two 
days before the meeting in Maple Leaf Gardens, how we 
could bring proxies down. This is against all democratic 
procedures and in itself constitutes a failure of the medical 
association to seek the opinion of its members on this | 
matter. One clearly gets the impression that the inner cabi-— 
net had made the decision and they achieved the high level © 
of proxy votes by their network of committee and previous 
committee members distributed throughout the doctors, 
who are indeed the eyes and ears of the association. 

The bargaining unit for negotiating fees also has quite 
a poor record of representing the needs of doctors in differ- 
ent areas. Although this current agreement may be accept- 
able to the bulk of the membership, most of whom are 
from the Toronto and Golden Horseshoe area, this is not 
acceptable to doctors in rural or underserviced areas. 
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I direct your attention to the information package and 
the newspaper clippings and photocopies I have enclosed — 
for your information. Ladies and gentlemen, clearly there 
is a public outcry in the Sudbury district and northern 
Ontario concerning the proposed changes to the delivery 
of health care that this package agreement will entail. I 
draw your attention to Northern Life, November 27, page 
5. Six people on the street were stopped and asked, “Are | 
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-you concerned about medical specialists leaving Sudbury 
because of the $400,000 cap on OHIP payments?” I ask 
you to read some of the comments these people, who were 
chosen at random by this newspaper, have made. 

The Sudbury Star, Thursday, November 28: “North 
Facing ‘Second Class’ Health Care.” A letter to the Sud- 
‘bury Star, Thursday, November 28: “We Must Find Ways 
to Keep Skilled Professionals.” The Sudbury Star, Tues- 
_ day, November 26: “Union Urges Rae to Deal with Bill- 
ings Cap Issue.” Clearly, there is a public outcry in the 
Sudbury district. . 

This agreement translates into rationing of health care 
services, and for “joint management committee,” please 
read “rationing of health care services.” This is not accept- 
able to the public or to the physicians in northern Ontario. 
This bargaining unit, in accepting this agreement with- 
out consulting the membership appropriately in northern 
Ontario, has not represented our needs. : 

I enclose a copy of the relevant pages of the memoran- 
dum of agreement between the Ontario Medical Associa- 
tion and the government. The full memorandum was not 
circulated to us. I have one copy here for records. This was 
not circulated to the doctors before voting on the agree- 
ment. Fortunately for Sudbury, some forward-thinking rep- 
resentatives got us copies of this agreement, and indeed 
predictably we voted against the agreement. 

I now draw your attention in particular to page 4 of the 
interim agreement on economic arrangements, section 10, 
subsections (a) and (b), which is in your package. This 
clearly states that threshold payment adjustments do not 
apply to physicians working in underserviced areas, but 
there is an important clause there, by arrangement with the 
Minister of Health or where the minister determines that a 
particular physician in a particular geographic or specialty 
area may be exempted. 

I now draw your attention to the next page, the Ontario 
Medical Association summary of the agreement, which 
was a press release. This indeed is quite a rosy view of this 
statement. This clearly states that the threshold payment ad- 
justments do not apply to physicians working in un- 
derserviced areas. Surely Sudbury is indeed an underserviced 
area, given the enclosed statistics I present to you concerning 
the doctor-to-patient ratios. The fact that this is a media 
fact sheet given by the OMA to the press—and the govern- 
ment must have been aware that this was a misrepresenta- 
tion—would suggest that the government might have 
intervened on behalf of the doctors and their patients and 
constituents who are misrepresented by this Ontario Medi- 
cal Association press release. 

Finally, with regard to the Ontario Medical Associa- 

tion, the negotiations were performed prior to any consul- 

tation with the grass-roots membership and indeed were 

_ presented as a fait accompli and a package deal. The Rand 
agreement is a sweetheart deal for the Ontario Medical 

Association. The package deal is a sweetheart deal for the 
government, a very poor deal for the doctors and an ex- 
tremely poor deal for the public, particularly those in 
northern Ontario. 

At this point I would like to move on and direct your 
attention to the fact that the Sudbury and District Medical 
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Society has been a direct negotiating body with the gov- 
ernment and is meeting with Mr McMillan from the OHIP 
program, has met with Mr Floyd Laughren and Miss Shel- 
ley Martel, and indeed hopes to meet with Ms Lankin and 
Premier Bob Rae. I therefore submit to you that the bar- 
gaining unit of the OMA has not represented us as mem-— 
bers and we should be allowed to form our own separate 
union if we so wish. 

In evaluating these newspaper articles, I ask you to pay 
attention to the opinion of the man on the street and the 
public outcry that is occurring, the fact that the OMA has 
fallen down in its mandate as protector of the public inter- 
est. I also have submitted for your information a videotape 
of our most recent regional council meeting which clearly 
illustrates some of the problems associated with this pack- 
age deal, particularly for the constituents in northern Ontario. 
I strongly urge you to view this videotape. It is extremely 
important for you to understand what the issues are in 
northern Ontario, and it is almost a manual of how the 
legislation and the government and the Ontario Medical 
Association should have gone about bringing changes in 
health care, rather than the way they have been brought 
upon us. 

I would now like to emphasize the point that this cur- 
rent legislation, in total, represents rationing of medical 
services. We are discussing Bill C-135, which is part of a 
package deal presented by the Ontario Medical Associa- 
tion to its doctors, and I therefore feel this is relevant to my 
arguments. 

In Sudbury, we will have virtually no obstetrical ser- 
vices in the beginning of the new year. Our cardiac sur- 
geons and cardiologists will also be out of commission. 
We now have one neurologist. We may well have no neu- 
rologists in the new year, and other subspecialists who 
have co-operated with the neurologists in covering neurol- 
ogy no longer feel they can be part of this because their 
own subspecialty is indeed threatened by this legislation. 

There will be a domino effect from this legislation in 
that each subspecialty is interdependent on the other sub- 
specialty. For example, if a patient is admitted for cataract 
surgery, he may have pre-existing heart and lung problems 
and may require thalium stress testing or pulmonary func- 
tion testing or evaluation by a cardiologist, respirologist, 
gastroenterologist, etc. 

Once these services begin to disappear, it will be impos- 
sible to proceed with routine operations such as cataract 
surgery, hip surgery, etc. Also, I point out to you that it has 
been extremely difficult to bring Sudbury medical services 
to the level they are now at. I have personally striven over 
the last four years to recruit internists and medical special- 
ists to the north, with much difficulty. 

We have recently lost a general internist and respirologist 
to a southern teaching hospital. He has indicated problems 
with the type of lifestyle associated with living in such an 
underserviced area, being perpetually on call for extremely 
ill patients, dealing with financial cutbacks by the hospitals 
and dealing with geographic distances involved and logis- 
tical problems in transporting patients from outlying areas 
to Sudbury. These were all major factors in his decision to 
leave, and he has been followed by other doctors. We have 
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lost a psychiatrist and an opthalmic surgeon recently also. 
Many of the specialists in northern Ontario feel the same 
way as this doctor did, and we feel a special case must be 
made for northern Ontario in this situation. 

Also, it is clearly obvious that the current plan to fly in 
doctors from outside northern Ontario to service needs will 
be ineffective in saving money, and patients travelling 
south will cost more than the estimated $25 million that 
was spent last year on travel grants. In addition, fly-in 
doctors rarely provide long-term follow-up to patients, or 
indeed emergency care, but tend to hive off elective work 
and bring their medical income back to their home towns, 
which will be in southern Ontario, to spend. This will of 
course weaken the northern Ontario economy. 

I am sure you all know that the plan—and the OMA 
has been party to this—is to allow the specialists in the 
southern Ontario region to have a separate billing number 
and then to fly north; when they are not providing services 
here, to provide them in northern Ontario on basically a 
flying-doctor regime. That videotape I have left for your 
reference clearly illustrates we do not want that and we do 
not think it is appropriate. 

Finally, I would like to propose an amendment to be 
considered by the members of this subcommittee concern- 
ing Bill C-135. The amendment reads: 

“Those doctors who belong to another medical associa- 
tion which collects dues may be exempted from member- 
ship from the Ontario Medical Association if they so 
wish.” 

The membership in the Sudbury area feels they have 
not been represented by the Ontario Medical Association. 
Indeed, I have heard the name coined, “the odious medical 
association.” They have been tricked by delayed distribu- 
tion of information, by misinformation to the press, which 
is clearly documented in your handouts, and by packaging 
the Rand formula with a financial remuneration package 
for the doctors. We feel it is totally unacceptable to have 
further rationing of health care in northern Ontario and 
can, under no circumstances, support this. 

We wish to point out to you that the Ontario Medical 
Association is by no means a union. The president is not 
elected. The delegation process is extremely indirect, 
going via medical society, branch society, delegates to 
council, and finally to the Board, which then elects a repre- 
sentative. What this creates is a central bureaucracy which 
is self-fulfilling and functions in the way we have seen the 
OMA function over the last several years. 

We did not vote directly on the Rand agreement. There 
was no yes or no vote possible in the proxies forwarded by 
the Ontario Medical Association. The Ontario Medical Asso- 
ciation sympathizers were used to coerce other members to 
provide proxy votes in a positive fashion to the Rand for- 
mula. 

The Ontario Medical Association also has a mandate to 
represent the public, which no other union has taken upon 
itself when looking for Randing, and indeed, many of the 
Randing fees go to support other factors besides the bargain- 
ing unit, publications of journals and running committees. 

We wish to reinforce the statement, “No taxation with- 
out representation,” particularly concerning the bargaining 
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unit. We wish to refer you to division of powers under 
which union rights are protected and unions are allowed to 
elect their president, who runs on a platform in a much 
more democratic fashion than the Ontario Medical Associ- 
ation tends to function. 

Ladies and gentlemen, if you must Rand me, I ask that 
you Rand me to Local 598, Canadian Union of Mine, Mill 
and Smelter Workers, and I will take my chances with Mr 
Rick Briggs, in whom I have more faith than the current 
leadership of the Ontario Medical Association. 
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Dr Kosar: I will also address a few points. I am an 
ophthalmologist with subspecialty fellowship training in 
retinal diseases. I am the only fellowship-trained retinal 
specialist in northern Ontario. 

I think also that Bill 135 is part and parcel of the entire 
OMA agreement and we must address the whole agree- 
ment. We feel that the OMA did not consider the impact of 
this agreement on our patients in the underserviced north. I 
would like to illustrate the rationing of services already 
occurring in my practice, and I am sure this is reflected in 
other people’s practices. 

I occasionally am involved, a couple of weeks a year, | 
with the Canadian National Institute for the Blind which 
provides services in its travelling-eye van to underserviced 
areas in northern Ontario. They have applied for exemp- | 
tion from the billing cap for physicians who volunteer their 
time and take time away from their practices to provide 
services to people who otherwise would not be able to see 
an ophthalmologist. To date, they have not received news 
of any exemption, and if they do not have an exemption 
from the billing cap, this much-needed service will not be 
provided by this volunteer organization. 

Last week I had a 24-year-old girl show up at my 
office with sudden onset of loss of vision. I felt this was 
optic neuritis; however, I had to arrange for an urgent CAT 
scan. Fortunately, due to the foresight of doctors in Sud- 
bury in the past 10 years, we do have a CAT scan and this 
was readily available. Once this procedure was performed 
on Friday afternoon, I was advised to get a neurologic 
consultation. There was no neurologist to be found. This, 
my friends, is something that illustrates the already occur- 
ring rationing of services in northern Ontario. Had this 
young lady been in Toronto or somewhere in southern 
Ontario, she would have had a second ophthalmic consul- 
tation by now, probably a neurophthalmologic consultation 
as well as a neurologic consultation, and probably a mag- 
netic resonance scan. 

This is not an isolated example. There are many such 
examples in many specialties of rationing of services that 
are not available in northern Ontario. This will only get 
worse if the current situation continues. I would like to ask 
this committee to reconsider Bill 135 and to consider its 
impact on the patients of northern Ontario. Thank you for 
your time. 


The Chair: Thank you very much for your presenta- 
tion. I have some questions from committee members and 
I believe we will have enough time for about four or five 
minutes from each caucus. 
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Mr Owens: My first question is to the parliamentary 
assistant with respect to the statement that was made about 
| physicians given a special billing number who fly north to 


| treat patients so that, in fact, it is an end run around the 
cap. Is that true? 


| Mr Wessenger: I will ask Dr Le Blanc to answer that 
question. 

Dr Le Blanc: The provision for specialists coming to 
the north into clinics is by arrangement usually with the 
physicians within the community. Wherever those physi- 
cians come from—many of them come from Sudbury and 
Thunder Bay, some may come from southern Ontario— 
they are exempt because there is a separate billing number. 
Many of them do not bother to bill fees for service. They 
go on sessional fees, in which case, from wherever they 
are, that does not affect them. The sessionals will not affect 
fee-for-service income. 





Mr Owens: My question is to the presenters. In terms 
of your presentation, I heard two entirely different mes- 
sages. First, you do not think your union represents you, 
' and second, the north is underserviced with respect to 
health care practitioners. I do not think there is anybody in 
this room who would argue that the north is not under- 
serviced in terms of medical care and we are certainly 
_ working on ways to ameliorate that concern. 
| The question about your union, however, is a little dif- 
ferent. Are there not avenues for people in your section or 
like-minded individuals across the province to participate? 
In my own union, if we did not like what the executive was 
doing, we challenged those individuals and either removed 
them or had them take a more progressive line. Is that not 
an avenue within your organization? Have you not done 
that? 


Dr Hollingsworth: Unfortunately, the structure of the 
OMA is extremely complex. There are many roads to lead- 
ership of the OMA, which takes an average time of eight 
to 13 or 15 years. On the central board or inner cabinet 
there are 23 board members. The board elects the execu- 
_ tive. The general secretary is elected by the board, not by 
the membership, so what I am asking for is a little bit of 
perestroika in the OMA. Now, I am going to the wrong 
people— 

Mr Owens: I find this extremely odd, to sit here hav- 
- ing doctors complain that their union does not work. 


The Chair: Mr Owens, you have used your allotted 
| time. Dr Hollingsworth, you may answer. 


Dr Hollingsworth: The reason we are presenting this 
is to use this as a platform to make you aware that there 
are very basic problems in health care that the Ontario 
Medical Association has not faced up to. Indeed, in the 
northern Ontario situation, this attitude of flying people in 
is not going to work, because they are not going to be 
living there and taking calls at night. I take calls every 
sixth night. If I moved to Toronto or Guelph, I would 
probably take calls much less frequently, for much less 
sick patients. We do not tend to fly people out of Sudbury; 
we keep our patients there. There has been much less 
transfer of patients down south over the last 10 years. 
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We have built up a really good tertiary-level health 
care service with the help of local politicians and the local 
community. We were told we could not raise money for a 
cancer clinic, that we could never raise $3 million. We 
raised $9.3 million. We were told we would not be able to 
get a CAT scanner, and we bought it ourselves. We have 
been very active in improving health care service in north- 
erm Ontario, and the doctors and the politicians and the 
public have all got together and done this. 

What we are saying to you is, let us have our own 
association if we wish, if our medical society takes a vote 
on this. We would be willing to give them a democratic 
chance, unlike the OMA’s attitude, which was to come 
with 8,500 proxies in its back pocket that were basically 
coerced out of the membership by what we would call 
OMA hacks. We’ will give our membership a chance to 
vote, and we will ask them: “Do you want to be in the 
OMA or do you want to be in the medical society? Do you 
want us to bargain for you? Do you want us to bargain for 
your patients? Do you want us to make your case?” 

I think you will agree, ladies and gentlemen, that you 
have heard more about northern health care today than you 
have heard for a long, long time from the Ontario Medical 
Association. 


The Chair: Mrs Sullivan, you have the floor. 


Mrs Sullivan: I am interested in a particular point you 
raised in relation to patient service in the north and the part 
of the agreement that, in summary, left out some important 
information, which was that the threshold adjustments do 
not apply unless there is concurrence and agreement and 
participation of the minister in making that decision. That 
is clearly one of the things that is problematic here, in that 
northern doctors, it appears, cannot have the cap removed 
to service patients in the area, whereas southern doctors 
can have the cap removed to service patients in the north. 
While that may not be specifically applicable to Bill 135, it 
is certainly applicable to a portion of the agreement in 
which there is a problem. 

I have been quite interested in comparing the popula- 
tion per physician, north versus south. I wonder if you are 
seeing, as a result of that cap, services being eliminated 
which might include even outreach services that you pro- 
vide in communities outside Sudbury, for example, or a 
large location, but where you are actually taking your ser- 
vices on the road, which a southern doctor would not do. 


Dr Hollingsworth: We provide services to all the out- 
lying areas. First of all, any patient who becomes very ill 
during the night or on the weekend is transferred to Sud- 
bury. We also provide outreach clinics all around the area, 
Manitoulin Island, Elliot Lake, Kapuskasing. We under- 
stand the ministry has looked at this problem and is going 
to give us separate billing numbers, but we have not had 
the final word on that. ji 

The problem is that even with flying people in, it is the 
emergency services that are the most critical and these are 
the ones that are going to suffer. If people leave, even if 
they leave for three months because they have reached 
their cap, they are no longer available to take calls. We 


feel this should have been exempted perhaps from the call 
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system. What we are asking for is an exemption for the 
patients of northern Ontario. 
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Just look at your numbers, your statistics. Even though 
we feel your figures are wrong and that we could perhaps 
adjust them for you by 50% or 60%, we will live with your 
figures. Please exempt the patients. Take the threshold off 
northern Ontario patients and let them have the same access 
to health care dollars as southern Ontario patients. We ask 
you this as representatives of the Sudbury and District 
Medical Society, and we are appalled that the Ontario 
Medical Association has not asked you this. 


Mr J. Wilson: Thank you for your very informative 
presentation. I do have a question for the parliamentary 
assistant, stemming out of the terminology used by Mr 
Owens. On three occasions, Mr Owens, you referred to the 
OMA as the doctors’ union. It is fairly clear—to me, any- 
way—in reading the agreement that the OMA is going to 
be the doctors’ trade union, but I do have a question for the 
parliamentary assistant. Is that government policy now? 


The Chair: You can ask that of the parliamentary as- 
sistant, but not of Mr Owens. 


Mr J. Wilson: They are all the same. They are all in 
collusion, so I will ask the parliamentary assistant. Is that 
government policy, that the OMA is now a trade union? I 
would like that cleared up for the record. 


Mr Wessenger: The OMA is the bargaining agent for 
the doctors. Whatever you want to call that, that is basi- 
cally what it is. While I have the floor, I might just say that 
there seems to be some lack of clarification with respect to 
the whole question of physicians working in underserviced 
areas. Any physician who is working under an under- 
serviced area program is exempt from the threshold. I 
think that should be clear, and I think maybe the doctors 
here are working under an underserviced area program. 


Mr J. Wilson: That is different, and I would like the 
presenters to clarify that. That is part of the problem here. 


Dr Kosar: Part of the package, part of the agreement, 
was clause 10(a)(i), which talks about “physicians working 
in underserviced areas by arrangement with the Ministry 
of Health under the Ministry of Health underserviced area 
program.” 

I myself am under the underserviced area program be- 
cause I have been up in Sudbury for only one year now. 
However, I have a letter here from the Minister of Health, 
a “Dear Applicant” letter. I had applied for an exemption, 
and it says that Iam not exempt from the cap. 

Obviously there has been a mixup in communication 
between the Minister of Health and OHIP, or the billing 
agency. I know others who have been in the same situa- 
tion, so there obviously has been a lack of communication. 
I am not sure where that fault lies, whether it is with the 
Minister of Health or with the OMA, communicating to 
the Minister of Health who these doctors are who are partici- 
pating in the program, so right now I am kind of confused. 


Mr J. Wilson: In the case of specialists who do reach 
the cap and will be no longer practising, can you give an 


example of the cost to the government in terms of having 
to transport patients and doctors and families to the south? 

Dr Kosar: I can give you an example based on my 
own practice, and again, this is probably reflected in other 
specialists’ practices. I see at least 20 people a week who, 
before I came to Sudbury, would have had to be trans- 
ferred to Toronto or another teaching centre for specialized 
eye care. 

If you just look at the cost of the travel grant from 
Sudbury to Toronto, I believe it is about $150 per patient. | 
You also have to realize that these patients often travel to 
other centres for repeat visits. But even if you only assume | 
one visit per patient, at 20 patients a week, that is $3,000 a 
week, which translates to about $150,000 a year. I figure I 
am saving the government at least that much money by 
being in Sudbury. Transporting physicians from southern 
Ontario to northern Ontario as itinerant physicians will not | 
work. It is still going to cost the government money to 
send them up. We need physicians to live, work and play 
in northern Ontario. 


The Chair: Thank you very much. I have a request 
from Mr Hope. If the committee will permit, he would like 
to ask one very short question. Time has expired. What is 
the wish of the committee? Agreed? Mr Hope. 


Mr Hope: My question stems from the $400,000, 
when you said you would start transferring. You mean you 
would have a person referred outside your community 
instead of treating him, even though you have met your 
cap? You have met your cap and you are telling me you 
will not see another person to treat? 


Dr Hollingsworth Let me clarify that. I think that is a 
very good point. You are obviously focusing on finances 
and numbers and money here, and that is not what we 
came here to focus on. But if you want to focus on that, 
this $400,000, we do not receive this as a salary. We lose 
over half of it in terms of overhead, okay? Do you under- 
stand that? 

We have an overhead. I have two nurses, I have two | 
secretaries, I have a dietitian. If you come to see me, you — 
need services. You need procedures done, you need to get 
dietary advice, you need to see my nurse, and that costs me 
money. If I am going to be paid one third of what I should 
get, and it is costing me 50% of what I should get, I am 
losing 20 cents every time I see somebody like you. I can 
only do that for so long before my bank manager calls in 
his notes, and I think you have to realize that I would 
become insolvent. I would like to do it, but I physically 
cannot do it. 

Could I make one other comment with respect to the 
comment from the parliamentary assistant about the OMA 
becoming the doctors’ union? If you are saying to us that 
the OMA is going to become our union, can you maybe 
Suggest to it that we be allowed to elect our president or | 
our general secretary? I personally would be quite willing 
to run for that job. 

I have gone to the OMA this morning and put my name 
down for the job of general secretary. I am sure I will not 
be given the job, given. that my views are so different from 
those of the current leadership of the OMA. But I think | 
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maybe they do need someone like me for a year or two. I 
am willing to give it two years, and I am willing to be 
kicked out after two years and then elect someone who is 
better than me if the membership so feels. 

I asked the OMA’s currently sitting temporary general 
secretary how I could go about getting elected. He said, 
“You could talk to Dr Wyman or Dr Thoburn.” Well, I 
said, I am so different from those guys that the last time I 
talked to them they did not have anything nice to say to 
me. He said, “Yes, but it’s tough, because they would have 
to change all the bylaws, and we cannot change the by- 
laws.” I said, “Well, gee, isn’t it sad, because I would like 
to go around and poll the membership and say, “Look, I 
can do something for you guys. I can do a better job than 
these guys are doing for you, and I can ask your opinion a 
lot more.’ But you are saying I cannot be elected.” He said, 
“Let me think about it.” So I am waiting for his response. 

The Chair: I think all members of the committee real- 
ize that your comments were facetious. Some would sug- 
gest they are not. In that case, this is your opportunity to 
come forward to discuss Bill 135. It really is not an oppor- 
tunity for a job interview. If you wish, we could forward 
the Hansard of your comments to the Ontario Medical 
_ Association. In all seriousness we do appreciate your com- 
_ing before the committee today and sharing your concerns 
with us. 

The committee will be dealing with this legislation to- 
morrow. You mentioned before that you would not have an 
opportunity to rebut, and that is quite correct as far as 
appearing before the committee again is concerned. But if 
there is anything you wish to communicate to the commit- 
tee, you may do so; you have all morning tomorrow. We 
will be meeting again at 3:30 p.m., so anything that is said 
_ today that you would like an opportunity to rebut, you can 
submit in writing tomorrow. Thank you for appearing 
today. 


Dr Hollingsworth: Thank you very much, Madam 
Chair. I have not given up my daytime job yet. 


The Chair: Do not lose your sense of humour either. 

I would like to call next the Ontario Medical Associa- 
tion, my old friends Michael Wyman and David Peachey. 
Please come forward and introduce yourselves to the com- 
mittee. You have a half-hour for your presentation, and we 
- would ask you to leave a few minutes at the end of your 
presentation for questions from committee members. Wel- 
come. 


Dr Wyman: Thank you, Madam Chairman. I am Dr 
_ Michael Wyman, a family physician in North York and 
still a member of the executive of the OMA. I am a mem- 
_ ber of the board and I was the chief negotiator of the 
agreement from which Bill 135 arises. 

: I have with me today Dr David Peachey, director of 
- professional affairs at the Ontario Medical Association, 
and Ms Georgia Henderson, manager of professional af- 
fairs. 

The purpose of this brief is to respond to the amend- 
ments that were proposed by the Ontario Confederation of 
University Faculty Associations, which are intended to 
develop an exemption on agreement for physicians affili- 


ated with Ontario universities from the application of Bill 
135, An Act to provide for the Payment of Physicians’ 
Dues and Other Amounts to the Ontario Medical Associa- 
tion. 

The bill as presently proposed provides that all physi- 
cians licensed to practise in Ontario, who engage in the 
practice of medicine or conduct health research in Ontario, 
are to pay the equivalent of dues to the Ontario Medical 
Association on the same basis as if they were members. 


1650 

In considering the proposed amendment, it is critical 
that the committee be fully aware of the rationale for the 
payment of the equivalent-of-dues payments to the Ontario 
Medical Association. Once the underlying rationale is 
clearly understood, it is the position of the Ontario Medical 
Association that there can be no principled reason for 
exempting some physicians from the payment of such 
amounts on the basis that they may have an appointment to 
an Ontario university. 

As we will discuss further, in all essential respects related 
to the memorandum of agreement between the government 
and the Ontario Medical Association, which had been sent 
to every member of the OMA prior to the agreement, the 
Ontario Medical Association plays a critical role in repre- 
senting the interests of physicians who hold a university 
appointment. As a result, the proposal to exempt these 
positions from the payment of OMA dues cannot be sup- 
ported either in logic or in equity. 

The physicians who would be subject to this amend- 
ment consist of an undetermined number, likely in the 
range of 3,000 to 5,000, constituting up to 20% of the 
membership of the OMA. It is necessary to understand that 
the overwhelming percentage of these physicians do not 
function in an academic university setting like, for exam- 
ple, a history professor, but rather practise medicine in the 
public teaching hospitals of the province, where, integrated 
with their essential patient care services, largely tertiary 
care, they perform teaching functions. 

The remuneration of such physicians consists largely 
of billings to OHIP, compensation which is negotiated 
solely between the government and the OMA. There is and 
can be no role for OCUFA to play in this critical aspect of 
clinical practice. This alone justifies the requirement that 
these individuals pay the equivalent of dues to the OMA. 

In order to place the proposed amendment in perspec- 
tive, it is necessary to understand the role which clinicians 
play in the health care system and the manner in which 
they provide their services and obtain their remuneration. 
Contrary to the impression which OCUFA may seek to 
give, all physicians who are subject to the proposed 
amendment are licensed physicians who practise medicine 
in Ontario or conduct health research. While these doctors 
may have some university affiliation, they are not re- 
stricted in their operation or remuneration to a university 
setting. Thus these physicians teach and practise in the 
hospital setting, where their teaching responsibilities are 
inextricably bound up with the practise of medicine. 

Such physicians, aside from holding a university appoint- 
ment, also hold a hospital appointment and generally bill 
OHIP for the provision of services to the people of the 
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province of Ontario. They mostly belong to group prac- 
tices and partnerships, where they carry on medical prac- 
tices as independent practitioners. 

Practically all physicians who have appointments in 
these hospitals spend a large percentage of their working 
day performing work governed by the OHIP schedule, and 
it could be reasonably estimated that 80% to 90% of their 
income is generated through the fee-for-service schedule 
which is negotiated by the OMA. While such individuals 
have a university appointment as well, very little of their 
income is derived from university sources. Real university 
funding, or hard moneys, were always small and have 
been getting much smaller all the time. Even those persons 
who are engaged solely in research obtain much of their 
income directly from OHIP amounts, since in many cases 
academic clinical earnings are subject to an upper ceiling 
and the earnings over that ceiling are used to provide in- 
come to faculty, including researchers. 

Further, because the overwhelming percentage of such 
clinicians hold hospital appointments, their concerns are 
not restricted to matters dealing with the university but are 
critically related to all health care matters involving the 
operation of public hospitals and the health care system 
itself. 

It should be noted that the government has entered into 
discussions with university faculties of medicine, the 
OMA and clinical teachers’ associations with respect to 
altering the existing fee-for-service method of payment 
and establishing alternative payment plans. In a number of 
departments in some health science centres, agreements 
have been concluded directly with the government. The 
OMA and its designate, the clinical teachers’ associations, 
have in most cases performed the critical role representing 
clinicians in dealing with the government and the deans of 
medicine on all issues surrounding these alternative pay- 
ment plans. The faculty associations which belong to 
OCUFA have not been involved in these issues at any 
time. 

The underlying rationale for Bill 135 is that all physi- 
cians in the province of Ontario who benefit from the 
association’s activities should help to defray the costs. His- 
torically, one critical role for the OMA enshrined in statute 
and recognized in the agreement is the negotiation of the 
fee-for-service schedule. It is also recognized that the fee- 
for-service schedule sets the standard for most other forms 
of physician remuneration. 

The bill gives effect to the principle that all who bene- 
fit from fee-for-service amounts negotiated by the OMA 
should be required to pay their fair share of the financial 
efforts to obtain them. In this respect, as noted above, 
clinicians who hold hospital and university appointments 
are no different from any other physicians in the province 
of Ontario: The overwhelming percentage of their income 
is derived from billing OHIP for the performance of clini- 
cal services, and the fees which they are paid directly 
result from the amounts negotiated between the OMA and 
the government. 

It would be inequitable to grant exemptions from a 
requirement to pay an amount equivalent to OMA dues on 
the basis that some of these clinicians have a small compo- 


that component of university salary not infrequently is 
funded by OHIP billings. These moneys, often referred to 


as soft moneys, originate from fee-for-service billings, are | 


remitted by clinicians to the university and then returned to 
the physician in the form of salary. 


However, it should be noted that the framework agree- | 


ment between the government and the OMA is not limited 
to the negotiation of the fee schedule itself. The OMA and 
the government have agreed to co-operate in the joint man- 
agement of all physician services to achieve more value 


for health care spending in Ontario. To this end, they have | 
agreed to establish a joint management committee to im- | 
prove the management of the system in pursuit of high- | 


quality medical services and related health care services in 
the province. 


The mandate of the JMC includes action seeking to en- | 


hance the quality and effectiveness of all medical services; to 
develop and implement effective utilization management 


for all physician services; to develop and implement incen- | 


tives to all physicians to bring about more cost-effective 
and efficient delivery of health care; to discuss strategies 
for the implementation of the improvement of the number, 
mix and distribution of all physicians; to monitor the vol- 
ume changes in both the fee-for-service and non-fee-for- 
service systems, and to make recommendations with 
respect thereto. 

In engaging in its endeavours in the JMC, the OMA 
will be required to provide significant resources, including 
its staff and the resources of its members. It is only fair 
that all Ontario physicians be required to assist in defray- 
ing the cost incurred by the OMA in the representation of 
all physicians in the JMC. In this respect, clinicians who 
hold a university appointment are no less concerned than 
are other physicians in relation to these issues. 

It should be noted also that the OMA negotiates signif- 
icant benefits for all physicians, whether fee-for-service or 
non-fee-for-service, including the reimbursement of certain 
Canadian Medical Protective Association payments. These 


amounts, which defray liability insurance payments, also are ~ 


payable to physicians who hold university appointments. 

The OMA represents all physicians in the development 
of social and health policy in the province and represents 
all physicians in consultations respecting possible legisla- 
tion. Through the work of the department of health policy 
and its committees, public policy and public health are 
impacted in countless areas of clinical endeavours. 

In summary, the historical rationale for the Rand formula, 
that all who benefit from the activities of an organization 
should contribute to that organization, applies with signifi- 
cant force to these particular physicians because of the 
OMA’s traditional role in representing all physicians in 
such areas as fee-for-service and benefit negotiations, be- 


nent of their total compensation from universities. Indeed, | 








cause of the significant impact that its role on the JMC will — 


have on all physicians in the province, and because of its 
historic role in the development of public health policy in 
the province. 

In all other provinces where Rand legislation has been 
enacted for physicians, no exemption is made for physi- 
cians who hold university appointments. In Ontario, given 








2 DECEMBER 1991 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


S-943 





that the OMA carries out the same functions as organiza- 
tions in other provinces and has now assumed even greater 
responsibilities through the JMC in matters affecting both 
fee-for-service and non-fee-for-service physicians, and in 
furthering the public interest by working towards the es- 
tablishment of a more effective health care system in the 
_ province, there is no rationale for such an exemption. 

It is simply wrong for OCUFA to assert that the provis- 
ions of Bill 135 result in the raiding of membership. The 
OMA has always represented clinicians with university ap- 
pointments in fee-for-service negotiations and has been in- 
volved with them recently in discussions regarding 
alternative payment plans. These physicians have always 
been an integral part of the OMA organizational structure. 
For example, the current president of the OMA, Dr Adam 
Linton, is a full-time clinician at a teaching hospital affili- 
ated with a university. So too is the former president of the 
OMA and current president of the Canadian Medical Asso- 
ciation, Dr Carol Guzman. I am not a full-time but a part- 
time clinician, holding the appointment of assistant 
professor in the department of family and community 
medicine. 


1700 

The OMA has had a central role in representing all 
these physicians because their sources of income and pro- 
fessional lives are entirely different from other university 
faculty. Historically, there has been no community of inter- 
est between these physicians and other faculty in these 
respects. One point should be made very clearly, and there 
appears to have been some misconception about this in the 
debates in the House, that to the best of the OMA’s knowl- 
edge none of the opposition to this bill, on the basis advanced 
by OCUFA, has come from the clinicians themselves. We 
stand to be corrected, but we are not aware of any clinician 
with a university appointment who has come to us and said 
this bill is unfair because of some impact on a faculty 
association. Indeed, these clinicians were a large part of 
the 80% of the voting OMA membership that overwhelm- 
ingly approved the new agreement with the government, 
including the provisions respecting dues deductions last 
spring, having had a full and profound discussion of the 
contents of the agreement prior to the presentation at the 
annual meeting and the general meeting. 

It should be noted that the physicians in question are 
not precluded from joining faculty associations in addition 
to the OMA, and the faculty associations are not precluded 
from having a role in certain aspects of university life 
affecting these physicians. This fact, however, does not in 
any way justify exempting these doctors from the obliga- 
tion to pay dues to the OMA, which clearly has and will 
continue to represent them in a myriad of ways relating to 
their professional life. Membership in faculty associations 
will remain, as at present, a voluntary decision by individ- 
uals, and the OMA will not interfere with physicians who 
choose to belong to such associations in addition to the 
payment of the equivalent of dues to the Ontario Medical 
Association. Thus the allegation of loss of membership by 
OCUFA cannot be supported. Moreover, the OMA and 
clinical teachers’ associations wish to work positively and 
co-operatively with faculty associations in areas of com- 


mon interest and concern. It has been our desire all along 
to develop a co-operative working relationship, and we 
will continue to approach that. This has been and continues 
to be clearly expressed to OCUFA. Concerns regarding the 
legislation in these circumstances constituting a threat or a 
raid are simply unwarranted. 

Finally, the adoption of the proposed OCUFA amend- 
ment could seriously jeopardize the ability of the parties, 
both the government and the OMA, to engage in good 
faith negotiations in the future. The agreement entered into 
between the government of Ontario and the Ontario Medi- 
cal Association and its members provided that the govern- 
ment would support the statute providing for the payment 
of dues by all practising physicians. In this respect, it 
stated specifically: 

“The government undertakes to introduce and support 
a statute, to be given first reading before June 30, 1991, 
and effective as of that date, providing for the payment of 
dues or their equivalent to the association by all practising 
physicians in Ontario. The principles of this statute are set 
out in the appendix A to this agreement.” 

It would simply not be a measure of good faith, which 
would facilitate the type of relationship which the govern- 
ment and the OMA clearly envision, to have one party 
unilaterally alter the agreement reached at the bargaining 
table. The future stability of the bargaining relationship 
requires that commitments made at the bargaining table be 
honoured and implemented. 

In light of the foregoing, there is no reason in policy or 
logic to exempt physicians who hold university appoint- 
ments from the effect of Bill 135. Indeed, the purpose of 
Bill 135 can only be served if such physicians are included 
within its ambit. 

In response to some of the comments that were made 
in the representation by OCUFA and the request that there 
be a local negotiation of fees and roles, and to continue to 
develop the relationship between the local faculty associa- 
tions and the OMA, we absolutely agree. We do not believe 
that has anything to do with the passage of Bill 135. We 
contend that this type of negotiation and local agreement 
would continue beyond the passage of the bill and would 
enter into an agreement in each of the areas. 

I would remind you that prior to the agreement being 
signed, there were agreements that had been developed 
between the clinical teachers’ associations in each of the 
five universities that understood fully the content of the 
agreement. 


Mr J. Wilson: Dr Wyman, you talk about agreements 
with faculty associations. The amendment we are putting 
forward would really require you to enter into an agree- 
ment with faculty associations before the act would apply 
to the positions currently covered in the university envi- 
ronment. You may want an opportunity to explain in a 
minute or so exactly why you could not come to an agree- 
ment with those faculty, given that you are talking about 
co-operation. 

I am a former governor of the University of Toronto 
and spent two years, a considerable amount of time as I 
recall, talking about benefits, salaries and working condi- 
tions for medical practitioners in the faculty of medicine. I 
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have a brother at the University of Western Ontario who is 
one of those people: I do not understand. I have a great 
deal of sympathy for OCUFA in terms of those people, 
including my brother, who work 24 hours a day at the 
university and have nothing to do with the OMA. He cer- 
tainly looks at his faculty association as his representative. 


Dr Wyman: Currently, 80% of the members of the 
teaching faculties around the province are members of the 
OMA. To have Bill 135 apply to the other 20% would not 
have a significant impact on their ability to continue to 
function as they do. In fact, we are in the process of nego- 
tiating on behalf of a large number of clinical teachers’ 
associations and we reached agreement with the clinical 
teachers’ groups prior to the passage of the bill. There are a 
large number of clinicians who have university appoint- 
ments who never heard of OCUFA before this time. Iam a 
clinical teacher and I was not aware of OCUFA or of any 
direct involvement by the University of Toronto faculty 
association on my behalf. 


Mr J. Wilson: I do not recall any physicians ever 
showing up at the board of governors’ meetings, which 
means the interest is pretty low there. 


Dr Wyman: The OMA continues to function in a 
large number of areas that continue to impact on the prac- 
tice of medicine outside of the direct appointment. I think 
Dr Peachey could enhance that a little bit, as he has been 
doing much of the negotiations with universities. 


Dr Peachey: Perhaps I could clarify one thing the 
member stated: The arrangement and letters of understand- 
ing the OMA has signed for the past two years have been 
with the clinical teachers’ associations and not the faculty 
association per se. The clinical teachers’ associations are 
growing and strengthening organizations in the province 
on the basis that the clinical teachers in the five health 
sciences centres were looking for local organization in 
terms of representing many of their interests. It was with 
that in mind that the corporate OMA certainly believed it 
did not have the basic academic standing and understand- 
ing of the complexities of academe, and it is very support- 
ive of the CTAs in that regard. 


Mr J. Wilson: On the collection of OMA dues by the 
government, does the OMA reimburse the government for 
collection of dues and the administration thereof? It seems 
very strange to me that the government is in the business 
of collecting the dues of a trade union which it is terminat- 
ing. It just blows my mind. I do not think my constituents 
would necessarily agree with this precedent setting. There 
is nothing I can do about it, I know, because it is not 
necessarily part of Bill 135 in that the government will 
vote as a block against it, but I would be interested to 
know whether the government is getting any reimburse- 
ment for this. 


Mr Wessenger: Under this bill the government will 
be collecting the dues and there will be no charge to the 
OMA. Just as with any employer who collects dues, there 
is no charge to the association. 


Mr J. Wilson: Is the cost of operating the joint man- 
agement committee shared by the government? It seems to 


me it has a pretty wide mandate and will be doing a lot of 
work over the next few years. 


Mr Wessenger: I understand the Ontario Medical 
Association members bear their own costs of participating 
in the joint management committee. 

1710 

Mr Malkowski: I would like a point of clarification in 
terms of the membership election process. The members 
have a direct involvement in electing the executive direc- 
tors of the OMA. Could you explain that for me, please? 

Dr Wyman: There are two streams within the Ontario | 
Medical Association: the staff and an elected representa- 
tion. The chief executive officer of the OMA is a paid 
position and is responsible to the executive and the board 
of the Ontario Medical Association. The Ontario Medical 
Association has 24 board members elected by region, by 
population around the province on an annual or biannual 
basis. These elections are open to all members of the asso- 
ciation and the executive of the OMA is elected from the 
membership of the board. 

The president of the OMA is part of the executive and 
is elected by the board, so there is direct representation 
through the membership to the board and to the executive. 
An additional component of the democratic process in- 
volves our council, which is a representation by population 
around the province and is broken down into branch socie- 
ties basically related to a geographic region usually centred 
on a hospital. This consists of approximately 200 people 
elected by local representation so there are two very clear 
avenues of approach for the general membership of the 
Ontario Medical Association towards the decision-making 
process. 

Mr Brown: I am interested in your public interest 
mandate. We have heard from the previous presenters 
about the lack of positions in certain parts of the province, 
particularly northern Ontario. I will speak about that since 
I am a northern member. The distribution in northern 
Ontario is remarkably less than in the south, but I will not 
go through the figures right now. I wonder how this agree- 
ment is going to help northern physicians or attract people 
in the various specialties to the north. It is not good at 
present and I cannot see this helping. 

Dr Wyman: I do not believe Bill 135 will have any 
impact whatever on whether physicians go north or south, 
since it has to do with mandatory dues. The general agree- 
ment between the government and the OMA, in its ex- 
tended process, really sets up through the joint 
management committee the opportunity for the OMA and 
the government to work conjointly towards developing 
manpower policies and a way of resolving the issues. I 
think there is a very clear desire by the Ontario Medical 
Association, both its elected members and staff members 
and the membership of the organization itself, to provide 
adequate health services to all people in Ontario in what- 
ever location they happen to live. There is also a current 
action plan being developed through the OMA and the 
joint management committee on these very issues. 


Mr Brown: | realize this is about the Rand formula, 
and I have just heard a presentation from members of a 
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large medical society in this province from northern 
Ontario that told me they do not think the OMA represents 
their views. Their view is that this formula exacerbates a 


_ shortage of physicians in northern Ontario. Just so you 


understand, if you figure out the allocation per capita in 
the regions, this formula means the north will get about 
$200 per capita less for each position in northern Ontario. 
That is what this does. I can understand that the physicians 
in northern Ontario are pretty unhappy about that. More 
than that, the patients, the people of northern Ontario, are 


_ pretty unhappy about it. 


In your public interest mandate, when we have a letter 


_ from the minister saying she is not going to extend this, I 
_ do not understand when you talk about negotiating. The 
_ minister said what she is going to do. She is not going to 
_ negotiate—no more extension of the underserviced pro- 
_ gram grants or lift of cap. 


Dr Wyman: The OMA has publicly stated that we felt 


_ the decision by the minister up to this point was against the 
intent of the agreement, and that the decision to have no 
_ further exemptions applied was an inappropriate process. 
_ There have been ongoing discussions, both prior to that 
time and since that time, to try to extend the exemptions, 


to try to provide for continuing services to the people of 


the north. We do not agree that the application of lack of 
_ exemptions is an appropriate method of providing services 


to the people of the north or the south. 
Mr Brown: In the jargon of labour relations, we 


would say now that the Minister of Health is acting in bad 


faith in terms of this agreement. 
Dr Wyman: I would have to say that is not the case. 


| The Minister of Health has acted to the letter of the agree- 


ment and has fulfilled the exact wording of the agreement. 
It was not our intent when we negotiated the process that 
there would no exemptions, and we continue to try to work 
to provide exemptions for services in the north and un- 
derserviced areas. I would certainly not say that it was 
negotiating in bad faith. 

Mr Owens: Madam Chair, I must state that I am quite 
impressed with the amount of latitude you have allowed 
the committee to have with respect to questions. 

The Chair: What I have done, Mr Owens, is try to 
divide the time equally among the three caucuses. We have 
until 5:20 to complete the amount of time. 

Mr Owens: My question is with respect to OCUFA and 
other such interested parties. You indicated that discussions 
had been ongoing. Will those discussions take place with 
respect to their concems around faculty and tenure and other 
such related issues that they have an interest in? 

Dr Wyman: Yes sir, they would. 

The Chair: We have until 5:20, which is approxi- 
mately three more minutes, to complete the time allotted 
for the presentation, and I have two requests, one from 
Mrs Fawcett, one from Mr Hope. Can you each try and 
take one minute? 

Mr Hope: One is no problem. 

Mrs Fawcett: Thank you, Madam Chair, I appreciate 
that. Being a brand-new member to this committee, I am 


trying to comprehend as much as possible. I am just won- 
dering, what is the budget for the joint management com- 
mittee? Does anyone have an idea on that budget? 


Dr Wyman: I am not sure it is clear yet what the 
budget requirements will be. The JMC has just begun to 
meet. There have been discussions about developing a sub- 
structure to provide the research requirements for it. It will 
be meeting on a monthly basis with the costs for each side 
being borne by each side. 


Mrs Fawcett: On a 50-50 cost-sharing basis? 


Dr Wyman: We would each bear our own costs, yes. 
As the program of the joint management committee devel- 
ops, I think we are going to have to find what the budget 
will be as it grows in terms of its involvement in public 
policy. At this point it is impossible to tell what the extent 
of the cost will be. 

Mrs Faweett: So that will be decided when you get 
the plans done and as it goes on. 

Dr Wyman: Yes. 

Mr Hope: Before I get on, I am totally in favour of 
the principle of the Rand formula. I hear a lot of allega- 
tions about southwestern Ontario being so fully 
medicalized; I must say that we are not. Coming from a 
rural area of southwestern Ontario, Chatham, we are 
missing a lot of services which are provided in the larger 
centres. 

Through this bill you are the representative body of the 
profession, whether it be a union, as some people have a 
hard time saying. How can the underserviced areas, which 
are really not identified by Northern Life or whatever, in 
southwestern Ontario play an active role in making sure 
that the concerns of their communities are brought to your 
attention so that you can work jointly with the government 
in bringing those to light? My concern is that you being 
the representative body, if I have concerns in my area— 
and the doctors do have concerns about getting the special- 
ists into my area—how can I use that as an active way of 
getting our concerns into your organization? 


Dr Wyman: Within the Ontario Medical Association 
we have an additional structure process to the one I identi- 
fied previously, which involves sections of physicians who 
have like interests. We have a section of rural practice; we 
have sections of family practice; we have sections of 
specialty interests. Through those areas, any problems of 
maldistribution of services will come to light. The people 
who function in the areas we often refer to as being under- 
serviced are not classified by the government as being part 
of the underserviced areas program. A large number of 
those that are not covered will bring their plight to our 
attention. 

We also have a regional representation, as I have iden- 
tified, that will allow those members from the southwest- 
ern Ontario region and from central Ontario and other 
areas help to bring that forward. There are also local medi- 
cal societies, for example Kent County Medical Society, 
that will look after local issues and again bring that 
through to the central organizational structure. 

We are looking forward to being able to help resolve some 
of these issues through the joint management process. 
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The Chair: Thank you very much for your presenta- 
tion today. We appreciate your coming before the commit- 
tee. As you have heard me mention to other presenters, the 
committee will be dealing with this bill tomorrow, and if 
there is any additional information you think would be 
helpful to the committee, we ask that you submit it tomor- 
row in writing before 3:30. 

Dr Wyman: Thank you, Madam Chair. 

The Chair: Thank you very much. We had a request 
from another group that wished to make a presentation to 
the committee. I do not have the names of the individuals. 
Is there anyone here at this time who would like to make 
further representation to the committee on Bill 135? Last 
call. 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


Is that it? I can only assume that those individuals who 
had asked to appear before the committee today were un- 
able to come. If they happen to be watching the presenta- 
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tion, and for anyone else who is viewing, as I have mentioned | 


before, the committee will be dealing with this legislation 
tomorrow beginning at 3:30. If there is anyone who wants 
to let the committee know how he feels about it, I suggest he 
communicate in writing to our clerk prior to the beginning of 
the hearing, which will be at 3:30 tomorrow afternoon. 

The committee formally stands adjourned. However, 
there will be a meeting of the subcommittee immediately 
following the formal part of this meeting. 


The committee adjourned at 1722. 
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_ The Chair: I see a quorum. We are dealing today with 
clause-by-clause consideration of Bill 135. We had agreed 
wwe would have a subcommittee meeting at the start of this 
Jay’s work, but I think in light of the fact of attendance we 
night want to do that at the end of clause-by-clause con- 
sideration, if that is acceptable. 

Mr Hope: I take it nobody is listening to you, Elinor. 

_. The Chair: That is normal. I am quite used to that, 
Dut it is all in Hansard and on the record, so when IJ tell 
you what I think everyone has agreed to, a consensus, who 
is to argue since nobody paid any attention, nght, Mr Hope? 
So we will agree to do that. All agreed? That is fine. 

We will begin now with clause-by-clause consideration 
of Bill 135, An Act to provide for the Payment of Physicians’ 
Dues and Other Amounts to the Ontario Medical Associa- 
tion. We had our presentations yesterday and we are now 
prepared to begin clause-by-clause consideration. 


Section 1: 


The Chair: We have notice of one amendment to 
section 1. 

Mr J. Wilson moves that section 1 of the bill be amended 
by adding the following subsection: 
“(3) This act does not apply to physicians who are 
represented by a bargaining unit, whether certified under 
the Labour Relations Act or not, that represents faculty at 
an Ontario university unless the bargaining unit and the 
Ontario Medical Association agree that this act shall apply 
to those physicians.” 


Mr J. Wilson: I have reviewed the letters of today 
submitted by both the Ontario Confederation of University 
Faculty Associations and the Ontario Medical Association, 
and we still believe the amendment is appropriate. Our 
amendment was developed through consultation with 
OCUFA, which represents in excess of 12,000 people, be- 
cause we felt and it had come to our attention that the OMA 
had not consulted the faculty association in coming up with 
Bill 135 in consultation with the government. 

We believe Bill 135 removes the right of bargaining 
from the legally constituted faculty bargaining units at 
each of the five Ontario medical schools, and I reiterate the 
fact that on this point OCUFA was a witness before the 
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committee yesterday and indicated to all the committee 
members that they were not consulted on this matter. 
OCUFA maintains that it is an illegal raid of faculty bar- 
gaining units, and that fact is disputed by the OMA, to be 
fair to them. 

Prior to the agreement to obtain bargaining rights and 
representation rights for positions in the university sector, 
the OMA had to serve notice to bargain, and that was 
brought out in OCUFA’s brief yesterday. Following this, 
the employing agency of a member of the unit being 
claimed could challenge the OMA to demonstrate that it 
represents those physicians. Where the OMA demonstrates 
it has more than 50% membership in the unit, it could 
bargain on matters affecting compensation and other matters 
agreed to by the parties. In the case of absence of an agree- 
ment, they have the right to go to mediation and arbitration. 

We believe the negotiation of jurisdictional issues and 
membership fees and issues should be local in nature due 
to the wide variation of circumstances at each of the medi- 
cal schools at the universities. We are not asking that the 
OMA should be replaced in its role of negotiating fees for 
service of faculty members, but we are asking that the tradi- 
tional role faculty associations have had in the past continue, 
and faculty associations have traditionally represented faculty 
on all academic and policy issues in academe. 


Mr Owens: I do not think it is any surprise to the 
members of the third party as well as the official opposition, 
but our party will not be supporting the amendment put 
forward by the third party. 

On the face of the amendment it looks entirely reason- 
able, and I think we heard yesterday that there seems to be 
an issue where one says there was no consultation and the 
other says there was consultation. I cannot believe there 
was no consultation taking place between the two groups. 
As a matter of fact, I think there was agreement. There were 
discussions up until even shortly before these hearings 
began around the issue of how the two groups can con- 
tinue to coexist and how they will continue to coexist, as 
they have in the past. 

I think in terms of the letters both groups have set 
before us here today, the OMA is undertaking a specific 
area of negotiations and OCUFA has clearly a different 
community of interest. I think they were quite clear yester- 
day in setting out what their interest is, and it is my under- 
standing that their interest is clearly around issues of 
tenure and academic excellence. 

I do not believe the OMA is uninterested in these areas, 
but in terms of what the OMA’s role is in this process, it 
has set it out quite clearly under point 1 of its letter, “(a) 
fee-for-service negotiations; (b) the CMPA benefits”— 
which are the Canadian Medical Protective Association bene- 
fits, the insurance program physicians must participate 
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in—‘“(c) alternative funding arrangements; (d) JMC; (e) 
health policy.” 

The OMA has, I believe, demonstrated good faith, and 
it has clearly stated its intention, as I say, to continue dis- 
cussions with organizations like OCUFA because, again, 
there are issues OCUFA is interested in carrying out that, 
while the OMA perhaps is interested, it is not currently 
equipped to do. 

I think some of the other concerns that were brought 
up yesterday were interesting concerns. The issue of 
underserviced areas in the north is clearly an issue that all 
three parties have struggled with in order to provide effica- 
cious health care to northern Ontario, but I do not feel it is 
related to the bill. 

I guess in closing, Madam Chair—you are looking at 
me with that look that tells me I should close. 

The Chair: “Efficacious” is a very good word, Mr 
Owens. 

Mr Owens: That is right. I was also going to say that 
unlike the member for the third party, I believe in speaking 
extemporaneously rather than using prepared remarks. 

The Chair: Now, now, do not provoke. 

Mr J. Wilson: Your parliamentary assistant— 


The Chair: No, order. I am sorry I interjected with 
praise on the term “efficacious.” Please continue. 

Mr J. Wilson: I would like to speak extemporaneously 
for just a few minutes here, Madam Chair. I would be 
happy to. I thought I would show restraint and stick to my 
notes for a change. 


The Chair: Order. Mr Wilson, if you wish to speak I 
will put you on the speaker’s list. 


Mr Owens: The praise, as I say, is well taken and I 
will certainly undertake to use that on my next election 
leaflet. But in closing, as I stated at the outset, the govern- 
ment will not be supporting the motion put forward by the 
third party for the reasons I have set out. 


The Chair: Thank you, Mr Owens. Mr Wilson, if you 
insist. 

Mr J. Wilson: I will show restraint and speak to the 
committee without notes. I do note in the OMA letter that 
they very much feel that extending the Rand formula to 
physicians and faculty members at the medical schools in no 
way constitutes a raid on members of those bargaining units. 

I guess where I have problems in understanding that it 
would not constitute a raid is the fact that when you extend 
the Rand formula to those people, those physicians will 
now have to pay substantial OMA dues. Their membership 
in the faculty association is voluntary, as is the fee paid for 
that membership. OCUFA is very concerned that now that 
those physicians will absolutely have to pay OMA dues, 
whether they are practising outside the university or not— 
and you will note in OCUFA’s letter that not all physicians 
eam the majority of their money through fee-for-service bill- 
ings, that some physicians in the province who are mem- 
bers of the faculties at universities receive a large portion 
of their income through their teaching and activities and 
research at the universities—they will have to pay a sub- 
stantial, very high OMA due. OCUFA is very worried that 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


3 DECEMBER 199] 





because they have to do that as a result of this bill, they 
no longer be voluntary members of the faculty associations 
and will not pay those fees. They see that as a raid on the 
faculty association. 

The Chair: Thank you, Mr Wilson, for your extempo- 
raneous remarks. Mrs Cunningham? 

Mrs Cunningham: I have a question, Madam Chair. 
man, if that is appropriate. 

The Chair: A question only of the parliamentary 
assistant. 


Mrs Cunningham: That is fine. That is exactly whom 
I will be asking it of. Since there are faculty associations 
who have physician members who receive none of their 
income due to the OMA’s efforts who will now be paying 
OMA dues, I would ask this question: Was OCUFA repre- 
sented at the bargaining table during the deliberations of 
this agreement? | 


Mr Wessenger: I am afraid I do not understand the 
question. 

Mrs Cunningham: I am just responding to what Mr 
Owens said. He found it hard to believe the groups had not 
been represented at the bargaining table. 


Mr Owens: I said “consulted”, not “represented.” 
Pp 


The Chair: Mr Owens, I will put you down and you 
can have the floor, but you cannot interject. 


Mr Owens: I want to make sure— 


The Chair: If you want to put on the record whatever, 
it is acceptable and I am happy to put you down. | 


Mrs Cunningham: If Mr Owens did say “consulted,” 
then I would still let my question stand. It is not my under- 
standing that when you have people in any bargaining unit 
who have nothing to gain from that unit, in fact they would 
not be represented at the table in some way. But my ques- 
tion is very clear: Was OCUFA represented at the table 
during the collective bargaining of the OMA agreement? 
1550 | 
Mr Wessenger: My understanding was that the bar- 
gaining was between the Ontario Medical Association and 
the government of Ontario and no other body. | 

Mrs Cunningham: I consider the seriousness of the 
discussions yesterday. Since they were saying they were not 
represented, somebody could have answered the question. 
I think it is a simple question. 

The Chair: And your question is? 


Mrs Cunningham: Well, I do not like the answer. I 
asked a specific question. I asked if they were represented. 

Mr Wessenger: I think it should be pointed out— 

The Chair: No, just a minute. To be fair, you are 
entitled to ask your question. Mr Wessenger, on behalf of 
the government, answered your question. It is not any 
point of order before this committee whether you like the 
answer Or not, but the answer was given. 


Mrs Cunningham: Maybe he would like to have 
another chance. It looked like he did. | 
Mr Wessenger: The only thing I would like to say is 
that 80% of them are members of the Ontario Medical 
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BR sociation: Those figures were given. In effect, 80% of 
he persons teaching in the medical faculties in the univer- 
sities are members of the Ontario Medical Association. I 
hink it is fair to say there was representation in that manner, 
rot OCUFA specifically. 


_ Mrs Cunningham: I think Mr Wessenger understood 
my question and has just answered it—“not OCUFA specif- 
cally. ” That is a fair response. That is part of the concern. 
n looking at both of the letters, from OCUFA and the 
DMA, in the future one ought to take a look at the makeup 
of the bargaining unit if there are divergent interests, at 
east in this regard. 

Specifically, that is why we had the matter referred to 
‘he committee. We felt, given the concerns of the faculty 
hssociations, that the government had not clearly under- 
stood why they felt they were left out. That is why we 
asked that this bill be referred, for that specific reason. We 
did not want to get into any other issues. In fairness, since 
it is a very large concern on behalf of a lot of individuals 
who did not feel they were properly represented, I think 
that in the future the government ought to take a look at 
that i in conjunction with the Ontario Medical Association. I 
do not think it is good in this province to have those kinds 
of hard feelings with people within bargaining units. 

_ The leadership has to come from someplace and it 
should be coming from this government. My colleague Mr 
Wilson has certainly put on the record the reasons we have 
put forward our amendment. I am not certain that in his 
response Mr Owens understood why we wanted that 
amendment put forth. I do not think it is good enough to 
say that there was appropriate consultation. What we 
should talking about, and he is as aware as I am of the 
makeup of collective bargaining teams, is that some mem- 
bers said they did not feel they were consulted and, more 
important, not represented. 

We should be listening clearly to that and taking some 
direction back to one of the partners in these negotiations. 
Since this divergent point of view has come forth and 
people feel this is not a fair agreement, where in fact they 
have not been properly represented and where their fees 
will be deducted, although i in fact they do not bill through 
the OMA, I think that is serious business and the govern- 
‘ment should consider it for future negotiations. 












Mr Owens: Just to begin by correcting the record, 
Mrs Cunningham, the member for the third party has sug- 
gested that I had indicated that OCUFA and other parties 
‘were represented. In fact, I said “consulted.” In terms of 
not understanding why the third party has put forward its 
amendment I think is not realistic. I understand why the 
amendment is there. Coming from a labour organization 
and participating in collective bargaining, I think I have a 
fairly intimate knowledge of how bargaining works. I can 
tell you that we were not able to please each and every one 
of the 1,100 members we had the pleasure of serving, and 
we strove to match communities of interest as best as pos- 
sible. I understand that there are people who probably feel 
that the process was not fair or that they were not repre- 
‘sented appropriately. 


I think the message has been made quite clear through 
the joint management committee and through the promise, 
made here by the OMA yesterday, that the consultations 
will continue with OCUFA. This is not the end of a rela- 
tionship. I have faith that will be carried forward. If for some 
reason it is not carried forward, then I would invite OCUFA 
to write to me or the minister to indicate that the relation- 
ship is not being carried out in good faith. I believe both 
parties have a duty to carry out the agreement in good faith. 

The reason we are here is that we have a piece of 
legislation flowing from the agreement. Again, I have no 
reason to believe that parties were not consulted through- 
out the process. We have an individual here from the min- 
istry who was involved in that process. If I am wrong, I 
invite that person from the ministry to correct me. 


Mr Hope: Just quickly, looking at all the submissions 
today and also the amendment that is being put forward by 
the Conservative Party, one of the problems you get into 
under master bargaining of collective agreements, and one 
of the problems that is being faced here, is an association that 
is not identified as a true bargaining agent. Yes, you may be a 
spokesperson on behalf of a group of individuals, but no 
certification of that nature is a proven jurisdictional right. 

Coming from the auto sector, when I look at this and 
read the comments put forward, one of the comments that 
you get under master bargaining is that you can still have 
workplace bargaining units that enhance programs and en- 
hance benefits for their members. What I see in the amend- 
ment that is being put forward deletes that so-called global 
bargaining aspect. What I see in the government bill, and 
what I am reading also from the OMA, is still the enhance- 
ment. There will be a relationship on the workplace or 
faculty members’ bargaining rights as to expand programs. 

Unfortunately, as one who has experienced it, I know 
you can never please everybody through the collective bar- 
gaining process. But one of the very important ingredients 
of it is to have additional workplace representatives, which 
means you can enhance programs. 

The faculty association says that some can receive 
from 5% to 85%. There is a receivable there, and it may be 
not to the benefit most people would like. In order to share 
the fruit of the tree, you must pay a small portion. But you 
can still have the enhancement of workplace organizations 
that will enhance the collective bargaining process and 
cover the areas not covered by the OMA. 

So when I look at the amendment being put forward by 
the Conservative Party, I have a hard time understanding 
how, if you are not identified under the Labour Relations 
Act, you know where the jurisdictions are. The jurisdic- 
tions have to be clear. I believe identification and certifica- 
tion may be the appropriate steps to take. Then you would 
be able to clearly define each other’s roles. But it is not there. 
With associations you have the significant problem of who 
the actual representative is, whether it be voluntary dues or 
not. It is still very hard to prove who has the right to be the 
collective spokesperson on behalf of the individuals. 

I believe the OMA, because we have just gotten done 
dealing with the health professions regulations, which fall 
under that total umbrella, the OMA has the right to repre- 
sent the total physicians of this nature under the collective 
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bargaining process. Hopefully, after this legislation is 
passed, the organizations and other organizations that may 
not have had the opportunity to be here today will come 
together in co-operation to form, I guess, one house of 
labour and from there branch off to workplace representa- 
tion or regional representation. I am very confident that the 
two will get together to resolve their differences in an open 
and honest fashion. 
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Mr Wessenger: I would like to respond to a few of 
the comments made. First of all, I think the problem is one 
that has been presented to us by the leadership of OCUFA 
and not really by the physicians who are in teaching. There 
has been no indication that any physician who is in a teaching 
position is dissatisfied with the OMA representatives. 


Mr J. Wilson: That is untrue. They stated yesterday 
who they were representing. 


The Chair: Order. Mr Wessenger is entitled to have 
the floor and I ask for your co-operation. You will have the 
Opportunity to express your views when you have the floor. 


Mr Wessenger: The other thing I would like to indicate 
is that OCUFA and OMA did consult formally after the master 
agreement was signed and have been consulting up until now 
to try to work out an agreement. Certainly it has been the 
indication of the OMA that it is prepared to co-operate with 
OCUFA, and we certainly hope it will co-operate with it. 

Last, with respect to the doctors and health science 
centres, they were consulted and were a key constituency 
in approving and supporting the agreement with the OMA. 

A comment was made with respect to the high level of 
fees. The OMA fees are variable, from the highest fees, 
which I believe are around $1,100, to much lower fees; for 
instance, $350 for those on a salary and down to zero for 
missionary doctors. They do have a variable fee structure 
which could take account of the situation of physicians in 
the teaching area. 

Mrs Cunningham: I am glad I am going after Mr 
Wessenger, because I think his remarks are contradictory. 
First of all, OCUFA clearly represents members of faculty 
associations, many of whom are medical doctors and who 
teach in medical schools. It is that simple. They just do, so 
to say they do not does not make any sense. 

Mr Hope: They do not. 

Mr J. Wilson: No, the OMA is now moving in. 

Mrs Cunningham: There seems to be some misunder- 
standing about this. I would like it clarified. I would like 
Mr Wessenger to clarify his first point. 

Mr Wessenger: The indication I had from the OMA 
was that physicians are generally represented by their own 
associations in the medical school. The OMA indicated to 
us that it had no complaints from any physicians with 
respect to—so I am basing on the representation made at 
the hearing and what the OMA said. I am taking their 
words. They indicated— 

Mrs Cunningham: They had no complaints? 


Mr Wessenger: They had no complaints from any of 
their physicians with respect— 
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Mrs Cunningham: I just wonder if I am the only one 
who is getting complaints. Is that not interesting? I cannot 
imagine the people who are phoning me and complaining 
about this legislation so that we bring this amendment 
forth have not also contacted the OMA. It does not make 
any sense, especially given the letter from OCUFA. It was 
sent to the Chair of the committee. Surely, if they have 
been having meetings and trying to get this thing worked 
out on their own, they have been complaining to the OMA, 
Is that not why they are having meetings? Because these 
faculty members are not happy, they are trying to come to 
some conclusion on their own, which I support, by the 
way. But do not say they have not complained to the 
OMA. That is what they are meeting about. 


Mr Wessenger: Well— 


The Chair: I suggest to you, Mr Wessenger, that Mrs 
Cunningham’s questions are rhetorical. You do not have 
the floor; she does. 


Mrs Cunningham: He does not have what? 
The Chair: He does not have the floor; you do. 
Mr Wessenger: Rhetorical questions, okay. 


Mrs Cunningham: Yes, I suppose you are right on that. 
I cannot imagine people meeting over something they do 
not agree about and not having complained to each other. 
That is all, so I think that is simple. Then Mr Wessenger 
proceeded to say that they were consulted after the agree- 
ment had been signed. I will not ask a rhetorical question. I 
will ask, if that is the case, is that not why we are here? 


Mr Wessenger: The OMA has been attempting to 
work out an agreement with OCUFA with respect to the 
situation concerning the faculty. I understand they want to 
reach an agreement and I understand they were close to 
reaching an agreement, but they broke up at the last moment. 
Certainly I hope they will reach an agreement. | 

Mrs Cunningham: So do I. | 

Mr Wessenger: I think that is the proper way it should 
proceed. 


Mr J. Wilson: Well— 
The Chair: Mr Wessenger has the floor. 


Mr Wessenger: I have the floor. That is certainly the 
way that we see the matter should be dealt with and I am 
confident the OMA will work out an agreement. 


Mrs Cunningham: That is why we have the amend- 
ment, clearly supporting what you have just said. “Unless 
the bargaining unit and the Ontario Medical Association 
agree that this act shall apply to those physicians”—that is 
what we have said. They have certainly got lots of room to 
negotiate after this goes through. They can even negotiate 
how it will affect each faculty association. That is what we 
are trying to do today. 

Madam Chairman, I would like to speak to my col- 
leagues Mr Owens and Mr Hope. 





The Chair: You can place your comments on the 
record; you cannot ask them questions. 


Mrs Cunningham: | will not ask them questions. It 
makes me nervous to ask them questions some days. 
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Mr Owens: On a point of privilege, Madam Chairman: 


That was completely inappropriate. 


Mrs Cunningham: Why? If you feel nervous, you 
ican say it. 
The Chair: Mr Owens, that is not a point of privilege. 
‘Thank you for the interjection. Mrs Cunningham has the 
floor. 
Mrs Cunningham: If I feel nervous, I will say it. You 
can say the same thing to me. 
The Chair: I will put you on the speakers’ list if you 
wish to speak. 

/ Mrs Cunningham: I cannot believe I am sitting here 
listening to people lecture us on what they know about 
collective bargaining. A lot of us are involved in collective 
bargaining. That is one of the reasons I am here right now. 
“When you talk about the makeup of teams and who repre- 
‘sents whom at the table, the bargaining agent or whatever 
you want to say, I can tell you right now that I have been 
‘involved in negotiations, if you want to talk about 
| teachers’ collective bargaining, where at the table psychol- 
ogists are represented, teaching assistants are represented, 
teachers are represented, principals are represented and 
_vice-principals are represented. 
__ The only point I was making was that, this time at the 
' bargaining table here with the OMA, perhaps it would be a 
good idea, since there is such dissatisfaction that the fac- 
,ulty members who have never paid dues and who in fact 
_have never billed—I want to make sure I get this right 

here. There are faculty association physician members who 
! receive none of their income due to the OMA’s efforts. 
Those people perhaps should be represented right at the 
table. That is the only point I am making. 

If you want to go on, I have also negotiated with 

CUPE, by the way, on both sides of the table, given the 





long life I have led, where in fact executive assistants, 


secretaries, clerks and teaching assistants have all been 


| represented at the CUPE negotiations. I have also negoti- 


ated with OPSEU where in fact child care workers, main- 
tenance workers and kitchen staff have been represented. I 





j 
J 






could go on and on. That was the only thing I meant. 
If you are going to represent somebody who gets nothing 


_ from paying the dues, he or she should have a voice. If they 
_ have not been consulted—and the parliamentary assistant 
_ said to us that they were consulted after. He said that, I did 


not, because I had thought they were consulted before. But 
I am talking about represented. I do not want to be so 


_ presumptuous to say this is what OCUFA even wants. I am 
_ just raising it in response to some observations here. I am 


not even going to be so presumptuous to say that the OMA 
would want this; maybe it would. I do not know what the 
best makeup is, but somebody was left out and all I want is 
for the government to recognize that, and that is why we 
are here in this committee. 

There are ongoing discussions and I hope some con- 
clusion is reached that everybody can agree on. In the 
meantime, we have brought forth the amendment that 
OCUFA has asked us to bring forward because it thinks it 
would solve the problem. They obviously have not been 
able to solve it on their own. The government knows that 
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OCUFA, especially these faculty members who receive 
none of their income due to the OMA’s efforts, are being 
affected during the bargaining process. As people who 
have been part of the bargaining process, Mr Owens and 
Mr Hope can imagine how these people feel. You have to 
believe they must feel just awful, that all of a sudden 
somebody is going to ask them to pay dues and yet, as a 
matter of fact, they do not gain any benefit from it at all. 
As people who are part of the labour movement, they must 
have some sympathy for this. 

I see Mr Hope shaking his head. I am glad Mr Owens 
is not, because in fact those are the people whose concerns 
we are bringing to this committee meeting today. 


1610 
Mr Owens: I am shaking my head now. 


Mrs Cunningham: That is fine, Mr Owens is shaking 
his head, just for the record. Some days you just wish you 
had never bothered. But there ought to be a little more 
understanding of a real problem here today. I do not mind 
that the government members are not going to support it; 
they get their marching orders. They were going to be new 
and different, but they are not new and different. So next 
time out, you guys can kiss your seats goodbye. That is the 
way I look at it. 


The Chair: Thank you, Mrs Cunningham. Mr Wilson. 


Mr J. Wilson: Just to add to that, I think the govern- 
ment members have to understand why faculty members 
are sO very angry at this government and why this is one 
more infringement upon their rights. You have been tough 
on faculty members and in the RHPA, the Regulated 
Health Professions Act, you axed two of them from the 
council of the College of Physicians and Surgeons of Ontario. 
We went from a representative from each of the five medical 
schools down to three. They were angry about that. You 
have had absolutely massive cuts to the transfer payments 
to universities. They are angry about that. 

I think for the public out there, what we tend to forget 
is that medical doctors, physicians, get their licences—we 
still use the terminology “licence,” but their authority to 
practise medicine in this province comes from the College 
of Physicians and Surgeons of Ontario. The OMA has 
clearly strong-armed the government, as they used to do to 
us in the old days, and convinced you that they should 
move in now and extend the Rand formula in a heavy- 
handed manner to people in the faculty associations who 
would like an agreement made ahead of time before 
heavy-handed legislation is brought down, and that is all 
our amendment does. 

You have the cart before the horse here. You have the 
legislation coming in in a heavy-handed way, and yet our 
amendment clearly says they should sit down and come to 
an agreement before the Rand formula is extended to those 
members who have complained to our offices, or we 
would not have been going through this exercise. 

Our amendment speaks to agreement. I think it is abso- 
lutely consistent with the logic put forward a few minutes 
ago by the parliamentary assistant. He talked about the fact 
that there should be agreement. This says, “Don’t put the 
cart before the horse. Come to agreement, and when they 
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agree that those faculty members should have the Rand 
formula extended to them and should pay OMA dues,” 
then that is fine. I do not see the need for a rush, and it just 
flies in the face of what your candidates said and what I 
am sure many of you said and what your Premier says 
almost daily in the Legislature about partnerships and fair- 
ness and agreements and consultation. 

We think it is a very reasonable amendment that we 
have brought in and we would ask you to reconsider your 
position. 

The Chair: Just for the information of members of 
committee, I have the following speakers’ list: Mrs Sulli- 
van, Mr Owens, Mr Hope, Mr Sola and Ms Haeck. Mrs 
Sullivan, you have the floor. 


Mrs Sullivan: There are a couple of areas that are 
distressing about the bill and why we see the amendment 
proposed by the Progressive Conservatives as having some 
merit and I want to review those. 

Indeed it has been pointed out that for many physicians 
practising at the university and working in a university 
setting, the primary relationship of those physicians is to 
the university and the primary bargaining questions for 
those physicians relate to academic issues that are faced by 
academics in other faculties. They relate to issues of ten- 
ure, promotions, student population and questions of stan- 
dards of operation. Those are issues where OCUFA 
indicated to us yesterday that it felt there was no particular 
expertise or qualification exhibited in the past by the OMA 
in representing that group of physicians. 

In the course of looking at where the bargaining has 
been recognized—and I am sure that when this negotiation 
process between the OMA and the Ministry of Health was 
being undertaken, it probably did not occur to a health 
researcher, by example, at the University of Western Ontario, 
that the impact of an agreement about which there was very 
little information would in fact affect his operation and his 
representation with his university and in its own faculty 
associations. 

At every single one of the five teaching universities we 
see that there have been formal agreements from the uni- 
versities indicating who shall represent the university 
teachers. In Ottawa that agreement has been formalized 
since 1975—I am just referring back to notes—in Toronto 
since 1977. At the University of Western Ontario, since 1971 
there was an informal agreement and that agreement was 
formalized in 1985. At Queen’s the formal agreement has 
been recognized since 1976. This is not a new approach. 

I think what is interesting and in fact problematical 
with the legislation as it is put forward is that the people 
who had been represented in a formal bargaining mecha- 
nism by OCUFA or the faculty associations at the particu- 
lar universities were not consulted and were not involved. 
Many of them may not have been members of the OMA 
and therefore would not have even been able to participate 
in the vote, whether in a full vote or through the proxy 
methodology that was put forward. 

One of the things that struck me about the OCUFA 
presentation yesterday was that they indicated they were not 
fundamentally opposed to joint representation in certain 


areas. It seems to me that the Conservative amendment 
that is being put forward provides the opportunity for that 
joint representation. So the academic matters, the matters 
of specific academic policy, can receive full representation 
by OCUFA or the particular individual university associa- 
tions, and the OMA can participate in matters relating to the 
fee-for-service and other issues where the OMA has exper- 
tise and has represented physicians who work in a multi 
setting and who are bargaining in a different environment 
and with a different person on the other side of the table. 

It seems to me that this amendment provides that flexi- 
bility. I would be very interested in seeing if Mr Wessenger 
sees that the flexibility is indeed necessary due to the dif- 
ferent kind of work environment and work-related concerns 
of two different kinds of practising physicians and indeed 
if he can see the flexibility in this amendment as it is put 
forward to deal with both of those issues. 


The Chair: Thank you, Mrs Sullivan. Mr Owens, you 
have the floor. 

Mr Owens: I listened with particular interest to Mr 
Wilson’s comments around— 

Mrs Sullivan: On a point of order, Madam Chair: I 
think I have a question for Mr Wessenger. 


The Chair: I will put you back on the list, Mrs Sullivan. 


Mrs Sullivan: I did ask a question. I asked him if he 
could see the flexibility in the amendment to cover those 
two situations. I would like to hear him comment. 


The Chair: You were not clear and in directing that to 
Mr Wessenger. I will allow him to answer and then you 
will have the floor, Mr Owens. 


Mr Wessenger: First of all, with respect to the 
amendment, I think the amendment put forward by the 
Conservatives would put the government in breach of its 
agreement with the Ontario Medical Association and 
would make us bargain in bad faith. We have an obligation 
to support the agreement, and this bill is supporting that 
agreement. That is the first comment I would like to make. 

The second comment I would like to make is I agree that, 
for the situation involving the general comment with re- 
spect to the physicians who are faculty members, certainly 
the OMA has to work, or should work, in co-operation 
with OCUFA with respect to those areas, particularly the 
areas of tenure that you mentioned. I am hopeful an agree- 
ment will be entered into between OCUFA and the OMA 
to deal with these matters. 

Last, I would like to say that the amendment, aside 
from the other two matters, in effect weights the bargaining 
power on the side of OCUFA. It is not an evenhanded 
amendment; it, in effect, gives OCUFA the upper hand in 
bargaining with the OMA. I would not support that for that 
reason, besides the others. 
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The Chair: Mrs Sullivan, you still have the floor. 

Mrs Sullivan: Thank you. On your first point in relation 
to the question of the government having the obligation to 
fulfil the agreement with the Ontario Medical Association, 
there are very serious questions being raised at this point 
already as to whether indeed the government is fulfilling 
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‘the agreement as it was written. They are coming in rela- 
tion to exemptions, relating to doctors who are providing 
services in underserviced areas, to doctors who have been 
refused exemptions in certain geographical areas, which it 
was very clear to us yesterday the OMA had not expected. 
There appears to be some concern about whether indeed 
the government is living up to its obligations to fulfil the 
agreement in terms of the funding of the joint management 
committee. There have been very unclear approaches and 
announcements made in those areas. 

One of the questions, of course, I put to you is whether 
a flexible approach, which was requested by OCUFA, was 
the appropriate approach, in that those university-related 
issues affecting only university-paid doctors should not be 
addressed by those associations who represent university 
physicians as well as other academics who are in similar 
‘situations. Once again, for the OMA expertise—fee-for- 
service areas—the flexibility could be provided without 
giving anyone an upper hand. 

The amendment is, “unless the bargaining unit and the 
Ontario Medical Association agree.” There is not question 
of an upper hand. It says “agree.” It seems to me that that 
agreement could be on joint representation, with the OMA 
representing physicians who belong to faculties in relation 
to fee-for-service and other matters where the OMA has 
specific expertise, and the faculty associations could repre- 
sent those physicians who have particular interest and par- 
ticular requirements in relation to their academic functions 
in a university setting. This says, “unless the bargaining unit 
and the Ontario Medical Association agree.” Agreement does 
not give one or the other an upper hand. 

Mr Owens: In terms of the comments made by Mr 
Wilson around the issue of transfer payments and people 
being really angry with us, I find it passing strange that as 
I was reading my Globe and Mail this morning there was 
an ad from OCUFA asking people to clip the coupon sug- 
_ gesting to the Premier that they were mad about university 
underfunding. However, if you look at the text of the ad it 
also said that they want us to make up for 15 years of 
underfunding by previous governments. So I think that in 
_ terms of putting the responsibility squarely on our shoulders, 
that is not— 

Mrs Cunningham: That is why you were elected, 
“Steve. 

The Chair: Order. Mrs Cunningham, I can— 

Mr Owens: I am trying to inject a little reality and 

little bit— 

| The Chair: I am sorry. Mr Owens, just a moment, 
_ please. I am happy to put you on the speakers’ list, but you 
_ cannot interject. 

Mrs Cunningham: Put me on the speakers’ list. 

The Chair: When another member has the floor, I am 
going to request that you— 

Mr J. Wilson: If you chide us with thought-provoking 
comments— 

The Chair: Mr Wilson, you are on the list. Mr 
Owens, I would recommend that you not tease the bears or 
_ provoke the members of the opposition. 
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Mr Owens: I think the phrase is, “Don’t tease the 
bears” — 


Interjections. 


The Chair: Order. No, I cannot allow that. When a 
member has the floor, other members are not permitted to 
interject. You can ask to be placed on the speakers’ list, but 
Mr Owens has the floor and is entitled to speak. You may 
continue, Mr Owens. 


Mr Owens: In terms of the issues Mrs Cunningham 
raised with respect to her not wishing to be lectured on 
collective bargaining, it certainly was not my intent to pro- 
vide the ABCs of collective bargaining. With the fairly 
extensive experience Mrs Cunningham outlined to us with 
respect to her experience with unions, both, I am assum- 
ing, on the union side as well as on management side, that 
Mrs Cunningham understands that, while we— 


Interjection. 


Mr Owens: No, let me finish—that we understand that, 
while we strive to have each and every party represented, 
that is not necessarily what happens and that we attempt to 
negotiate in good faith the best agreement possible. The 
issue that was raised by Mrs Sullivan with respect to un- 
derfunding of the joint management committee—and I pose 
this question to the parliamentary assistant: It is my under- 
standing that each party will fund its own costs on the joint 
management committee. Is that not a correct understanding? 


Mr Wessenger: Yes, it is a correct understanding. If I 
might comment, the Ontario Medical Association has pub- 
lished in its OMA Review that the government has been 
positive and supportive of the joint management commit- 
tee and its development. The joint management committee 
is just starting. There have been two meetings held and 
seven more booked. 


Mr J. Wilson: Are those comments extemporaneous? 

The Chair: Thank you very much for your interjection, 
Mr Wilson. You are on the list, but not right now. 

Mr Owens: Madam Chairman, I suppose we are 
probably going to go around the room for the rest of the 
afternoon debating who has more bargaining experience 
and who understands unions more and how the— 


The Chair: I think Mrs Cunningham might concede 
the point if you would stop speaking to it, Mr Owens. 


Mr Owens: Anyway, I thank you, Madam Chair. 


Mr Sola: Actually, my point has been made by Mrs 
Sullivan, but I would just like to make a comment. I am a 
little perturbed by the attitude of the government. I have 
only been sitting on this committee for a day, and I specif- 
ically remember Mr Owens posing questions to both parties 
yesterday—OCUFA and the Sudbury and District Medical 
Society—as to whether or not they were consulted during 
the bargaining process. He got a clear, distinct, definite 
“no” from both parties. As a matter of fact, OCUFA even 
had members of a couple of faculty associations here who 
distinctly and adamantly said they were not consulted. For 
him to conclude, because the OMA declared that consultation 
did take place, that therefore consultation was the order of 
the day, I find difficult to understand. But then, after the 
comments by the parliamentary assistant that discussion 
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after the fact can be taken as consultation, I am afraid there 
is going to have to be a change in attitude if we expect the 
OMA will have control of these dissenting members. 
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Ms Haeck: As probably many professionals out there 
do, I for one have not only a professional association; I 
also, in my other life as a public librarian, had a union 
association. I am quite sure it can be said that among the 
faculty—and obviously 85% of the faculty who are teaching 
at Ontario’s medical schools have a similar type of arrange- 
ment—those relationships are not—how shall I say?— 
conflicting. They may perform somewhat different functions, 
as in the faculty association assisting with bargaining with 
the university and obviously looking after whatever moneys 
or salaries the professors may gain from the university and 
the OMA providing whatever salaries, fees, coming from 
OHIP. So I really do not see this as being the kind of issue 
that has been purported here. The OMA, at this point, is 
looking after those moneys flowing from OHIP, and it is 
really, I think, quite that simple. 


The Chair: I have on the speakers’ list, just so that 
everyone is aware of where he or she is—and if you want 
on the list, please signify—Mr Hope, Mr Wilson, Mrs 
Cunningham, Mrs Sullivan, Mr Owens. Mr Hope, you 
have the floor. 


Mr Hope: I certainly will not tease the bears. Just for 
my friend from London, who I know has been on bargaining 
units before and played an active role: The issue here has 
to be that, when you start a new process, there is always 
someone who is unhappy. The system will straighten itself 
out, as the member for London North indicated. She sat on 
a number of bargaining committees that had representa- 
tives from all areas. As you develop yourselves as an orga- 
nization with collective rights, you develop the policy 
inside the framework that you have full representation. But 
when you start something new and you develop something 
new, later on as you progress into strategies of collective 
bargaining, you make sure that you start encompassing all 
areas that are subject to scrutiny. 

This being a new process—and I certainly do not want 
to tease the bears over there—I think it is very appropriate 
that once the legislation is in place, the mechanisms of 
consultation between those different groups, or fashions or 
whatever you want to call them that are out there, come 
together in making sure that when they return to bargaining 
process—and in bargaining process, yes, everybody puts a 
wish list forward, and you come back, and you do not always 
have everything. You do not consult during the process of 
negotiations. You negotiate, in good faith, on behalf of both 
parties, whether it be labour or management or whether it 
be the government or an organization. You bargain in good 
faith, you make sure you encompass all the concerns that 
are out there of those you are representing, and you bring it 
back. If we are to try to straighten the process out, the 
process will straighten itself out after the legislation has 
been passed and they start to work together in a co-operative 
manner to make sure that the representatives of all fashions 
are put forward. 


I am very surprised today to hear the enthusiasm of the: 
opposition party under collective bargaining rights. I think 
it is great to hear the opposition member speak so highly 
of collective bargaining rights. I look forward to legislation 
on labour relations which will probably identify some of 
the concerns that are faced today. 


Mr J. Wilson: I am surprised that Mr Hope is sur- 
prised that he somehow has this mythical vision of the 
Ontario PC Party not believing in the right to strike and the 
right to collective bargaining. Who the hell do you think 
brought in the legislation in the first place? 


Mr Hope: Who brought in anti-scab— 
The Chair: Mr Hope, you do not have the floor. 


Mr J. Wilson: It was under a Conservative govern-| 
ment. You guys do not have a corner on compassion in this 
province like you were trying to pretend to have in the 
campaign, and you do not have a collective right on bar-| 
gaining in good faith. | 

Let’s take an example in reference to this bill, because 
we are talking about bargaining and bargaining rights. 
Let’s take an example of the Ontario Pharmacists’ Associa- | 
tion, where both Mr Owens, as a member of this committee, 
and Mr Winninger, as an NDP member from London, wrote 
to their own minister in the NDP cabinet and indicated that 
they were disappointed that the minister walked away 
from the bargaining process there. In fact, after an arbitra-| 
tor had been appointed, after negotiations were going on, 
the NDP government, which is so high-and-mighty all the| 
time on behalf of unions and collective bargaining in the| 
process, walked away from the table unilaterally and did) 
not even have the courtesy to speak directly to the OPA, | 
Ontario Pharmacists’ Association. The minister sent them | 
a letter that said: “We are not going to debate your dispens- | 
ing fees any more for this fiscal year. See me next year.” | 

You have a bit of a selective memory, I think. You are’ 
certainly consistent in trying to fool the people of this 
province that you are on the side of the workers, but— | 


The Chair: I would remind you, Mr Wilson, that we) 
are speaking to Bill 135. : 


Mr J. Wilson: In reference to this bill specifically, I| 
think it is important that the people of Ontario understand 
that when the parliamentary assistant, in reference to this| 
bill, says they would never bargain in bad faith, we have’ 
other examples since this government has been in office | 
where they have done that. As Mrs Sullivan raised very 
clearly, we have examples within the agreement this bill | 
refers to between the Ontario Medical Association and the | 
government where clearly the government is not living up| 
to its side of the bargain. : 

We ask you again to support our amendment. It talks) 
about agreement before forcing the Rand formula on peo-| 
ple who have come to us and said they do not want that 
forced on them until such time as they can get an agree- 
ment together with the OMA. I think it is a very reason- 
able approach. 

I am sorry the debate has been elevated to such an 
emotional level, but we are all a bit guilty of getting to | 
plateau, but do not throw high and mighty stuff at us be- 
cause we will be here all night. We are the third party, as 
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; you are so fond of reminding us, and we have about another 
‘four years to put up with you guys. We would be happy to 
sit in this very room and debate constantly over the next 
Hour years whether you people actually put into practice 
| what you preached so eloquently on the campaign trail and 
while in opposition for so many years. 
Mrs Cunningham: I just want to add a few pieces of 
‘new information to my ongoing efforts to persuade the 
‘members of the government to vote in favour of our 
amendment because as I listen to them today I think they, 
| like us, were not totally informed as to the ramifications of 
| this agreement. I would venture to say that I bet the OMA 
did not realize there were people who receive none of their 
income due to the OMA’s efforts who will be forced to pay 
OMA dues. My guess is they may even not have under- 
_ stood that when they were bargaining and I think the gov- 
ernment may not have known it either. I am not sure 
whether that is fair to say, but my guess is that a lot of 
| people got caught up in this and now we know about it we 
are trying to fix it. 
_ With regard to experience in collective bargaining, 
| since I do not know what the experience of my other col- 
, leagues on this committee from any party is, I would concede 
that others have a lot more experience than myself and that 
_was not the point I was trying to make. I was just letting 
| you know that I know something after 15 years of sitting at 
_tables and that is the way it goes. Sometimes you have 
| those experiences and sometimes you have others. 

With regard to Mr Wessenger saying it would be bad 
| faith, I do not think it is bad faith. If the government had 
the right spirit here it would work with the OMA and 
_ would have done so already by today. It would say, “Look, 
I think this is a fair amendment and what about it?” The 
good faith was extended by ourselves and the Ontario 
. Medical Association when we had a discussion about coming 
to this committee. 

If we had been interested in supporting any bad-faith 
bargaining, we would probably have encouraged others 
who are not happy with the agreement at all to come before 
this committee and we did not do that. It was not that we 
did not have the opportunity. We did; but we would not 
have asked people to come about other areas of this agree- 
_ ment that you can imagine everybody is not happy about. 
We understand that. Looking at the issues in this agree- 
ment, this is the one issue we felt was worthy of more 
discussion. Nobody is interested in bad faith right now. I 
_ would not expect that to be one of the points the OMA 
_ would be making, considering the very careful wording of 
this legislation. 

With regard to new process, I am assuming that—and I 
will assume out loud—my first point was that no one knew 
they were representing people who had nothing to gain by 
this agreement or the makeup of the team would have been 
different. I am not sitting around like anybody else on this 
committee suggesting for one minute that we do not have 
enough experience in collective bargaining in this province 
to know who ought to be represented at the table. My 
guess is that no one would have guessed the ramifications 
of this agreement. 
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Madam Chairman, you and I and others are extremely 
concerned about the cost of health care in this province. 
One of the reasons education, health care and social services 
are SO expensive is that so many of the people trained to be 
in the front lines, whom we would like to be serving the 
public directly, are stuck in administrative positions trying 
to fix things up and deal with government intervention from 
time to time, day to day, minute to minute. Social service 
providers will say that, and so will educators, people in 
hospitals and the medical profession. 

A good example of that is this agreement I have in 
front of me, “Faculty of Medicine, University of Western 
Ontario, An Affiliated Teacher Hospital’s Academic Health 
Centre’s”—in large print—“Plan for Staffing and Funding 
of Clinical Academic Units.” There are 18 representatives. 
Another column says, “Participants.” There are three. They 
look like representatives of the administration of the uni- 
versity. The others are clearly of the affiliated teaching 
hospitals, five of them. Assistants, people who are probably 
helping get all the stuff out—one, two, three; my good- 
ness, this is administrative time. “Negotiation rights. The 
provisions of the recently negotiated April 1991 frame- 
work agreement between the Ontario Medical Association, 
OMA, and the government of Ontario have implications 
for the conditions of employment and compensation of 
contracted clinical appointees in clinical academic units.” 

I will not read it all into the record, but obviously these 
people have had numbers of meetings with numbers of 
recommendations as to how they deal with this agreement 
and the effect it has had on all these people in the teaching 
hospitals. These are the kinds of things that waste people’s 
time. This stuff should have been dealt with ahead of time, 
either by the OMA or the government so that the people 
can get on with their lives and do what they are supposed 
to be doing: research or taking care of sick people. 

I will just let you know that one of the observations 
that were made is that the government did not know any- 
thing about this and that people were so concerned. I do 
not know about the members of the government, but cer- 
tainly one of the members of the government, my col- 
league David Winninger from London South, received a 
letter from the University of Western Ontario faculty asso- 
ciation. My guess is that other members who have univer- 
sities in their ridings, or perhaps faculty association 
members—this came on October 8, 1991. This is not new. 


Mr J. Wilson: Two months ago. 


Mrs Cunningham: “Dear Mr Winninger: 

“T am writing to you on behalf of the faculty association 
of the University of Western Ontario. We are the recognized 
bargaining unit for all of the approximately 1,400 regular 
full-time faculty at the university. We negotiate salaries and 
benefits as well as all conditions of employment including 
promotion and tenure procedures, grievance procedures, 
terms of sabbatical etc. Included in our membership are 
MDs who have appointments both with medical facilities 
as practitioners and with the university as faculty members. 

“Recently, the government came to an agreement with 
the Ontario Medical Association whereby the OMA would 
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become the sole bargaining agents for physicians, including 
those with university appointments.” 

I am reading this so that Mr Hope can hear it because 
he is one of the great guys who bothers about the University 
of Western Ontario, being one of the seven government 
members from southwestern Ontario who attends meetings 
from time to time at the University of Western Ontario to 
listen to their concerns. This was on the agenda of the last 
meeting. 

“This agreement was negotiated and signed behind 
closed doors, with no input from the other groups which 
will be affected by such an agreement, including those 
who presently represent some of these physicians.” This 
was sent to a member of the government. 

“The result of this legislation even affects some full- 
time faculty members who hold an MD but who do basic 
research at the University with no hospital appointment.” 
None. I would underline that. 

“The association is concerned with a number of issues 
arising from this agreement and subsequent legislation: 

“1. This agreement will generate two classes of faculty, 
the first being the majority of faculty whose conditions of 
employment affecting promotion and tenure, grievance 
procedures etc, as well as salary and benefits, are negoti- 
ated by the faculty association. A separate group of faculty 
will be represented by the OMA, thus allowing for two 
sets of faculty working side by side under two sets of 
circumstances.” 

Is that not why we had the Elgin county teachers’ 
strike, because we had people working for that school 
board who had two different packages with regard to their 
retirement gratuity? Certain bargaining units were annoyed 
about that and therefore they have come to some conclu- 
sions where everybody is now going to be the same. No- 
body likes to have two different types of people working in 
the same area without clearly being represented. 

“Again, those MDs performing basic research will be 
part of the OMA’s unit even though they perform no outside 
medical services.” Can you imagine this? 

“2. The NDP government, by signing this agreement, 
has endorsed the raiding of one recognized bargaining unit 
by another. We feel that this is contrary to the ideals of a 
political party which has aligned itself with the basic tenets 
of the labour movement for many years.” 

I have to tell you, Madam Chairman, I am not always 
happy with the faculty association at the University of 
Western Ontario. They do not often vote for me; they have 
told me that. Many of them are NDP members who voted 
for you people because you are supposed to stick up for 
them and work for them. I know they do not vote for me. 
They tell me that. They are going to vote for me the next 
time because I am a good listener. I bring their concerns 
before the committee, represent them well. 

“The faculty association feels that the OMA has every 
right to seek bargaining power if that is the wishes of its 
members.” I would have guessed, Madam Chairman, 
given the views of Mr Hope in southwestern Ontario and 
some of his colleagues, that he would be taking this much 
more seriously. “However, we believe the agreement was a 
product of backroom negotiation and because of this, 
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groups which are affected by the agreement have been: 
given no opportunity to voice their concerns or objections.” 

Mr Hope is a great spokesperson of those kinds of| 
people, and do you know what he is finding out? So are’ 
we, members of the Conservative Party and my colleagues. 
of the Liberal Party. We all have varied backgrounds and 
support people who need our support and need our voice. 
That is what we do and we did this for years in this gov- 
ernment and in this Legislative Assembly. It is not new 
that people who have been elected to this assembly for the 
first time would think there are those of us who only have 
certain points of view. 

Since I have been down here in the last three years, it is 
very difficult to understand, at least by party, anybody who 
does not recognize that there are people out there who 
elected us so we would speak for them. Second, there are 
many less fortunate than ourselves. That comes from all | 
political persuasions, which I am happy to say as a person | 
who really supports the democratic process. | 


Mr Owens: This is not related to the bill. 


Mrs Cunningham: Mr Owens does not like what I 
am saying but he had his chance and he said those kinds of 
things too. 


Mr J. Wilson: She is reading from a letter directly | 
referring to the bill. 

Mrs Cunningham: I want Mr Owens to listen to this | 
and he can respond to this if he wants to: “Input from the | 
ministries of Labour and Colleges and Universities was 
not requested and, to the best of our knowledge, they were 
not informed of the agreement until after it was signed.” 

I am not going to speak for either of those ministries 
because that would not be my position to do so, but I bet | 
you anything, Mr Wessenger will be able to speak to that 
because I am sure Mr Winninger shared this letter with him. 

“Tt is even unclear to us that the physicians who are mem- 
bers of the OMA were aware that the OMA was attempting 
to change their status from a professional membership to that 
of a bargaining unit. 

“The legislation to support this agreement, Bill 135, is 
presently before the Legislature and we ask that the legis- 
lation not proceed until these problems are solved.” : 

Madam Chairman, you and I both know, because we | 
had to discuss this amendment I was going to bring forth, | 
that we hoped the OMA and the faculty associations being 
represented by OCUFA would come to some agreement | 
before this got to committee. After all, this letter was sent | 
to the NDP member for London South, David Winninger, | 
on October 8. | 

“We count on your support”—this is to the NDP mem- | 
ber—“for this request and trust that our concerns will be 
brought to the attention of the government. 

“Yours truly, A.M. Dawes, President, 1991-92” of the | 
faculty association from the University of Western Ontario. | 

I am just reading it into the record because I do not | 
want to be accused of being the only person in this room | 
who has had any complaints from people. I am sure many | 
people are unhappy about this and they are not saying— | 
Mr Wessenger said I was the only person, but he did in fact | 
say they had not had a lot of concern from a government | 
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point of view. I think when the government members got 
this kind of letter they must have brought it to the attention 
of the Minister of Health. I certainly know my colleague 
‘Mr Winninger would have done that. 
1650 
Mrs Sullivan: I want to address two issues, the first in 
regard to representation and the second in relationship to 
the joint management committee, and to follow up on two 
points. I was very interested in the argument made by Ms 
Haeck that in her own line of work she is a member of an 
association and a member of a union, and she feels the 
interests of those bodies are substantially different. 
__ What I see here is membership in an association which 
has been recognized on every campus in Ontario where 
there is a medical faculty as the bargaining agent for people 
who belong to that association. I now see an association 
having been given union status: the Ontario Medical Asso- 
ciation. Bill 135 provides de facto union status for the 
Ontario Medical Association. 
I would like to read, because I think it describes this 
perfectly, subsection 44(1) of the Ontario Labour Relations 
Act: “Except in the construction industry...where a trade 
union that is the bargaining agent for employees in a bar- 
gaining unit so requests, there shall be included in the 
collective agreement between the trade union and the em- 
ployer of the employees a provision requiring the em- 
ployer to deduct from the wages of each employee in the 
unit affected by the collective agreement, whether or not 
the employee is a member of the union, the amount of the 
regular union dues and to remit the amount to the trade 
union, forthwith.” 

Then subsection 44(2) goes on to describe what “regular 
union dues” means, and of course that refers back to the 
Honourable Mr Justice Rand’s decision in 1945 that the 
obligation to pay dues should tend to induce membership, 
one of the obligations of a union, and this in turn should 
promote that wider interest and control within the union. 
What we are talking about here are two unions and what 
each of them should represent their union membership on. 
That is what Bill 135 talks about. 

Bill 135 relates not only to members of the union who 
are involved in fee-for-service operations. We see and we 
know the OMA has a statutory position: the right to bar- 
gain for fee-for-service. That is there, and it has done that. 
But now Bill 135 extends the provision of union member- 
ship, the obligations of a union in bargaining and the obli- 
gations of people to submit union dues, and if they do not 
want to belong to the union, to submit union dues to a 
number of other areas: to physicians who practise in insur- 
ance companies, to physicians who work in academic set- 
tings, to physicians who work in medical laboratories, to 
physicians who work in health service organizations and 
comprehensive health organizations, to physicians who 
work in the Workers’ Compensation Board. Indeed, the 
provision for extension through the Rand formula is sub- 
stantial. We have not had much discussion about what is 
happening in terms of Workers’ Compensation Board phy- 
sicians; we should probably talk about that a little bit. 
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What we now have is a situation where, for physicians 
who have a particular interest in a particular portion of 
their professional activity, representation is provided by a 
different union than will be provided under this legislation. 
The amendment put forward has provision in it that there 
can be joint representation. It provides the flexibility so 
that both issues can be covered. 

I would like to step back for a minute and look at why 
many people joined the Ontario Medical Association in the 
first place. Some of them joined simply to participate in 
the benefits that are covered through group insurance 
plans. Some of them saw the Ontario Medical Association 
as a body which kept them up to date on medical issues— 
whether they were questions of ethics, whether they were 
questions of quality improvement—through its profes- 
sional publications, through meetings under its sponsor- 
ship and so on. Membership was voluntary, and many 
physicians who were qualified to practise under the College 
of Physicians and Surgeons of Ontario chose not to join or 
pay dues because they may have been doing other things— 
for example, working for workers’ compensation, working 
for an academic institution, working for an insurance com- 
pany—where indeed the representation that affected others 
in the profession did not affect them. 

However, now we see the OMA moving into a union 
status, and the OMA, in terms of its approach to the agree- 
ment, did not have certification in the normal manner other 
unions have: the signing of cards and the insurance that all 
people who were going to be on the table and included in 
the agreement had a say in the approach to that agreement. 
The proxies were designed to eliminate choice, and in- 
deed, most of the choice was secret. I can remember as a 
member attempting to discover for physicians in my own 
riding what that OMA agreement included. It was very 
secret. You cannot talk about members having agreed to 
participate in this union, nor can we see where the university 
physician has been included in the discussion. They have 
indicated they were not included. 


Mr Owens: On a point of order, Madam Chair: The 
subject of discussion is Bill 135. I can understand there is 
certainly interest in the agreement that brought us to this 
point, but this is not the issue we are here to discuss. I 
think we have heard the concerns of the opposition parties, 
and we have expressed concerns ourselves. However, the 
point Mrs Sullivan is now making is totally unrelated to 
Bill 135. I would suggest we go back to that subject we are 
mandated for. By the way, Madam Chair, we did have 
all-party agreement when we met as a subcommittee to 
complete clause-by-clause today and I am curious to know 
whether that agreement is going to be upheld. 


The Chair: That is not a point of order, but you have 
had a chance to express your view. I will remind Mrs 
Sullivan we are speaking to Bill 135. I would also point out 
to all members, and to you, Mr Owens, the subcommittee 
suggested clause-by-clause would begin today, but I do not 
believe there was any time limit placed as to when it had to 
be completed. I will check that with the clerk. 


Mrs Sullivan: I am not quite certain of the point Mr 
Owens was making, because indeed the agreement is an 
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issue here. Bill 135 is a significant portion of that agree- 
ment. It is the Randing of all physicians in Ontario who 
are qualified to practise in Ontario or who are engaged in 
the practise of medicine in Ontario or who conduct health 
research. We now see a conflict between two organiza- 
tions, or two unions, in relationship to whether the Rand 
formula should apply. My discussion is very much directly 
to the point of Bill 135. 


1700 

The second point I wanted to respond to, and to place a 
question to Mr Wessenger, relates to a response he gave 
earlier regarding the joint management committee which 
arose out of a question regarding whether bargaining was 
in good faith, and the question related to the funding of the 
joint management committee. Mr Wessenger responded 
that the Ontario Medical Association and the Ministry of 
Health would “fund their own costs.” There is no indica- 
tion of what commitment there is from the Ministry of 
Health or from the OMA in respect of the funding levels or 
the nature of the agreement between them. 

If four of the five issues involve cost to the Ontario 
Medical Association, and item 4, which is to be discussed, 
is the portion of the joint management committee agenda 
that the government agrees to take on, does that mean the 
Ontario Medical Association will bear the entire cost of the 
agreement? 


Mr Wessenger: What we mean by both sides paying 
their own expenses with respect to their representation on 
the board is that the representation on the board by the 
OMA will be paid however they deal with it and the same 
with the government side. The ministry will end up fund- 
ing the special research staff with respect to the joint man- 
agement committee. However, as far as what the budget is 
going to be is concerned, I think it was very well dealt 
with by Dr Wyman who indicated that the matter of the 
budget would be a matter worked out at the joint manage- 
ment committee. 


Mrs Sullivan: In other words there is in fact no com- 
mitment in relation to specific funding for the joint man- 
agement committee from the government? 

Mr Wessenger: There will be a recommendation 
coming very shortly with respect to the matter of funding 
of the joint management committee. It is fair to say that it 
will be dealt with quite expeditiously. 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


3 DECEMBER 1991 


The Chair: Thank you, Mrs Sullivan. Mr Wessenger, | 
you have the floor. 

Mr Wessenger: I would like to go back to first prem- | 
ises here. What we are dealing with is the legislation of the | 
Rand formula, which basically says that members who | 
benefit from the bargaining unit ought to pay fees. Cer- | 
tainly it is my opinion and the position of the government | 
that all physicians benefit from the bargaining made by the 
OMA, because we have to remember we live in a market 
economy and the salaries physicians earn are related to the | 
earnings physicians make on fees for service. We cannot | 
really separate those two, so we should remember that. All | 
physicians benefit from the bargaining by the OMA, } 
whether they do it directly or indirectly. | 

With respect to the whole question of consultation, I 
would like to make a comment that the minister met with 
the Ontario Council of University Faculty Associations 
this summer with respect to this issue and others, and staff, | 
in fact, were assigned to try to assist OCUFA and the 
OMA to work things out. Unfortunately, an agreement has | 
not yet been worked out, but we do support, and both sides | 
in fact have agreed to continue to try to work out an agree- | 
ment with respect to this matter. | 


The Chair: Thank you, Mr Wessenger. 

I am going to call the amendment now by Mr J. Wilson. | 

All those in favour of the amendment as placed by Mr | 
Wilson, please so signify. | 

Those opposed? 







Motion negatived. 


Section 1 agreed to. 

Sections 2 to 11, inclusive, agreed to. 
Title agreed to. 

Bill ordered to be reported. 


The Chair: That concludes the committee’s consider- | 
ation of Bill 135. We have agreed to have a meeting of the | 
subcommittee immediately following adjournment. That is | 
just to inform all whips that they are expected to stay. It | 
should not be a long meeting. There being no further busi- | 
ness, the standing committee on social development now | 
stands adjourned. 


The committee adjourned at 1710. 
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LEGISLATIVE ASSEMBLY OF ONTARIO 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


Tuesday 17 December 1991 


The committee met at 1540 in committee room 1. 


WASTE MANAGEMENT ACT, 1991 
LOI DE 1991 SUR LA GESTION DES DECHETS 


Consideration of Bill 143, An Act respecting the Man- 
agement of Waste in the Greater Toronto Area and to 
amend the Environmental Protection Act / Projet de loi 
143, Loi concernant la gestion des déchets dans la région 
du grand Toronto et modifiant la Loi sur la protection de 
environnement. 


SUBCOMMITTEE REPORT 


The Chair: Are we ready to proceed? I thought we 
really should try to get everybody here for this meeting, 
because it is the first meeting of the committee. We will be 
dealing with the report of the subcommittee. I hope we 
will agree on the kinds of procedural rules and so forth that 
we did the last time—everyone was clear as to how we 
would move forward in the future—and be able to have 
those debates and agreements today. 

The clerk is submitting the budget, but I think we 

should begin with the report of the subcommittee. 
__ All members have the report and the subcommittee has 
Tecommended two options. Is Mr Wiseman here? You are 
the whip and you were going to check to see whether 
option 1 or option 2 was acceptable to the government. 


Mr Wiseman: Our preference is for option 1. 


The Chair: Government preference is option 1. Are 
we willing to consider option 2? 

Mr Wiseman: The difficulty arises at the other end 
with option 2. The week of March 9 is a very difficult 
week for us. 


_ The Chair: I spoke directly to your whip, because 
‘that was the discussion at the committee. It is my under- 
standing that the House leader’s office—Mr Cooke has 
‘said there was some flexibility and willingness to permit 
‘sittings the week of the 9th and I spoke directly to your 
whip, Mrs Coppen, and she said she would also be flexible 
on the week of the 9th. I just report that to the committee, 
and if you have not spoken to them you might want to do 
so. I hoped this could be resolved in an amiable way and 
we could have a consensus. Is that possible, Mr Wiseman? 


Mr Wiseman: Not at this time. 


Mr Cousens: Madam Chairman, if we are able to 
have option 2, there are some benefits to it. One is that the 
extra time given to people to prepare their response is 
meaningful in that December is not a good month for prep- 

aration; we get back very early in January. The time to 
enrol and be accepted for presentations beginning in the 
week of January 13 really gives a very short period for 
them to prepare. I strongly support option 2 and that is 
the number one reason. I cannot speak for the official 
















opposition, but some compromise on how we handle the 
fifth week—and if it is not March 9 there might be another 
time we can do it so it might have to be abbreviated. There 
is a sense of willingness to try to work that through. 


Mr McClelland: We will try to find whatever accom- 
modation we can. I think Mr Cousens’s points are well 
taken and there is no need repeating them. It is important 
that people be given an adequate opportunity to prepare. I 
should add that it is my understanding in discussion with 
our whip and House leader that there was, as you have 
stated, a willingness of the government leadership at the 
level of whip and House leader to have some flexibility 
and to consider it. I suppose that either has not been passed 
down or there is a difference of opinion between the whip 
of this committee and the other two individuals. That is 
fine. That can be sorted out, I am sure, in due course but I 
think the point is well taken. 

The other thing that is very important is that option 2 
affords the opportunity for the material presented before 
the committee to be considered over the course of a week 
or so. Option 1 precludes that, really. You are suggesting, 
in terms of option 1, that the committee, having travelled 
across the province and the bulk of the time being spent 
here in Toronto, comes back and has basically two days to 
review all the material, consolidate it and bring it to bear 
on the clause-by-clause deliberations. I think it is unrea- 
sonable to expect that. It is particularly unreasonable to 
expect it to happen on the heels of a week’s travel. 

One of the fundamental points in terms of the negotia- 
tions in the first instance when the government considered 
a time closure motion—it is important to note that the 
House leaders negotiated this and arrived at a compromise 
solution. One of the key ingredients from our caucus was 
that there be an opportunity to review the material; that 
there be a time between the final submissions and the begin- 
ning of clause-by-clause. Option 2 affords that opportunity. 

As Mr Cousens has said, we are prepared to look at 
other times that may accommodate that, but clearly option 
2 suits that and meets the legitimate need of people mak- 
ing major presentations. Bear in mind the people doing the 
presentation for an hour come the first week, a good num- 
ber of them. They want to do justice to it and they want to 
prepare adequately. It really is—I do not want to use the 
word “unfair,” but I think it is less than accommodating to 
not afford them that other week. 

Mr Wiseman: I disagree with what Mr McClelland 
has just outlined. If we begin on January 14, 1992, we 
would have three weeks and then there would be a week 
off, February 3, which would return us on February 10 and 
then go to clause-by-clause on February 17. I think the 
week of February 3 affords us the opportunity to review at 
least 60% of the presentations at that point and would give 
us a very good sense and would allow us to carry, with our 
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short-term memories and long-term memories, into the 
clause-by-clause and have this finished by February 21. 

The other alternative calls upon us to drag this out over 
eight weeks as opposed to six. In terms of what I have 
already made commitments to and so on, I think doing it in 
the most compact form would be the most advantageous to 
myself to achieve the goals of understanding this bill, 
doing the clause-by-clause and finishing this. 


Mrs Witmer: I just heard Mr Wiseman say that to 
accommodate his schedule we should be proceeding with 
option 1. I always thought it was the function of a commit- 
tee, if we are going to have public hearings, to make sure 
that those people making a presentation have every oppor- 
tunity to prepare adequately, present the information and 
then for all committee members as well as staff to review 
the information and give due consideration to all the infor- 
mation whether it has been presented the first week or the 
fourth week. I wonder, if Mr Wiseman would want to do 
that, if there is any opportunity for him to change his 
schedule. 


Mr Wiseman: I would be quite able to accommodate 
all the information that will be presented to us within the 
time frame that is there. I think the presenters will also 
have adequate time to do that. However, I do not think this 
is going to be solved at this level so I suggest that maybe 
we leave this in the hands of the whips and the chairs and 
live or die by what they agree to. 


The Chair: The suggestion I have as committee Chair 
is that from my experience it is always better if a commit- 
tee can reach the accommodation and establish both the 
tone and the consensus for working together at its very 
first meeting rather than passing that off. I have shared 
with the committee the discussion I had with the govern- 
ment chief whip and the understanding I had from her 
around the position of the House leader. Certainly, this 
committee can decide not to make a decision, and that in 
itself is a decision. We have a report we are dealing with. 
What is the wish of committee members; to deal with this 
today or leave it to the House leaders to determine the 
schedule for the committee? 


Mr Cousens: I think we have agreed to disagree. I say 
option 2. 1 see Mr McClelland saying option 2. I hear Mr 
Wiseman saying option 1, so there is no agreement. 


The Chair: We are then to just refer the matter to the 
House leaders? All right, it is the wish of the committee 
that item 1 of the subcommittee’s report is referred to the 
House leaders for determination. Agreed? Agreed. 

There are some additional parts of the subcommittee 
report that hopefully we can reach accommodation on. The 
first was the suggestion—actually it is contained in part 1, 
but I think it can be lifted out—as to when the minister and 
her staff would make their presentations before the com- 
mittee. There was one option that had the minister making 
her presentation with her staff before the committee on the 
first day of public hearings. The other option was the one 
where the minister and her staff would be making a pre- 
sentation at the committee on the first day of clause-by- 
clause. Can I ask the whips of the committee whether there 
has been any conclusion as to how to proceed? 


STANDING COMMITTEE ON SOCIAL DEVELOPMENT 


17 DECEMBER 1991 


1550 


Mr Wiseman: Our preference, and it has been very 
strongly indicated to us by the minister, is that she would 
like to appear on the first day of hearings. 


Mr McClelland: There is nothing wrong with doing) 
things out of the ordinary. Certainly that has become} 
customary of late, but our position remains that we want to 
maintain the standard that the time for the committee is for 
outside presenters. We are prepared to accommodate the 
minister at clause-by-clause, at either the beginning or 
conclusion of that. 


The Chair: There is precedent for both within the 
committee. The clerk has informed me that when you are} 
looking at parliamentary precedents, both occasions, both} 
at the beginning of public hearings as well as the beginning} 
of clause-by-clause, have been times used by ministers for 
those presentations. 


Mr Cousens: I think the minister has had ample time| 
to comment on Bill 143 in the House. She may well have a| 
chance to reprise the presentations that come in. There will 
be a number of different things that we will have learned,| 
and what may well happen if she takes her opportunity 
before we hear those is that she will not be able to help 
nurture our thinking following them. I think the time 
where she can have the greatest impact on all of us is after} 
having listened to everyone else and just before we do the 
clause-by-clause. I think Mr McClelland makes a very 
good point. 





| 


| 
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Mr Martin: I wanted to make the comment that you) 


had made, that it did not seem to me that this was so much] 
out of the ordinary. If I remember correctly, when the Reg-| 
ulated Health Professions Act went through, the minister} 
spoke to us before we took off on our journey and then we| 
heard from the ministry afterwards. I think that in that! 
instance the minister, for me personally anyway, set a tone| 
that challenged us to be open to what we would hear| 
across the province so that we might make recommenda-} 
tions and amendments to that legislation which reflected 
the fact that we had listened to the people and wanted to} 
put in place the best piece of legislation we could put| 
together as a committee. For me to serve on this commit-| 
tee, it would be in the best interest of the people of Ontario! 
that I be given direction by the minister and the ministry at 
that point and perhaps even again after we come back and| 
before we proceed with clause-by-clause. We might hear 
from her or her staff so that we might be as informed as 
absolutely possible in front of this really important question. 


Mr Hope: To the members opposite who may be well 
familiarized with environmental issues, and for us who 
have not been strong activists in the environmental field, I 
think it is very important that the minister make presenta- 
tions or opening statements to us to give us some kind of 
guidelines and direction on which way she sees the prob-| 
lem going. I know through other hearings that we have had. 
the opportunity to readdress the minister on particular is-| 
sues we have heard through the presentations that have 
been made to us, but I think for the setting of the stage, as’ 
we call it, and leading us into public hearings, it is most! 
appropriate that the minister address those concerns. 
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Nothing against Mr Cousens or Mr McClelland. I 
know they are very knowledgeable about environmental 
issues. Some of us are more environmental in different 
areas, but I think it is very important for us as we reflect on 
the greater Toronto area, those who are not members of the 
‘greater Toronto area, that the direction and the vision the 
‘minister sees come before us before we start talking to the 
public so that we can do the comparison between the two. 
Mr O’Connor: I think Mr McClelland and Mr 
‘Cousens raised a valid point. I think clause-by-clause is a 
good time for the minister to come to address us. I have to 
agree of course with my colleagues on this side. They 
‘raised a point on the matter of setting a tone. Maybe we 





‘can encourage the minister to come back and see us at 





clause-by-clause as well as at the beginning; that after we 
‘have heard some participation, as Mr McClelland has 


‘raised so eloquently, we should have the minister come 


, 


/ 


back then just to hear some of what the input has been and 
speak to the committee again at that point in time. Perhaps 
he has hit a point that is worth taking note of: Invite the 
‘minister back on two occasions. 


The Chair: There being no further speakers, we have 
the committee report, which recommends two options. I 
have heard a third. The first option is to have the minister 
on the first day of public hearings. The second is to have 


‘the minister on the first day of clause-by-clause. The third 
is to have the minister on both days. Shall we vote? 


Mr Wiseman: What are we voting on exactly? 
The Chair: We have the committee report which has 


_ the two options. You can vote on one of the two options in 
“the committee report or the suggestion that has been made 


of a third option that has been put forward. 
Mr Hope: You are asking for a vote on something. I 


think the committee has a determination through the pro- 
cess. If it feels it is important for the minister to return, I 
do not think we have to vote on that issue today. I feel it is 


( 


very important that the minister come before the hearings. 


If during the hearing process the avenue is left open, I am 
sure we aS a committee will have the ability to ask the 
minister to come forward again. 

The Chair: I pointed out to the subcommittee, Mr 
Hope, that the minister or the parliamentary assistant sits 
in the chair, as you know from our previous work. As well, 


there are officials from the ministry here. What the com- 


mittee was discussing was an invitation to the minister 
herself for an opportunity to address the committee and 
perhaps answer questions from committee members. It 
was the view of some that this would be most helpful at 
the start of public hearings. It was the view of others that it 
would be most helpful at the start of clause-by-clause. 
What we have to decide today, for the purposes of schedul- 
ing of public hearing time, is whether this committee is 
going to request that the minister make herself available 
and which of those times she is going to be requested to 
come to the committee. 

Mr Hope: Let me be clear that what I am saying is 
that we choose between the two options: before or after. I 
am saying the option also has to be available to me, if 
during the hearing process I feel there is some controversy 
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between the statements that are being given and some of 
the issues—I am asking for the ability to have the minister 
readdress, but I am not laying it as option 1, 2 or 3. I 
firmly believe they ought to come to set the tone and 
which way we are going with the public hearings and to 
get a vision, but I am saying the ability, the avenue has to 
be also there for me as a member to ask for the minister to 
come back to have some questions or dialogue. I under- 
stand the parliamentary assistant is there through clause- 
by-clause, but I am asking for that pre-dialogue before we 
get into clause-by-clause. 


The Chair: What I just heard, Mr Hope, is that you 
are speaking in favour of the third option, which is to ask 
the minister— 


Mr Hope: That is not the third option. It is the first 
option with the ability— 

The Chair: No, I am sorry. In the subcommittee re- 
port, option 1 was that the minister would make opening 
statements on the first day of public hearings. Option 2 
was that the minister and staff would make opening state- 
ments on the first day of clause-by-clause consideration of 
the bill. Option 3 was put forward today, and that is that the 
minister not only make a statement on the first day of public 
hearings but also be available for the first day of clause- 
by-clause. In other words, the third option was both. 


Mr Hope: Then you are reading me wrong. 
Mr Wiseman: Can I try this? 
The Chair: By all means. 

1600 


Mr Wiseman: We will try this one, see how it flies: 
that the minister and staff make opening statements on the 
first day of public hearings and before clause-by-clause or 
at any other time the committee deems it useful. 


The Chair: The only consideration I point out to you 
is that, as I said, the minister at any time can assume the 
chair before the committee. The minister’s representative, 
the parliamentary assistant, will stand in her stead and 
ministry staff will be here throughout the entire process. 
Members of committee can place in writing questions they 
want answered by the ministry as well, so there is always 
that opportunity. It is not like there is not going to be 
anyone here. The concern is the minister’s schedule. This 
is to accommodate her so she will know when her appear- 
ance will be required before the committee. 

That is the purpose of making the determination now, 
to help the minister in her scheduling. I do not believe it 
would be helpful to her for you to ask that she be on 
standby at the request of the committee at any time. As 
members of the government caucus, you can ask that and 
if she is available perhaps she will come and assume the 
chair and do that at a time when she is available. What we 
are trying to decide today is whether the committee as a 
whole would like to ensure that the minister has time in 
her schedule to appear before the committee either on the 
first day of public hearings or on the first day of clause-by- 
clause or both. It is as simple as that. 


Mr McClelland: I do not know. You are very patient 
and I will try and take a lead from that. It seems to me that 
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we have been through this a number of times. Mr Wise- 
man and Mr Cousens and myself met under your leader- 
ship and we went through this a number of times. At the 
end of that, Mr Wiseman felt he had a particular position 
both with respect to the options and timing and indeed 
location. That may be resolved. We do not know. But it 
seems we are ending right back where we started. We were 
unable to find any accommodation at that point and we 
have come back here today. 

There is still no consensus. We have deferred one mat- 
ter to the House leaders and whips because there seems to 
be a difference of opinion with respect to what is available 
from the government side. It seems to me we are going 
there again. Maybe that is where the whole thing is going 
to have to rest. 


The Chair: It seems to me that this is not an issue that 
can be decided or should be decided by the House leaders 
and would have to be decided by the committee. 


Mr Martin: I hope I am not hearing from Mr McClelland 
by his comment about your patience—and certainly you 
are a patient person and have been, in my experience, over 
the last number of months, having sat on committee with 
you. If he is suggesting we should not have this discussion 
then I do not think he understands the process we are into 
here of trying to come to some common understanding. 


Mr McClelland: No, that is not what I said. 


The Chair: You do not have the floor, Mr McClelland. I 
will put you on the list. 


Mr Martin: Actually, I am enjoying this discussion 
and I think it is really important that we have it so that we 
can agree on something. When I suggested a little earlier 
that the minister come perhaps at the beginning and then 
again before clause-by-clause, I was still working that out 
in my mind. We have had some discussion across the floor 
and I think it makes a lot of sense that she be here at the 
beginning, as I said before, to set the tone. If there is 
anybody close to this issue who has looked at it from every 
angle it is certainly she and her staff. I would like to hear 
that perspective, the things she and her staff see as impor- 
tant for us to be paying attention to as we travel around or 
as we sit here and listen to the various inputs we get. 

I am suggesting, though, that perhaps we might alert 
her to the fact that we may in fact require her at the begin- 
ning of clause-by-clause. She could, I suppose, look at her 
schedule accordingly and make it possible for that to hap- 
pen. In an environment of trying to get the best informa- 
tion we can and to be consultative and hear from the minister 
and have her involved as much as possible in the resolu- 
tion of some of these issues, maybe it would be appropri- 
ate that she be told from time to time we may need to have 
her here. 

I understand and know what you are saying about the 
fact that she can be here to replace the parliamentary assis- 
tant whenever. But we are saying a little bit more strongly 
because I certainly see this piece of legislation is an impor- 
tant element of our activity as a government. In fact, we 
would like to think she would be ready to come and speak 
to us at such time as we felt it was necessary. Our whip has 


put it fairly simply—another option. I would be prepared 
to vote on that. 

The Chair: I have the list of speakers: Mrs Witmer, 
Mr Hope, Mr McClelland, but I point out to you, 
Mr Martin, that the minister could choose, if she 
wishes, to carry this legislation herself. She does not 
have to have a parliamentary assistant in her stead. You 
can, as a member of the government caucus, discuss that 
matter with her if you wish as well. 


Mrs Witmer: I regret that I am going to have to leave. 
We have another meeting. However, I would just like to 
remind the people present that I was present when the 
subcommittee met the first day, and there was Mr Wiseman 
and Mr McClelland and myself. At that time, Mr Wiseman 
put forward a proposal and I thought there was going to be 
communication, compromise and consultation. However, 
what I see today is the same proposal. I am really con- 
cerned about that. 

There does not seem to be much attempt being made at 
compromise. I suggest it go back to the House leaders, 
because it is almost impossible to end up at a position that 
everybody is really quite happy with. 

The Chair: The only thing we can reasonably ask the 
House leaders to do is what we have done, which is to set 
the time frame for the committee meetings, the actual sched- 
ule. The time the minister is to be requested to appear 
before the committee I believe is a decision that should be 
made by the committee. I will call the question now if you 
would like to— | 


Mr Cousens: Can I move recess of the committee meet-| 
ing until we can have a caucus meeting? 


The Chair: You would like to recess for how long? 

Mr Cousens: Until 5 o’clock. 

The Chair: I have had a request for a recess until 5 
o’clock to accommodate a meeting. I think that is a reason- 
able request. The committee will reconvene at 5 o’clock. 


The committee recessed at 1607. 
1721 


The Chair: We are considering the subcommittee re- 
port. Mr Wiseman, did you want to let the committee 
know what agreement, if any, has been reached? 


Mr Wiseman: I think we have come close on the 
question of sitting time in the sense that— 


The Chair: On the calendar? 
Mr Wiseman: Yes. This would take unanimous 


consent and it would also take the consent of the House 
leaders to do this. 

The Chair: What is your proposal? 

Mr Wiseman: That would be that the committee 
would begin sitting on the 20th, follow the schedule to the 
17th and that clause-by-clause could occur when the House 
resumes sitting in March. However, as the resolution | 
stands, I think it would take the unanimous consent of the | 
three party leaders to change this clause that says this com- 
mittee will report on the first sitting day of the House. : 


Clerk of the Committee: If the committee can agree | 
on 1, 2, 3, 4 of option 2 and they are looking for the first 
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week back—from the subcommittee meeting, I sent the 
letter. Are you looking at March 9 as the first week back? 


| Mr Wiseman: No. We are looking at the 23rd as the 
first week back. 


Clerk of the Committee: Okay, because the request 
went in with March 9 with two options to the House lead- 
ers if the House was sitting or if the House was not sitting. 
‘So what I could do is revise that memo that went to them 
and say that the committee has agreed on this part of op- 
‘tion 2 and change the request regarding March 9 I gave, 
‘and put that to the House leaders. . 








| The Chair: If there was unanimous agreement at this 
committee that this be the recommendation to the House 
leaders and request that the time allocation motion be ad- 
justed to permit clause-by-clause during the first week 


back, I think that would be a reasonable request. _ 


Clerk of the Committee: That is looking at authori- 
| zation to sit how many days of the week? This committee 
could sit two days a week, Mondays and Tuesdays. 


Mr Wiseman: I do not know how that would be 
_worked out, because we did not— 


' The Chair: The way it would work is that there 
would be a request of the House leaders to permit the 
‘committee to sit four days during the first week back, 
which would be the week of March 23, or to have three or 
four days for clause-by-clause debate. Perhaps to allow 
some flexibility, if the committee were to say unanimously 
that it would agree to cither three or four sitting days at the 
- discretion of the House leaders, that might— 


Mr Wiseman: I think all of this is going to be at the 
discretion of the House leaders. It is just a suggestion of 
how to get past this— 


The Chair: What we are looking for is a recommen- 
- dation from this committee that we could say has unani- 
mous agreement. 





Mr McClelland: It seems to me that would be reason- 
able. I think the operative word in your own words was 
_ “permit.” I think we could frame it in such a way as three 
- or four days subject to the agreement of the House leaders 
and leave it with them to find the range of dates available. 
_ It is simply a matter of the amendment of a motion, which 
of course requires unanimous consent. That would be 
agreeable to all and I think it leaves it open with a range. I 
think our objective is to do justice to clause-by-clause. 
However that is achieved and whatever time frame accom- 
modates all members is suitable to myself and I would 
hope to all members of this committee. That is the objec- 
tive we are, hopefully, all looking towards attaining. 


The Chair: To synthesize, unless anyone wants to 
speak to this, the proposal that the committee is now going 
to consider is a modification of option 2, and that is that 
the committee will meet for public hearings the weeks of 
January 20, January 27 and February 10. We will sit Mon- 
days from 2 to 5 pm, Tuesdays, Wednesdays and Thurs- 
days from 10 am to 12:30 pm and 2 pm to 5 pm, and that 
the committee will travel the week of February 17. That is 
agreed? 
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When it comes to consideration of clause-by-clause, 
the committee unanimously requests that the House lead- 
ers permit the standing committee on social development 
to have clause-by-clause consideration of the bill when the 
House resumes and that the House leaders would allocate 
three or four days, as they see fit, for clause-by-clause 
consideration of Bill 143. 

Clerk of the Committee: The original request took 
into consideration that if there was a speech from the 
throne it would be three days. If there was not, it would be 
four days. 

The Chair: The reason we are mentioning the three 
days would be because of the consideration that we would 
not be able to sit on the day there was a throne speech. The 
committee feels it could complete its business of clause- 
by-clause in three days and that this would stay within the 
spirit of the time allocation motion. 

Do I have that correct? Can I then just ask for all in 
favour? Any opposed? That is agreed unanimously by the 
standing committee on social development. 

That is item 1 and that has to do with the calendar and 
it will be up to the House leaders to decide whether the 
committee’s request is acceptable to them. 

The second item we have to decide on is the one we 
were discussing when the committee recessed for an hour, 
that is, when we want to invite the minister to attend be- 
fore the committee. Has there been any consensus or 
agreement among the whips? 

Mr McClelland: My feeling is that whatever accom- 
modates the committee and the minister. We will leave it to 
her discretion, whether it be at the beginning of committee 
or clause-by-clause. 


Mr Wiseman: The minister has made it very clear 
that she would like to be invited at the beginning of the 
hearings and at the beginning of clause-by-clause. 


The Chair: What I have heard is that the committee 
will accommodate the minister’s schedule and that she is 
welcome to attend at the committee at her pleasure, discre- 
tion and time availability. Agreed? 

Mr Wiseman: Her time available or our time? 

The Chair: Hers. We have said that we will respect 
her scheduling, and whenever she would like to attend the 
committee will accommodate that. That would be January 
20, which is the first day. For scheduling, as far as 
witnesses, do you know how much time the minister said 
she would like? I think you had said she wants the full 
morning. 

Mr O’Connor: I think we are only sitting from 2 until 
5 on the first day. 

The Chair: We are sitting on Monday, January 20. 
Monday would be 2 until 5. 


Mr Cousens: It is a long time. I think the clerk could 
well work out an arrangement. If the minister is able to go 
till coffee break or something like that, there might be a 
chance to get a few presentations in that day. Who knows? 

The Chair: Could we request that the clerk discuss 
with the minister’s office the minister’s time availability, 
how much time the minister will require that afternoon and 
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that if there is time to schedule additional representations 
on that day the clerk do so? Agreed? Agreed. 

On March 23, if the minister wishes to attend what I 
have heard is that the committee certainly is willing to 
have the minister attend at her convenience. Agreed? 
Agreed. 

Item 2, formally, on the subcommittee report. 

1730 

Mr Hope: I do not agree with the subcommittee re- 
port. What I would recommend is that groups, individuals 
or institutions have the ability to make a 40-minute presen- 
tation and individuals have the opportunity make a 20- 
minute presentation, which allows the clerk the ability to 
govern the schedules accordingly instead of trying to pick 
or choose what is going to happen. 

The Chair: There was general agreement at the sub- 
committee. Perhaps if I could be helpful, I will tell you— 
all members are here who were there—what the discussion 
was and then they can speak to it. You certainly can jump 
in if I do not accurately portray the discussion. 

Each of the caucuses felt there might be certain groups 
that would have more to say because of the nature of their 
interest in the legislation. It was agreed that each caucus 
would submit a list of who they felt should be invited to 
come to the committee and have one hour, in total, for both 
presentation as well as questions from the committee. 
They wanted to allow for additional time so that the com- 
mittee members would be able to ask their questions. 


Mr Hope: Could I ask what you just said? You said an 
hour for a presentation and an hour for questioning? 


The Chair: No, an hour in total for both questions as 
well as presentation. The committee would identify those 
groups by list. The clerk has received those lists from all 
three caucuses. We then would advertise, as we always do. 
There would be other groups and so forth that would be 
requesting time. All others would be entitled to a total, for 
both presentation as well as questions, of 20 minutes. 

As well, the committee had said it would consider, on 
the very first day, which would be January 20, not January 
14, empowering the subcommittee to make the determina- 
tion, if there were more groups that made a request to 
appear before the committee than there were time slots 
available, as to who would appear before the committee. 

Is that an accurate portrayal of the discussion? 


Mr Wiseman: I think that was a fairly accurate por- 
trayal of the discussion. I believe I mentioned at that time 
as well about what we do if later on we find that we have 
not scheduled people for an appropriate amount of time or 
we have people who would like to speak longer. I think 
this is the crux of the issue as it arises now. I am going to 
let the debate continue because I have made my points 
and I think the committee should hear what the others 
have to say. 


Mr Cousens: I am satisfied there was a consensus at 
that meeting in which each of the caucuses in submitting 
the names or suggestions for the one hour would have up 
to five. I know I started off with an extended list. It would 
have monopolized the entire four weeks and longer, but 
the clerk reminded me that you had five for one hour so 
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we gave a couple of supplementary names to assist her in| 
finding five that would work. We accepted the fact that we 
would have five for one hour each and that all those others, 
although I still have a nice list, would be eligible for 20 
minutes. 

I am satisfied that if we can do that, others who would 
come in, whether a group or an individual, will get 20 
minutes unless there is some consensus that is gained at 
some particular time during the meeting, which I think you) 
alluded to, but five is my understanding of what Mr Wise- | 
man and Mr McClelland also agreed to. 


The Chair: There was an agreement that the sub- 
committee could meet and that there might be oppor- 
tunity to add some additional time by extending the hours | 
as appropriate. | 


Mr McClelland: Mr Hope, I understand where you 
are coming from and I want to say that at the outset. What 
happened was this, if I could, for the benefit of all: As Mr} 
Cousens said, there was any number of organizations and | 
people that each caucus felt would be appropriate to be | 
invited. We went through a considerable discussion and we 
felt we had an accommodation. By way of example, I} 
thought the appropriate time breakdown would be an hour | 
and then a half-hour, but when we arrived at accommoda- 
tion, it is an hour and then 20 minutes. I still want, and I 
am not going to get it, a half-hour for other people to| 
come, but we agreed to that and said, “Okay, we’ll prepare | 
a list and submit it for that one hour.” 

I would like to draw to your attention as well, Mr 
Hope, that what happened, in the context of that discussion 
where we had an agreement, was that I came with a list of 
29 or 30 groups, organizations and individuals, and we | 
pared it down to five priority invitees to have that one | 
hour. We went through that process, and I will tell you we 
spent considerable time and made some difficult decisions 
in terms of who those individuals should be. : 

It is important that you understand it was done in the 
context of what was, I think, generally accepted to be an 
agreement of all three parties. We also said we would es- 
tablish that as the general framework within which we 
would operate, because it was necessary, and it was the | 
Chair who suggested it was important that we establish a 
framework so we knew what the ground rules were and 
there was no sense of anxiety or difficulty throughout the 
course of this hearing process. It may be difficult enough 
in and of itself, so we established that. 

Having established that, there was always the room, 
with unanimity, to change, but the essential ingredient was 
that we would establish the framework and go by that 
unless there was an all-party agreement to change it so we 
had a sense of knowing where we were going and so we 
did not get into procedural wrangling. It is very important 
for the turnout of the committee throughout the course of: 
the hearings. 

I want to paint it in that framework, because I think it 
is important that you understand, recognizing where you 
are coming from, the context in which this solution, if you~ 
will, to accommodate as best as we could all three parties" 
was arrived at. It was not done easily. It was done with 
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some give and take and a fair bit of discussion and, as I 
say, an accommodation by all people, as far as I can recall. 


Mr O’Connor: Maybe I am missing something in the 
translation, but when we talk about presentations on the 
per-hour basis we are talking about a balanced presenta- 
tion, those who are in favour and those who oppose it, 
which seems to give a little flexibility to the clerk’s office. 
She usually does provide within reason. 

My concern is that by limiting it to an hour just for the 
one week alone there are perhaps going to be groups that 
come forward, and we have not got where we are travel- 
ling yet. There are perhaps going to be representatives of 
some councils that would like to make a presentation. 

Limiting them right off the bat to 20 minutes, I do not 
think is fair. My sense would be that if we allowed 20 
minutes for individuals, larger groups—institutions, orga- 
nizations and perhaps municipal councillors or whatever, 
people who represent a few more people than just perhaps 
an interest they have themselves—be allowed double that, 

| 40 minutes. I think that will allow for a little more balance. 

_. Of course, we depend on the clerk’s office to put in that 
certain amount of balance. The clerk’s office tries to bal- 
ance things in making sure there is equal representation, 
people who are opposed and for. In the committee hearings 
Thave been through so far there seems to have been a very 
| good balance in that way. Whether that has been a negoti- 
ated balance, I am not sure, because I was not on the 
‘subcommittee in that hearing. But it seemed there was a 
pretty good balance. 

I think we have to be flexible, because if we start put- 
ting it in concrete and stone right now, then it is not going 
to work as far as being as open as we can during the 
process is concerned. 


1740 


The Chair: Perhaps just to be helpful, in the previous 
experience of the standing committee on social develop- 
“ment when we were dealing with the Regulated Health 
| Professions Act, the decision at that time was that groups 
_and organizations would have 20 minutes for their presen- 
tation and individuals would have 10 minutes. That was 
the experience of the committee. Mr Hope, Ms Haeck and 
Mr Martin were all on the committee, and I think the expe- 
rience of the committee was that while that was a very tight 

time frame, it was a reasonable time frame that also allowed 
for the kind of discussion and questioning and so on. 
Given the nature of this bill, there was a discussion at 
the subcommittee, and it was felt that there were some 
interests and organizations and groups that might require 
even more time than the 20 minutes which had been the 
time for the large groups which came before the committee 
earlier. 

The suggestion was, as Mr Cousens said, that each of 
the caucuses would identify five or six they would like to 
invite to come for one hour so that there would be plenty 
of time for questioning by committee members. It was 
then discussed how much time for all of the others, munic- 
ipalities and individuals, and because of the experience the 
committee had before, 20 minutes was seen as quite gener- 
ous, because that had been the maximum amount of time. 
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The subcommittee, I believe, wanted to accommodate as 
many people as possible to appear before the committee. 

On the issue you have raised around balance, the sub- 
committee made the decision in its report that requests 
would be received on a first-come, first-served basis and 
that any that could not be accommodated within the time 
established would be considered by the subcommittee, and 
that the subcommittee would make those decisions. 


It was also understood that the one-hour appointments 
would be booked for the first week, as the cutoff date— 
which I am going to recommend some flexibility on to 
allow us to ensure that all of the available time is made 
available to those who want to appear before the commit- 
tee—is as late as possible because of the time of the year 
and how difficult it is for people; sometimes they have 
missed the first ad, that sort of thing, because of Christ- 
mas. It was a little complicated, but I know the subcom- 
mittee members spent a good deal of time. 

No direction was given to the clerk or to the subcom- 
mittee around who was coming in on which side. You 
should be aware of that. The clerk would require very 
specific direction. I would also point out that the last time 
this committee met, I do not believe the clerk attempted to 
balance presentations, but the committee decided then, as 
it did now, that anyone who wanted to be heard would be 
heard on a first-come, first-served basis, given the time 
that was made available for presentations. As we were 
only booking until 5 o’clock, then the time from 5 to 6 was 
available if the subcommittee felt there were representa- 
tions that should be heard before the committee; it would 
be the subcommittee, not the clerk, that would make those 
decisions. 

That is just to give you all the information. Is that 
correct and accurate, Mr Wiseman? 


Mr Wiseman: I think the way you have just described 
it does contain a lot of flexibility. What Mr McClelland 
included in terms of this committee being able to make 
alterations to the timetable on unanimous consent is also 
something that bears keeping in mind. I think that is a 
fairly accurate portrayal—“fairly” in the fair sense as op- 
posed to in the “close to” sense. 


The Chair: I appreciate the definitional difference, 
and I think it is important. I tried to be not only fair but 
also accurate in the portrayal of what happened. I am try- 
ing to be helpful to all members, as I attend the subcom- 
mittee meetings; sometimes if I am able to describe, and 
everyone agrees that is the way it was, it will save some 
debate at the committee. 


Mr Hope: If I start agreeing with you too much I get a 
little scared. 


The Chair: Mr Hope, what did you say? 


Mr Hope: I do not ever believe in rubber-stamping 
situations. That is why I am expressing my point of view 
here, and it may be different from what the others here 
think. I understand what you are trying to get at as far as 
the hour and the five groups. There may be experts outside 
of the greater Toronto area who will have to travel to this 
committee to be here. One of my concerns was that there 
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might be groups outside of the Toronto area who may be 
the allocated hour experts. 


The Chair: There is nothing to restrict the one-hour 
appointments to Toronto only. 


Mr Hope: It says the first week. That is what you told 
me. 


The Chair: No, what we said was that the clerk 
would book the first week. However, if your caucus in 
submitting the five or six names has a group it would like 
to be heard in a place we are travelling to, that request 
could be made and the clerk could book that accordingly. 
The reason for the clerk booking most of the one-hour 
appointments in that first week in Toronto was because of 
the advertising and the cutoff date being after that, and that 
was for all the 20-minute appointments to take place. 


Mr Hope: That is why I was listening to what you 
were saying, and what you were saying was— 


The Chair: No, you could if you wish make a request 
from your list of five or six to be—the subcommittee as 
well can make whatever change or determination it wishes 
in the future. 


Mr Hope: Now you are clear. 
The Chair: I want to be clear. 


Mr Hope: But your first comments reflected the first 
week of the hearings to be the hour long. I am sitting here 
looking at a schedule; you have somebody going halfway 
through a presentation and then you would have to cut him 
off, we would go for lunch and come back and they would 
finish the half-hour, because you have two and a half hours 
in the morning. I understand what you are saying now, and 
you are Clear. 

I do not know where the experts are, and there are a 
number of experts in the field. All I am thinking is that it 
puts an equal balance in the system, and that is what I am 
trying to do. If the others disagree with me, fine. It will go 
to a vote. I always expected that. 


Mr McClelland: I am trying to be helpful. I think 
there will be a balance, to an extent; there will never be a 
perfect balance. There is some flexibility built into it. I am 
glad that point was clarified. The purpose of the hour in 
the first week was simply that it is an identified group, but 
the other is a yet-to-be-determined group of those people 
who would respond to advertising. It follows logically that 
they would be fit in at a later date; they may well want to 
come the first day if they respond quickly. I think that has 
been cleared up now. It is just a matter of accommodating 
to facilitate the organization of the clerk. 

Mr Wiseman and Mr Cousens and I had a discussion. 
There very well may be groups or individuals we all want 
to hear from; there may not be, to be candid, but there may 
be. I do not know; I just do not know who is going come 
forward on this. I think the flexibility remains to accom- 
modate them for an hour. If we agree we might even want 
to extend it and ask them back again or stay on a little later 
or start early, whatever—that remains. As I said, it was 
with a view to trying to establish some frame of reference 
and then we know where we are going, for the most part. 
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Ms Haeck: Just to hark back to our wonderful Regu- 
lated Health Professions Act days, in travelling to the four 
centres that we did visit, we definitely adjusted our sched- 
ule to meet the demand. I think the clerk will recognize | 
that as well, that some centres were definitely quite bur- 
geoning, shall we say—that is not the best way of putting 
it, but burgeoning with a lot of folks out there. We were 
working from 9 until noon and then starting sometimes. 
right at 1 again and trying to accommodate the concerns 
that were being raised by those groups. 

The Chair: That was discussed after the subcommit- 
tee. Again, based on the experience we had had before, it 
was understood—although I think we can amend the re- 
port if you wish—that we would be as accommodating as | 
we could, but that those decisions would be made by the 
clerk based on flight times as well as by the subcommittee 
if an issue came up that would require some adjustment. 


Ms Haeck: I think it is worth while if these issues 
raised here are clarified. I must admit that in my late ar- 
rival this afternoon and in looking at the printed page and 
having some of these discussions, how you have fleshed it | 
out has made sure that my own concern that some people | 
might in fact not be accommodated has been satisfied to a | 
very large degree. 


1750 


The Chair: Item 4 says: “That the committee will | 
travel Sunday evening to the first location and each eve- | 
ning after that day’s meeting to the next location, ensuring 
flexibility due to possible weather problems. The time for 
meetings out of town would be 10 am to 12:30 pm and 
1:30 pm to 4:30 pm as required, taking into consider- 
ation the number of deputations requested and the travel | 
arrangements.” | 

I think that is as specific as we can be until we know | 
what kinds of requests come in. I point out that in this 
report the subcommittee is empowered to make adjust- 
ments and changes. 


Mr Wiseman: This is the question that came up in the 
subcommittee meeting and here it is again. In the first 
week we allocated the hours and now, in response to I 
think it was Christel, you said we did not have to keep all 
the hours in the first week. 


The Chair: No, I did not say that. What I said to Mr 
Hope was that each of the caucuses had agreed to submit a 
list of five or six to which it would like to have allocated 
one hour in total. The understanding was that the clerk 
would schedule those from that list during the first week 
unless there was a specific request that a group be heard 
out of town, in which case the one hour would be allocated 
at the out-of-town meeting. For example, if you had a 
group that was based in Sarnia, the clerk would schedule it 
and give it its one hour in Sarnia, if that is what it wanted. 


Mr Wiseman: I hate to throw this monkey wrench at 
you, but if the groups that are in Sarnia and Kingston, the 
two locations we have agreed on, are not on the list now, 
then what we have done effectively is say they get 20 
minutes. Is that right? 
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' The Chair: What will happen is that the subcommit- 
tee could determine, based on availability and time and 
agreement, to alter, because you are empowering the sub- 
‘committee to make those decisions. 

' Mr Wiseman: Okay. That is more flexibility than I 
thought was in the original agreement. That is fine. 


The Chair: Satisfied? 
Mr Wiseman: Absolutely. 
The Chair: Do we have to vote? Is there agreement? 
It is all in Hansard. Everybody has said it has been fairly 
clear. 
Mr Hope: I would just like to register that I am not in 
support of that. 
_ The Chair: You want to vote? Is that what you are 
saying? 
Mr Hope: No, I am just saying that if you do not want 
to, I want you to know that I do not agree with that. 
_ The Chair: No, we are happy to vote and allow you 
to express yourself on the record. If you want a recorded 
| vote, that is fine. 
_ All those in favour of the committee report? That is 
item 2 with the amendment that says, “Any additional re- 
quests for one-hour appointments would be determined by 
the subcommittee based on time availability.” 

Mr Wiseman: Then obviously if no agreement was 
made there, it could come to the full committee. That is 
always understood. 

The Chair: Of course, always. All in favour? 

Agreed to. 

The Chair: Mr Hope, you are opposed? 

Mr Hope: Opposed. 

The Chair: Hansard will note that. 

Interjection. 


The Chair: Yes, good. I am really glad you pointed 
that out. Those of us who served with Mr Hope over the 
course of the other hearings are very aware of what a fine 
_ member of the committee he is. 

Mr Cousens: You know what it is like to be in oppo- 
sition now. 


The Chair: There is another matter contained in item 
2 which has to do with the cutoff date. January 13 has been 
suggested as the cutoff date. That will be mentioned in the 
letters and the advertisements and so forth. I would like to 
recommend that we not be quite that rigid in saying only 
that this is the date, but that the subcommittee be empow- 
_ ered to consider any requests that come in after January 13 
and, based on time availability, be permitted to schedule 
them. Agreed? Yes. Agreed. 


Ms Haeck: Could I ask one question? Has the clerk, 
in the short time this has been open for discussion, had a 
sense of the volume of requests we are going to get? 

Clerk of the Committee: No, I have no idea. I know 
how many submissions. I have not counted them, but I 
know how long the list is in total of the submissions by the 
three caucuses for the one-hour appointments and for the 
other letters of invitation going out. Basically what it boils 
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down to is a letter of notification. I have no idea what the 
responses might be. Often you will send out letters. Some 
people will respond positively, some will respond nega- 
tively and some will not respond at all. 


Ms Haeck: I was just curious, because knowing the 
volume received in our other hearings, having the dead- 
line, at least you had some wherewithal of scheduling. 
Leaving things to the last minute gives me some concern. 


The Chair: It will be helpful. Given the 13th, it will 
not be as difficult as we had first thought. If we begin on 
January 20, there will be some time for scheduling during 
that first week. As well, the first week will be taken up 
with the up to 18 now. I want to be clear when Hansard is 
recording. The expectation is there will be no more than 
six requests from each caucus for one-hour appointments 
unless that is approved by the subcommittee. That is 
agreed. 


Mr Hope: No more than five is what we said. 


The Chair: We said five or six maximum. That was 
the number. 


Clerk of the Committee: We have a bigger list. 


The Chair: We have a lot, right, but everybody else 
would be— 


Clerk of the Committee: It will depend on the re- 
sponse. 


The Chair: On the cutoff date, is there agreement and 
consent of the committee that the cutoff of the 13th be 
flexible inasmuch as the steering committee can consider 
any late requests and determine, based on time availability, 
if we can hear others that have requested to appear before 
the committee? The reason for this is that this is a very 
difficult time of year. People may have missed the notifica- 
tion. In a minute I am going to be giving you some infor- 
mation on the advertising. 


Mr Cousens: Agreed. Do not tell us again. 


The Chair: All those in favour? Any opposed? Mr 
Hope? That is unanimous. 

Item 3, the final copy: The difficulty we had with this 
one was that we believed the out-of-town ads should be 
placed as close to the December 19 date as possible. Due 
to the time of the year, just before Christmas, the concern 
is that some people may miss that ad. The suggestion is 
that we place an additional ad on January 6, indicating 
the date of the meeting at the location and repeating the 
message. 

Clerk of the Committee: Just for the out-of-town. 

The Chair: This is just for the out-of-town locations, 
to readvertise on the 6th with the exact date and the loca- 
tion of those meetings. Agreed? Discussion? 

Mr Hope: What would the radius of the advertise- 
ment be? For instance, I am using Sarnia. What would the 
radius of mileage from Sarnia be? 

The Chair: It would be the local daily newspaper in 
Sarnia. 

Mr Hope: So if a person living in Chatham does not 
receive the Sarnia paper, then he is out of luck? 
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The Chair: You would have to tell him. As with any 
travelling committee, the practice is that the advertising 
takes place in that community, and if you feel others have 
an interest, you can let them know. Members, as you 
know, have the opportunity to do that. 


Mr Wiseman: I just think that since the Toronto dai- 
lies are distributed throughout southern Ontario, and that 
ad is going in, I wonder if it might not be possible to 
include in that ad that we will be in Sarnia, Kingston and 
wherever. 


The Chair: The problem is that the copy was ap- 
proved and had to be out yesterday for the deadline. Be- 
cause the committee had not decided on the out-of-town 
locations, that was not possible. 


Mr Wiseman: That far ahead? 


The Chair: Yes, that far. If the committee decides, 
you could put an additional ad in the Toronto dailies in the 
first week of January. 


Mr Wiseman: It would be awfully expensive to run a 
separate ad. 


The Chair: We do not have that in the budget. 
Clerk of the Committee: We could do that as well. 


The Chair: We could do that as well and actually 
include that, rerun the ad, given the time of the year, if you 
wish. 
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Mr Hope: One of my concerns is local paper versus 
distribution. I know you are trying to be cost-efficient in 
this matter, but for Sarnia, for instance, the local paper 
may be the London Free Press, more so than the daily 
Sarnia Observer or whatever it is called. What I am look- 
ing for is a wide range of advertisement. It is not my 
responsibility, it is the government’s responsibility to make 
sure that the advertising for public hearings is out there 
and open and accessible to people. Not everybody pur- 
chases a certain paper. That is why I raised the question. 
Everybody who is an environmentalist would care about 
this. 

Mr O’Connor: Just as a suggestion that may help 
facilitate Mr Hope’s concern, in the communities we travel 
to that have daily papers—in the small communities I rep- 
resent there is no daily newspaper. In the case of most 
communities, where the community newspaper comes out 
weekly, an ad in a weekly paper prior to our visit, rather 
than trying to put an ad in the dailies, would probably save 
an awful lot of money. It would not be cheaper than the 
dailies? That is incredible. 


The Chair: The practice of committee, as far as ad- 
vertising is concerned, is that we advertise in the major 
dailies in Toronto. If possible, we list the locations where 
we are going to be outside of Toronto. It was not possible 
to do that in time for the deadline. If the committee wishes, 
we can advertise again in the Toronto dailies. We also then, 
as a practice, advertise in the daily newspapers in the com- 
munities where we are going. 

Further to that, I have found one of the things that 
some of the members have done—can I just finish? 
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Mr Hope: If I may interrupt you, to save you a lot of 
time— 
The Chair: Yes. 


Mr Hope: I just raised some concerns. I know it is 
standard practice. Can we just move on and the advertise- 
ment will go as scheduled? I have particular concerns 
when it is outside Toronto. I have it on Hansard and I think} 
we can look on. 


The Chair: No, I think there are opportunities— 
Mr Hope: I look at the clock and it is 6:05. 


The Chair: Okay. There are opportunities as well. 1) 
know many of the local small community papers will run 
community news. If members will just notify those news- | 
papers of what is going, that may help to satisfy your! 
concern, Mr Hope. I know that is a vehicle many of the 
small community newspapers will do as a courtesy to| 
members. 

All in favour of the committee report? Have we agreed | 
to advertise a second time on January 6 for the out-of-town 
locations, and do we want to advertise the dates of the 
out-of-town committees as well a second time in the To- | 
ronto dailies on January 6? The recommendation is that on 
January 6 we advertise a second time, both in the Toronto 
dailies and in the local communities where we are going to 
be visiting. All in favour? Any opposed? That is carried. 

We have already agreed to item 4. 

Item 5 is locations. Have we got consensus on loca- | 
tions, Mr Wiseman, from the whips? 


Mr Wiseman: We have Kingston and Sarnia and we | 
like Sudbury. I will leave it to Mr Martin to explain. 


Mr Martin: We would prefer not to go to Kirkland | 
Lake. We think that will focus the discussion too narrowly. | 
We also have a situation where we really have a conflict of | 
interest there. We think that Sudbury, being more central to | 
the north, could speak more adequately for the whole of | 
the north, how we view the waste problem in the greater | 
Toronto area. However, not agreeing on Sudbury, certainly | 
there are some other locations that I think would be more | 
appropriate, as far as we from the north are concerned, | 
than Kirkland Lake, such as, perhaps, Kapuskasing or | 
even Ignace. | 


Mrs Fawcett: Could you explain what you mean by | 
the conflict of interest for Kirkland Lake? I know what | 
you are talking about, but why is it a conflict of interest? 


Mr Martin: Certainly Kirkland Lake has presented a | 
proposal in the past to deal with the garbage issue re the 
greater Toronto area and has an economic interest in hav- | 
ing that proposal be part of the larger package, and I think | 
going there will focus the discussion solely on that issue. | 
In my mind, that constitutes a conflict of interest. You are | 
not getting a broader look at the question re the perspective | 
on this issue of those of us who live and work in the north. | 
You are getting a very focused view of it from there, and to | 
my mind it would not be an appropriate place to go. : 

Mrs Fawcett: Why do you feel everything is going to | 


be focused in one particular area there from Kirkland | 
Lake? There could quite well be other sides of the story 


7 DECEMBER 1991 


come forward. Certainly we would get that side of the 
issue. It is not the only thing we are going to hear. 


Mr Martin: I am suggesting that by going to a more 
central location you will certainly get that and that anybody 
who would travel to Kirkland Lake would certainly have 
no difficulty getting to Sudbury to make a presentation. 


_ Mr Cousens: In presenting the suggestion for Kirk- 
land Lake, I was somewhat sympathetic and did a certain 
amount of moving around. The government member, Mr 
Wiseman, was looking for Sarnia, I understood, in the first 
meeting, so I went along with Sarnia. I understood that 
someone was pushing for—anyway, I agreed with the 
other two and I thought Kirkland Lake would be interest- 
ing for a number of reasons, such as the significance of it 
‘to Metro Toronto and the works department, the studies 
that have been put into it. The municipality has recently 
had a referendum on the issue of whether an environmen- 
tal assessment is something that should be considered, so 
the community is aware of it. I think you are talking about 
a community that has had a lot of discussion around the 


subject. So as a committee we can come as well and look 


_at the site. 
That may be a conflict of interest for someone, but I 
have not seen the Adams site and I view it as an important 


opportunity while on this committee to at least look at the 





site and, although I am not an environmentalist who has 
any scientific credentials, understand why this site has 


been ruled out. We will have a chance to hear the views of 
those who are involved and part of it. The Adams site visit 
would be well worth while to me. 

I am interested in seeing something of the rail linkages 
as well, because we know something about rail services 
coming through from the Toronto area in which you 
change engines in North Bay and then they take the same 
train on up to Kirkland Lake. There would be a sense of 
just seeing, “Hey, it’s there.” I would like to see it, whether 
or not it is as I have heard it to be. Seeing is believing in 
that sense. 

As well, an awful lot of my time as critic for Bill 143 
has been spent criticizing the Minister of the 
Environment’s position that has opposed having a site cho- 
sen for landfill outside the boundaries of the greater To- 


tonto area. The fact that this has been one of those places 


that has been selected and considered—I forget the num- 


ber of dollars; is it $40 million? A large number of dollars 
has been invested already in assessing that site. Inasmuch 
as it is a very important part of my concerns and my 
_ party’s concerns about Bill 143, it has to do with the 
_ minister’s prerogative to have a policy decision on the 
_ shipping of waste outside Metro, specifically limiting the 
_ option of Kirkland Lake, that makes Kirkland Lake a very 


important part of the visits. 
I am prepared, as the critic from our party, or the whip 


~ or whatever I am from our caucus—I move from position 


_ to position— 


Mr Hope: You are so flexible. 
1810 


Mr Cousens: I am very flexible. But I only put for- 
ward one place for the four days we would be visiting, and 
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that was Kirkland Lake. I am prepared to be accommodat- 
ing on other areas. I have very great difficulty in seeing 
Kirkland Lake ruled out of order, for the reasons I have 
just given. 

The Chair: I have Mr McClelland and Mr O’Connor. 
Perhaps it would be helpful if we could get agreement on 
what we agree on and then debate that which we do not 
agree on. That might be a way of proceeding. Maybe we 
could decide we are going definitely to Kingston and 
Sarnia—is that possible—and then start to look at how 
many sites? No, you do not want to do it that way? Okay. 
You have the floor, Mr McClelland. 


Mr McClelland: In response to your question, I think 
the point is it is difficult. Mr Cousens made his point. His 
last point was that he was prepared to accommodate all 
three other choices to obtain his one request. I think it is 
entirely unfair to Mr Cousens to say we will agree to all 
three and maintain discussion on— 


Interjection. 


The Chair: That would be helpful. You have the floor. 
You can speak. 


Mr McClelland: I appreciate what you are saying. I 
just wanted to comment. Mr Martin is occupied at the 
present time, but it seems to me that the issue of financial 
investment—potential loss, potential gain—could and 
probably will be attached to any number of people in orga- 
nizations and companies that may present to the commit- 
tee. It is inevitable that we will run into organizations and 
companies that will be impacted financially, so I say re- 
spectfully that I do not find the argument about Kirkland 
Lake having a potential financial conflict compelling in 
any sense inasmuch as any number of organizations or 
groups may make money, lose money or have no financial 
investment of any kind. I just quite frankly do not find that 
argument compelling in any sense. 

I come back to what we talked about earlier. We talked 
about this throughout. It seems to be a common thread that 
there has been accommodation on government requests for 
location of travel, with a simple request that one place out 
of the four be given to opposition parties. I do not find that 
extremely unreasonable. 

Mr Cousens stated it very well. He is prepared to give 
up all three other locations for the one he thinks is impor- 
tant. I will not repeat what he said. I think he said it well. 
There are reasons to go there. I understand why the gov- 
ernment does not want to go there. We all understand that, 
but I think it is in the sense of being reasonable and a bit of 
give and take. He has given up three for one. 


Mr O’Connor: I have listened to some of the argu- 
ments. I suppose I cannot agree 100% on what I have 
heard from both sides. I think there has to be an element of 
fairness is this and there has to be some discussion among 
us, and come up with some sort of solution. 

One thing that worries me in travelling to the north— 
and we talk to our constituents we represent down here— 
is the fact that Ignace was mentioned, Kapuskasing was 
mentioned, as well as Kirkland Lake, and we should try to 
accommodate them as well. There needs to be some way 
we can include them. I do not want to add any more days 
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to our travelling in the north, and I know travelling up 
there could be difficult at that time of year anyway. I think 
perhaps what Mr Martin was headed towards was maybe 
mentioning—I think he mentioned Sudbury as an alterna- 
tive because of the travelling. Perhaps it might have been 
easier for people from Ignace and Kapuskasing to make it 
to Sudbury rather than Kirkland Lake and it might even 
facilitate the committee’s travel a little bit. 

Not totally disagreeing with what our opposition mem- 
bers have said, then maybe we should take a look at includ- 
ing—I will just throw this out for discussion—Sudbury as 
well as Kirkland Lake so we can include some of those 
other people from the north in our travels, so people from 
Kapuskasing and Ignace could be included, because Sud- 
bury is a good location to travel in and out of and perhaps 
might facilitate it a little bit better. I will just put that 
forward as a point to be discussed. 

The Chair: I see heads nodding here. What I intend to 
do, Mr Martin, is rotate through the caucuses. You are on 
the next round. 


Mr Cousens: I was just thinking, maybe we could try 
North Bay and Kirkland Lake to give you two options in 
the north country. Then we have our four places. 


The Chair: Mr Martin, you have the floor. 


Mr Martin: Just a couple of comments so that we are 
not mincing words and people know where we are coming 
from. Certainly that was not my intention. 

First of all, I think as politicians we need to be able to 
sort out those who come here from self-interest or who 
have conflict of interests, really, their own business aspira- 
tions versus the good of the people of Metro re their gar- 
bage problem and the good of the north re what it is 
willing to accept in the way of garbage from the south. 

We in the north have been very strong about our posi- 
tion in this party. It was not just a decision of the minister 
to not ship garbage north. We told her, as people who 
represent most of the north in this Legislature, that we did 
not want Metro’s garbage in northern Ontario. I think that 
by going to Kirkland Lake you are going to focus the 
discussion on that particular project and on that particular 
issue, and we have been very adamant about that. 

If you want the perspective of northerners on this 
whole question of what Metro will do with its garbage, I 
suggest you go some place that is more central, that is 
going to reflect more adequately and more rationally the 
position of those of us who live and work and breathe and 
hope to live in northern Ontario for a long, long time in an 
environment that is unpolluted and that will provide indus- 
try for all of us. I think North Bay would present the same 
focusing of the discussion as Kirkland Lake would, be- 
cause North Bay certainly stands to gain economically 
from that proposal as well. Sudbury, to my mind, presents 
a place where you would get a more rational, varying view 
of our position on this particular question. 

Mr Cousens: I hear you, Mr Martin, and I guess when 
you talk about how caucus is involved in helping the min- 
ister come to a position—and your caucus has been influ- 
ential in persuading Mrs Grier, the Minister of the 
Environment, not to consider a northern option, such as 
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Kirkland Lake, for a disposal site—you are no different 
from the way we work in our caucuses in trying to make 
sure certain things happen. That is the normal process 
here. 

We are into a different process at this point when the 
committee resolves its hearings. When you are in opposi- 
tion, which you were prior to September 6, there were 
many occasions when you would have had a different po- 
sition from the government. What we are asking for, as the 
legitimate opposition, is that there be an opportunity for us 
to have a chance to look at that site. That is the site I have 
referred to. As the member from our party, I have never | 
referred to any other northern sites, because I just did not 
want to have the war you would get into with some of 
those who might be an unwilling host, not unlike what 
Marmora was at one time. All you had to do was mention 
this and they knew what you were talking about. As a 
member of the opposition and as critic for Environment, I 
am saying I have had a lot of time, and certainly in Metro 
Toronto there has been a great deal of money invested in 
that as an option. 

The answer is, sure it is to give attention to a site that 
has been considered. But I will tell you, we all know why 
we are going. In fact, if I may take it a step further—and I 
think you have been fair in coming back—we would not 
be having these public hearings had not the opposition 
been strong in its will to persuade the government to have 
public hearings. Otherwise, one of the bills that would 
have been passed for third reading and royal assent by 
December 19 would have been Bill 143. 
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Quite candidly, when you had a chance for three 
weeks’ hearings here and one week outside, it was to give | 
opposition and yourselves a chance to present all sides of 
this bill. One of the key aspects of this bill, from our 
party’s point of view, a very fundamental concern, is the 
decision by your Minister of the Environment and respon- 
sible for the greater Toronto area to exclude areas outside of | 
the greater Toronto area for a landfill site. There is no area 
more identified in the minds of Metro and my caucus than 
Kirkland Lake. That is why I excluded any other place. 

I am interested in going to Kingston and I am inter- 
ested in going to Sarnia, and those are the names that were 
presented by other parties. But I am really anxious to have 
the chance to look at it, and I want to see the site. I want to 
look at it. I want to talk to the people. I want to get the feel 
of it. If it is a painful day for New Democrats, I happen to 
believe it will not be all that painful, because it turns out 
that in the town referendum it was 69%, so there is at least 
31% within the community who think otherwise. There is 
always another side, so even in Kirkland Lake, knowing 
how this clerk of ours has a magic way of pulling things 
out, you are going to have both sides presented. 

Come on, give us the break we are asking for as a 
legitimate—or illegitimate—third party. 

The Chair: Could I suggest that there has been a pro- 
posal for a compromise put on the table by Mr O’Connor 
that has not been fully discussed or considered. I know you 
have made the presentation for North Bay. 
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| MrCousens: No, I did not take any position. 

The Chair: He did suggest as a compromise Sudbury 
and Kirkland Lake, as well as Kingston and Sarnia. You 
“nave not discussed that as an acceptable option, those four 
3ites and whether that would satisfy your concerns. 


Mr Martin: Being from the north, I would like to 

propose a motion. To be honest with you, looking at what 
has been proposed re this bill and our stance re garbage not 
coming to the north, I have a difficult time understanding 
why we are going there in the first place. But if we are 
going to go there, I suggest we go to communities that 
represent what is up there, that we have some large com- 
munities and some small communities and that we not 
focus the discussion on one particular project. 
I put a motion that we go to Sudbury, a larger commu- 
nity, and that we go to Kapuskasing, a smaller community, 
to get their perspective on the issue of Metro and what it is 
trying to do with its garbage at this time. 


Mr Cousens: You are making that motion? 
Mr Martin: Yes, I am. 


Mr Cousens: What the heck is it all about, then, 
Tony? I really do not see anything served, as it pertains to 
Bill 143, by the motion before this committee. 


_ The Chair: We have a number of motions. We have 
‘the motions of the subcommittee; we have the recommen- 
dations that have been put forward. Could I suggest that 
we just start voting on them all and see if we can get a 
consensus for the four sites? Are we ready to do that? 


Mr McClelland: No. Before we do, I will make one 
point. We understand what Mr Martin is saying. I think 
you are forgetting something, with respect, sir, that opposi- 
tion has a legitimate role in the process that you and I and 
all members here are engaged in. As much as you may not 
appreciate that or want that to be the case, that is the case; 
if nothing else, in terms of fairness and respect for the role 
of opposition. You may find that hard to take, but that is 
the reality in this process. 


Mrs Mathyssen: I am really tired— 


Mr McClelland: We are all very tired, Irene. You 
must, at some point, accept the fact that opposition, whether 
you like it or not, has a role, and you have to accommodate 
that role, at least a little, at least occasionally. 

The request put by the third party, which I support, is a 
very reasonable request. It is one of four for the opposi- 
tion. If you as a government, and you have the power to do 
it with your numbers, want to say that you are not prepared 
to accommodate one out of four, that you are not prepared 
to give that much in recognition of the legitimate role of 
_ opposition, then you are saying, out of hand, I believe, that 
ultimately you reject the validity of an opposition member 
as acritic, the third party as a critic, to take issue with your 
_ philosophy, whether we agree with it or not. 

We may find that we agree with you, sir, at the end of 
the day. But to not allow that and not allow opposition to 
have the forum for full open discussion with the public of 
this province, to me is fundamentally contrary to every- 
thing I think, at the end of the day, you believe in. I want 
_ you to consider it in that context. You are saying to the 
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opposition, “We will not give you one out of four.” I ask 
you how, in fairness, if nothing else, you can justify that 
position. 

Mrs Mathyssen: I would like to point out for the re- 
cord that on this side there has been some give and take, 
there has been some compromise, and remind the honour- 
able member opposite that they got the dates they re- 
quested. In view of that, I would suggest that 
characterizing the discussion as simply one-sided is proba- 
bly not fair. 


The Chair: I would like to suggest that we vote, as 
there does not seem to be consensus. 


Mr Cousens: Rather than take it to the question, is 
there another way we can do it? Is this committee now 
saying, having tried to come up with agreement on Kings- 
ton and Sarnia, and there was general consensus that we 
move towards that, what does it take to—maybe we could 
have a recess for 15 minutes and have further discussion 
on this. I find this not a happy resolution. 


The Chair: In the interest of seeing if you can accom- 
modate, Mr Wiseman, Mr Cousens, Mr McClelland as the 
whips, would you like to take a few minutes to see if you 
can come up with an agreement? 


Mr Wiseman: We have discussed this already. I think 
the compromise is that we would be prepared, as all com- 
mittees are, to bring people from Kirkland Lake to Sud- 
bury or Kapuskasing in order to discuss this as an issue. I 
think that fits well within the parameters of the discussion. 
Given that the Notre Mines headquarters in North Bay is 
just up the road, it would be a very central location for 
people to come to in Sudbury. I had the map open in 
subcommittee. I sensed that Sudbury or Kapuskasing, or 
both, would be a compromise to take into consideration. If 
my memory serves me right, it was more than just the 
Kirkland Lake area; it was that whole region. I think it 
would be served to go to Kapuskasing and Sudbury, so we 
could bring people from Kirkland Lake to discuss it. 


Mr McClelland: I would want North Bay to certainly 
be considered. I will say this: At the end of the day, if you 
vote that way what you are saying is that you are giving 
opposition, on one hand, the right to public hearings, but 
on the other hand saying, “By the way, the place you want 
to have the public hearings we’re not going to consider.” 

I want to be very clear, and I want this on the record. 
We negotiated through a very tough series of negotiations 
in the face of a closure motion, and fought, as Mr Cousens 
has said, for public hearings. You are making that a sham 
by saying, “We’ll give you the public hearings, but we 
won’t give it to you where you want it.” It is not a light 
matter. To your colleague, I say it is something you have to 
understand, that you are setting a tone where you are say- 
ing to opposition, “We’re sorry, we don’t want you to par- 
ticipate and have your small piece of the action.” 

That is what it is. When you cut through all the rheto- 
ric, you are saying, “We’re giving you hearings, but you’re 
not going to have them anywhere you want, when all is 
said and done,” the one place the third party and the offi- 
cial opposition feel very strongly about. 
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Recognize that this is the tone you are setting for the 
out-of-town. I think it is absolutely unforgivable in terms 
of the whole process. You know full well that the negotia- 
tions for public hearings were based on the demands of 
opposition for those public hearings. You would not even 
have given them if it were not for opposition, and now you 
are saying to the opposition, “You’re not going to have 
them where you want.” I find that beyond belief, that you 
can sit there and do that without even a consideration of 
fairness and what is involved in that decision. 
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Mr Martin: That is okay. I accept your position and 
your arguments. You put them very eloquently. Being from 
the north—I live and work up there—I am telling you that 
if you want a fair assessment of this particular batch of 
legislation and proposals you go to Sudbury and 
Kapuskasing and you will get it better there than you will 
in Kirkland Lake. You are not listening to me or accepting 
my experience or view, coming from northern Ontario, on 
this issue, so I throw the same thing back at you. We can 
go back and forth on this all night, if you like, the opposi- 
tion versus those of us who live in the north, and where we 
go and the give and take in all of that. I am saying come to 
the north; that is an accommodation. But I am saying that 
when you come up there, listen to us who live up there, 
who tell you that you will get a better perspective on this 
whole thing if you come to Sudbury and Kapuskasing. 


Mr Cousens: Is there compromise, possibly? Is there 
a chance the government would consider Sudbury and 
Kirkland Lake? I will come back to it. It was on the table 
at one point from across the way, and it is almost within 
the way of doing it. I appreciate very much the twin in the 
same suit as mine; it looks as if we went to the same sale. 
Mr McClelland’s comments expressed very well the con- 
cerns I have as a member of the Conservative Party. We 
have members from the north. I have concerns about the 
north. Our leader is from Nipissing. Is there a chance that 
there is some possibility of Kirkland Lake and Sudbury? 


Mr Wiseman: I would like to address some of the 
comments Mr McClelland made. I do not see this as being 
uncompromising, in that we as a committee have compro- 
mised on the time of the committee hearings and we have 
compromised on a number of issues with respect to pre- 
sentations and presenters. We have made a number of 
commitments and changes on a whole host of things in 
this, so if you do not get Kirkland Lake it does not imply 
to me that we have been totally uncompromising. 

I listened to my member from the north and I take what 
he has to say very seriously. He is bringing a perspective to 
this committee which, if I ignore it, is just another time 
that somebody from the south has ignored the wishes and 
the desires of the members from the north. It is going to be 
a pretty difficult day for me to turn around and ignore what 
my member from the north says. I would say at this point, 
with all due respect to the arguments that have been made, 
that I do not think a compromise is possible, given the 
very passionate views the member for Sault Ste Marie 
holds. He has changed my mind, okay? He has changed 
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my mind and I am going to vote the way he has requested 
that I vote. 


Mr Cousens: Could I move that we have this referred 
to the House leaders and that the committee adjourn? 


The Chair: I must say that I do not believe this matter | 
is one which the House leaders would normally decide on, 
and that this matter can and should be decided by the 
committee. House leaders look after things like scheduling 
when committees cannot decide. They can determine what 
they will or will not permit on budgets, but there is no 
reason I can see why the House leaders should make a 
decision on location. 


Mr McClelland: I want to say two things, if I might. 
First, to the comments made by Mr Martin, I accept them 
and I thank him for them. Again, I will simply say that if 
opposition wants to, in your opinion—forgive me if I mis- 
interpret a value judgement—make the mistake of choos- 
ing the wrong location, surely that is a right opposition 
ought to have, to make that mistake, if that is what we do, 
given that it is the one place we wanted. 

You have the numbers and ultimately you can control 
that, but bear in mind that is exactly what you are doing: 
You are dictating it. The reason I think it might be appro- 
priate for House leaders is this, Madam Chair. This whole 
process was born out of response to a time allocation we 
were extracted from by way of negotiation through the 
offices of the House leaders. There was an awful lot of fuel 
put to that fire. It is evident that our position was that one 
of the things we wanted was public hearings and when we 
could travel, and there were some things that were under- 
stood about that. I think that Mr Cousens’s motion, al- 
though unusual, is not entirely out of order. 


The Chair: I have listened very carefully to the de-_ 
bate before the committee. I believe I have heard all of the 
debate and the arguments that have been put forward. I am 
going to rule that Mr Cousens’s motion to refer to the 
House leaders is not one which should properly be sent to 
the House leaders, and that we should be voting at this — 
time. 

I am going to suggest a voting procedure which I hope - 
will be acceptable to all the committee members, that is, — 
that we try, if we can, to begin by voting on four sites and 
go through that list; rather than voting on the sites individ- 
ually, to look at them as a package. Is that acceptable to all 
members? 


Mr Cousens: No, I do not have my other caucus 
members here. Can we recess until I have my caucus 
members here? 


The Chair: Twenty minutes? 
Mr Cousens: That is fine. 


The Chair: I have a request for a 20-minute recess. At 
7 pm we will be voting. 


Mr Martin: Can I suggest, out of a need I have, that if 
we are going to recess we recess till 7:30? 


The Chair: Is there any possibility that you could 
come to an agreement on location between now and 7:30? 


Mr McClelland: There is always a possibility. 
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| The Chair: Then it is agreed that we will recess until 
‘30? Agreed. 

| The committee recessed at 1839. 

934 

Mr Hope: Madam Chair, some of us are supposed to 
ye on duty right now, and they are calling for a quorum. 
Mr Wiseman: I do not see any problem with item 6. 
| The Chair: Agreed? Agreed. 

_ Mr Wiseman: I do not see any problem with item 7. 

_ Mr Cousens: No, I am not prepared to discuss any 
urther unless there is some movement, unless you voted 
yn item 5 while I was out. 

_ The Chair: No, we have not. I thought we might deal 
vith those where there is agreement. 

Mr Cousens: No, I would say at this point that I 
would be interested in knowing where we are really going. 
Was there any change in discussion? Did you get anywhere? 

Interjection: The motion is on the floor. 

The Chair: All right, on item 5, I would suggest we 
‘ake the locations alphabetically, and the first four that get 
a majority are agreed to by the committee. Is that agreed? 
Kapuskasing is the first one on the list. I am suggesting we 
do them in alphabetical order. 

Mr Cousens: Can we put Kirkland Lake on the list as 
well? 

The Chair: It is on the list. The ones on the list are 
Kapuskasing, Kingston, Kirkland Lake, North Bay, Sarnia 
and Sudbury. 

Mr Martin: I guess I am having some—we are going 
to choose the first four? 

The Chair: No, what I am suggesting is that we take 
all of the locations that were suggested, that we vote on 
them in alphabetical order, and the first four that get a 
majority vote of the membership are the places we will go. 

Mr Wiseman: Are we looking for three or are we 
looking for four? 

The Chair: I understood we were looking for four. 
Am I incorrect? 

Mr Wiseman: I have no problem with that. 

The Chair: So we will go down them and wherever 
there is a majority, those will be the ones that are agreed 
to. Is that agreed? Ignace was suggested as well, just to 
add to the list. So the list, again, is Ignace, Kapuskasing, 
Kingston, Kirkland Lake, North Bay, Sarnia and Sudbury. 

Mr Martin: With that, I would move a five-minute 
‘recess so we can decide among ourselves which four out 
of that we would prefer to go to. 

Mr Cousens: All right, why not have a half-hour re- 
cess, then, Madam Chairman? 

Interjection: No, no. 

Mr Cousens: We can have a half-hour recess and con- 
sider it, because there may be a chance of some move- 
ment. 

The Chair: They are ready to go. The whip has not 
_ requested a recess. 
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All those in favour of Ignace? There being no votes, 


Ignace is no longer on the list. 


All those in favour of Kapuskasing? Five votes. 
Mr Cousens: Is there going to be any debate? 


The Chair: No; we are voting. All those in favour of 
Kapuskasing? Six. All those opposed? 


Mr Cousens: I want to object. I very strongly oppose, 
and I would like to have it recorded. 


The Chair: A recorded vote. 
The committee divided on the question, which was 
agreed to on the following vote: 
Ayes-6 
Haeck, Hope, Martin, Mathyssen, O’Connor, Wiseman. 
Nays—2 


Cousens, McClelland. 

The Chair: The next location is Kingston. All those in 
favour of Kingston, please signify. A recorded vote. 

The committee divided on the question, which was 
agreed to on the following vote: 


Ayes—6 
Haeck, Hope, Martin, Mathyssen, O’Connor, Wiseman. 
Nays—2 


Cousens, McClelland. 


The Chair: The next location is Kirkland Lake. All 
those in favour of Kirkland Lake? A recorded vote. 


The committee divided on the question, which was 
negatived on the following vote: 


Ayes—2 
Cousens, McClelland. 
Nays-6 


Haeck, Hope, Martin, Mathyssen, O’Connor, Wiseman. 


The Chair: The next location is North Bay. All those 
in favour of North Bay? A recorded vote. 


The committee divided on the question, which was 
negatived on the following vote: 


Ayes-—2 
Cousens, McClelland. 
Nays—6 
Haeck, Hope, Martin, Mathyssen, O’Connor, Wiseman. 
1940 
The Chair: The next location— 
Mr Hope: Madam Chair, before you continue, have 


there been three selected already? 

The Chair: We have selected Kapuskasing and 
Kingston only: two locations. The next location is Sarnia. 
All those in favour of Sarnia. A recorded vote. 

The committee divided on the question, which was 
agreed to on the following vote: 
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Ayes—7 


Haeck, Hope, McClelland, Martin, Mathyssen, 
O’ Connor, Wiseman. 


Nays-1 


Cousens. 

Mr Cousens: This committee has really destroyed my 
sense of confidence that we are going to be capable of 
having worthwhile hearings. I strongly object to what has 
been done and the high-handed way in which the govern- 
ment is considering the role of the opposition. 

The Chair: I call you to order. Thank you, Mr 
Cousens. We have one more location. We are voting on 
Sudbury. 

The committee divided on the question, which was 
agreed to on the following vote: 


Ayes—6 
Haeck, Hope, Martin, Mathyssen, O’Connor, Wiseman. 
Nays—2 


Cousens, McClelland. 

The Chair: We have selected Kapuskasing, Kingston, 
Sarnia and Sudbury as the four locations. The clerk will be 
advertising to ensure those communities are made aware 
that the committee will be visiting. Members of the com- 
mittee will be notified of the dates we will be in those 
locations. 

The next item is 6. Any discussion on item 6? This is, 
“When the clerk is scheduling, deputants will be informed 
of the time.” The subcommittee has suggested that they be 
asked to leave about half their time for questions from the 
committee. 

Agreed to. 

The Chair: Item 7 is: “that the Chair be authorized to 
attend to the budgetary needs.” We have a budget that has 
been distributed and I would suggest that we approve the 
budget. For the additional advertising which was discussed 
at the committee, there are sufficient funds in our budget 
already to cover that additional advertising. Mr Cousens? 


Mr Cousens: It was referenced by one of the mem- 
bers of the governing party that transportation expenses 
would be paid for people from Kirkland Lake who would 
want to come to Sudbury or Kapuskasing. Is that included 
in the budget? 


The Chair: It is my understanding, Mr Wiseman, that 
you made those comments, although that is not included in 
the budget. Was it your intention to pay for people? 

Mr Wiseman: Not mine personally, no. 


Mr Cousens: I see that the budget reflects that mag- 
nanimous gesture. 


Mr Wiseman: I think it is appropriate to, within rea- 
son. All committees have the funds to bring in people who 
have difficulty paying to come to the hearings. In terms of 
doing it, I thought that was something that was there. 


The Chair: No, it is not the normal practice for the 
committee to pay travel expenses for deputants. If requests 
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are made, the committee can consider that, but these are’ 
usually requests in advance and decisions in advance, and 
there are no funds in the budget to pay for—the clerk 
advises me that we have a small amount available in our 
current budget. The clerk has told me that the normal prac- 
tice is that where a request is made by a deputant, it is a 
decision of the subcommittee that usually will determine 
whether or not that happens. 


Mr Wiseman: I would be very concerned that we not 
have this as an uncapped amount. I would need some di- 
rection in terms of cost to travel, what the mode of trans- 
portation would be and what kinds of costs we are looking 
at here before we go too far out on a limb in magnanimous 
gestures. I would like to know what we are talking about 
in terms of dollars. 


The Chair: Perhaps the best thing for the committee 
would be if I asked the clerk to explain the normal proce- 
dure, and also perhaps what funds are available within the 
existing budget. 

Clerk of the Committee: The normal practice with 
committees is a request submitted to the committee, and 
normally if there is someone who does not belong to an 
association and who needs assistance in travelling, they 
will do it. In this case, if you are going to specify those 
people from Kirkland Lake, I cannot give you any figures 
on how much you are going to need until you indicate how 
many people. There could be 20 people who respond from 
Kirkland Lake. Are you going to give it to them all, or are 
you going to give it to none of them, or are you going te 
give it to some of them? If you are going to give it to some 
of them, at $600 or $700 for one, depending on the air 
fare, we could be looking at $6,000 or $7,000, and right 
now I think there is about $3,000 in the budget. I am not 
absolutely certain what the figure is. 


Mr Cousens: Whoever said that before suggested that 
accommodation and transportation expenses would be paid 
for people who would be coming from Kirkland Lake to 
another location. That had to be part of the thinking of 
government members when they were voting on Sudbury 
or Kapuskasing or even Toronto. 

May I suggest that the clerk include in the budget a 
figure not to exceed $10,000 for transportation expenses 
for people coming to committee meetings. In the spirit of 
what was said earlier, when Kirkland Lake was excluded 
from the list in the discussion that was held at that time, it 
was made very clear by a government member, who ] 
think was the whip, that such accommodation would be 
made in the course of helping them defray expenses. 

People who are interested in this issue may not have 
the funds to pay those expenses. If they cannot it would be 
rather sad, based on the commitment that was made ear- 
lier, that they then are not able to attend. It certainly was 
the spirit that was conveyed by Mr Wiseman at the time. 


Mr Hope: In the spirit of what is supposed to have 
been done, I am going to speak—and I do not speak fot 
Mr Wiseman; I speak for myself. I am totally opposed te 
paying travel expenses for individuals to participate when 
we are going outside of Toronto. I can understand that if 
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aearings were solely in Toronto, we would provide an ave- 
aue for people. 

| There is also an opportunity for written submissions, as 
| understand there is with most committees. There is still 
an opportunity to put forward written submissions on their 
concerns. If we start getting into escalated costs in not only 
dealing with northern Ontario, but southwestern Ontario— 
you are talking Sarnia. For instance in Windsor, about 
which I earlier raised concerns around advertising, there is 
‘4 number of landfills that Toronto likes to put its garbage 
| 

in. It would be extremely costly for some of those people 
‘0 get transportation to Sarnia. 

_ I understand where Mr Cousens is trying to play the 
‘issue a bit. I am opposed to allowance of transportation 
costs in and around the area. It is important that people 
have the access through written submission and also 
‘through verbal presentations. 

I would just like to air my concerns. I will ips voting 

against it if in the budget there is to be allowance for 
travel expenses. 


Mr Martin: It was certainly not my intention, in pro- 
posing and supporting what I thought we did in the previ- 
‘ous motions, to provide money specifically for people 
from Kirkland Lake to attend these hearings; although, 
having said that, it has always been my feeling that people 
from northern Ontario who have to travel long distances, 
‘who do not get to participate in the process of government 
las easily as those who live close to Queen’s Park and can 
take transit, or whatever to various forms of consultation, 
‘should be in some way assisted to do that. 

If it has been the habit of the government to support 
people who make submissions who really cannot, and can 
‘prove they cannot afford to come here on their own, then I 
‘certainly would be for assisting people who genuinely 
want to attend to make a contribution. If they do not feel it 
is adequate to do it in writing, then I think we should be 
looking at ways of trying to, in the spirit of democracy, get 
their input and have them participate. But to focus it spe- 
cifically on one community rather than people across On- 
tario who may have an interest in this I think would be 
wrong. It would not be fair. 

The Chair: Are we ready for the question? 

1950 

Mr Cousens: Someone opposite made a statement 
-about assistance for people coming from Kirkland Lake. 
Who was it that said that? What was their intention at the 
time? 

The Chair: You will have to check Hansard. We have 
no formal motion on the table right now that we can vote 
on regarding paying expenses. No motion was put. 

- Mr Wiseman: It is my understanding that Kapuskas- 
ing is about 60 miles from Kirkland Lake. The round trip 
would be 120 miles. If all 15 slots in Kapuskasing were 
taken, which I strongly— 

The Chair: I am going to call order. There is no mo- 
tion. Is there a motion that somebody is going to place? 
We have nothing to debate. There is no motion. We have 
the budget. 


i 
} 









Mr Cousens: I move that expenses for people coming 
from Kirkland Lake who wish financial assistance, as per 
the suggestion made by Mr Wiseman, be covered by the 
committee up to a maximum dollar to be set by this 
committee. 

We have the intent of that and then we can determine 
the dollar figure, so we will not get caught up in the dollar 
figure. 

The Chair: We have a motion now that we can vote 
on. I think we have heard the debate. Is there anything 
further you want to add to that? 

Ms Haeck: Just the simple comment that Mr 
Cousens’s motion speaks only to people from Kirkland 
Lake. 

Mr Cousens: That was the intent. 

Ms Haeck: I think there is a much broader intent that 
we, as people representing Ontario, have to fulfil. If you 
only put in the proviso of Kirkland Lake, what happens to 
somebody in Thunder Bay, Ignace or parts of Rainy River? 
I really believe it is inappropriate to be that area-specific. 
We have a limited budget. I am not personally averse to 
assisting people, but it is looking at need and it is looking 
at anyone who applies. 

The Chair: I think we have heard everything that has 
to be heard. Why do we not just vote on the motion that is 
on the floor? Are we ready for the vote? 

Mr Wiseman: Except we do not have a dollar figure 
on this. What are we voting on exactly without the dollar 
figure in it? 

Clerk of the Committee: Mr Cousens moved that 
persons requesting assistance for travel from Kirkland 
Lake specifically—I do not have the exact wording, but 
the intent was people from Kirkland Lake requesting travel 
costs up to an amount to be determined by the committee. 
There was no dollar put on it. 

The Chair: We will have the exact wording from 
Hansard. If this motion passes then the committee would 
have to debate and agree on a dollar limit to be included in 
the budget right after this motion passes. 

All those in favour of Mr Cousens’s motion? Are you 
requesting a recorded vote? 


Mr Cousens: Yes, I am. 


The committee divided on Mr Cousens’s motion, 
which was negatived on the following vote: 


Ayes-3 
Cousens, O’Connor, McClelland. 
Nays—4 


Haeck, Martin, Mathyssen, Wiseman. 
The Chair: Mr Hope, you are not voting? You ab- 
stain. 


Mr Cousens: Can I make a motion that says that up to 
$5,000 be set aside for transportation assistance? 


Interjections. 


Mr Cousens: It is a different motion. Are you the 
Chair, Randolph? I am asking the Chair. 
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Mr Hope: I am just trying to assist the Chair. The 
motion is out of order. You are talking about the same 
allowance. 


The Chair: I am going to rule that the motion is not 
significantly different from the motion that was previously 
placed. That matter has been dealt with and we will now 
move on to the next item of business before the committee. 


Mr Cousens: May I have the floor? 
The Chair: You may. 


Mr Cousens: Thank you, Madam Chairman. I just 
want to put on the record that Mr Wiseman, in discussing 
this issue, led me to believe there would be financial assis- 
tance for people who want to come to the committee meet- 
ing. If my motion previously was restrictive by suggesting 
Kirkland Lake, I would like to suggest to the Chair another 
motion that would be a little more open-ended. Certainly Ms 
Haeck indicated that is why she voted against the motion. 

Also, we had one other member who was not inter- 
ested in voting on the issue possibly out of embarrassment 
because of the commitment he had earlier made, so he was 
going to try to sit on the fence and pretend that he had not 
said what he said. I would therefore like to make another 
motion that a transportation assistance fund be set up to 
assist people to come to the committee meeting, the figure 
to be determined. 


The Chair: I point out to you, Mr Cousens, that there 
is a transportation fund in the existing budget of approxi- 
mately $3,000. That is the advice of the clerk. Therefore, 
your motion is out of order, as we already have that in the 
budget. 

Mr Cousens: Will that be indicated in the announce- 
ments, that financial assistance will be available to those 
people who need it? 


The Chair: It is not the normal practice of committee. 
However, if anyone inquires of the committee clerk, she 
will let the subcommittee know and it will then determine 
whether or not financial assistance will be provided. That 
is the normal course of practice. 


Mr Cousens: Inasmuch as it has been presented in 
such a way as assisting people outside of the key areas 
where these presentations would be held, I move that it be 
included and reference be made to transportation assis- 
tance to people coming to the committee meetings. 


The Chair: I am assuming you are referring to the ads 
that are going to appear on January 6. 

Mr Cousens moves that in the ads on January 6, refer- 
ence to a transportation fund be mentioned. 


Mr Hope: Do you have seconders of this motion? 
The Chair: You do not need seconders. 


Mr Hope: You do not need seconders? Okay, just 
checking the rules. I speak against it and I will be voting 
against it because there is already advertisement out there 
and it adds inequity among the people of Ontario. 

There may be people in the surrounding area who may 
be in financial hardship and may not be able to afford to 
come to the hearings, whether they be in Toronto or else- 
where, and I think it is most appropriate that if we do 
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something of this nature it is done at an earlier stage where 
there is a balance in the system. I will be voting against it. 


Mr O’Connor: I believe that in other committees and 
in the standing committee on public accounts in the spring 
session last year, on one occasion a request was made for 
some assistance for somebody who had been requested to 
come down, and of course when she came there was some 
discussion within the committee as to the needs of this 
person and the expenses and a request was made that we 
assist her. 

Hearing from some of my fellow committee members 
speaking today about making sure we address the needs of 
people who are making presentations, in fact we could be 
looking at people who would be travelling even a greater 
distance than the distance from Kirkland Lake to 
Kapuskasing. 

Perhaps we should just follow the tradition and the past 
practice where if somebody comes before the committee 
and is requesting special assistance, at that time the com- 
mittee deal with it. That might be the most appropriate 
way of dealing with it as part of the tradition that we have 
done in other committees that I have sat on in the past. 
Perhaps that is the most appropriate way of handling it in 
this instance as well. 


The Chair: Mr Martin, you have the floor. 


Mr Martin: In the spirit of my previous comments, I 
think it is only fair that we provide whatever assistance we 
can to folks who want to participate in the process. I find it 
interesting that it is the third party that is proposing it this 
time, that we actually do that and that we advertise it, in 
light of some of the criticism we have come under for 
spending of various sorts that we do in this time of great 
recession and restraint. But I am all for it. If you are going’ 
to have something out there that is available, then you 
have got to let people know that it is, and I have no prob- 
lem with advertising it and letting people know. It is the 
fair thing to do and I will be supporting that. 








The Chair: Are we ready for the vote on Mr 
Cousens’s motion? All those in favour of Mr Cousens’s 
motion? The motion is that the January 6 advertising in- 
clude reference to a travel fund. 


2000 


Mr O’Connor: Could I just make one suggestion? If 
it is going to go out and address the needs right across the 
whole hearing process, then we could have to refer this 
matter back to the Board of Internal Economy, because we 
could be looking at a substantial sum of money. I think we 
had better consider that in voting on this. 


Mr Martin: On a point of clarification, Madam Chair: 
It is my understanding that it was a cap of $3,000. 


The Chair: The amount that is available in the budget 
as of today is approximately $3,000. 

Mr Martin: And the process to this point at other 
times was, when it is gone, it is gone? 


Clerk of the Committee: No, if you are advertising 
generally that it is available, I do not know what criteria, 
you are going to make to determine who will get and who. 
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will not get. There is not anything in this motion that deter- 
nines one way or the other. 
| Mr Martin: What have you done in the past? 


Clerk of the Committee: What I explained to you 
sarlier. It was on request by people who were in particular 
‘need. It was not done for anyone who requested it; it was 
Jone, for the most part, for people who were in particular 
need of the funds. 


_ Mr Martin: Would it not still apply to people, though, 
in particular need here? Was that your intent? 

Clerk of the Committee: If you are advertising 
across the province, which is what this motion says, then 
you are going to have to establish some kind of criteria to 
pick and choose. You are advertising province-wide that 
you are going to make travel funds available. That is what 
this motion says. 

Mr Martin: How did you determine particular need 
in the past? 

Clerk of the Committee: Particular need was usually 
‘someone who did not belong to any organization and did 
not have any alternative funds available to them, but that is 
not what this motion says. 


The Chair: Mr McClelland, you have the floor. 


Mr McClelland: Briefly, I just want to recap for the 
‘record what I perceive. It is my perception of what has 
-happened here. 

The government has used its majority to rule out and to 

defeat the joint request of the opposition for hearings to be 
‘in a given location. In the debate on that motion it was 
‘indicated by a government member that in spirit, notwith- 
standing the fact that the government was going to defeat 
the one and only request that was put with respect to loca- 
'tion—the government used its majority to defeat it—the 
_government said, “We will accommodate,” and this is my 
understanding, “in terms of travel allowance.” 
__ We are now debating that and it is now suddenly up for 
_grabs whether or not it is going to in fact take place. I just 
| wanted to recap that for the record. This government that 
‘talks about consultation and openness and willingness to 
listen to people used its majority to say no and now it is 
debating an issue of whether or not we will in fact assist 
‘people to come to the committee, having ruled out the 
locations. 


The committee divided on Mr Cousens’s motion, 
which was negatived on the following vote: 










Ayes-3 
Cousens, Martin, McClelland. 
Nays-5 


Haeck, Hope, Mathyssen, O’Connor, Wiseman. 


The Chair: Number 6 we have already dealt with. I 
think we were on number 7. We have passed number 6. 
What I am proposing is that the budget, which has been 
circulated by the clerk to all members of the committee, 
actually be approved at this time so that it can be for- 
warded to the Board of Internal Economy. All those in 
favour of the budget as presented? Any opposed? 


Mr McClelland: I would like a recorded vote. 


The committee divided on the budget, which was 
agreed to on the following vote: 


Ayes-6 
Haeck, Hope, Martin, Mathyssen, O’Connor, Wiseman. 
Nays—2 


Cousens, McClelland. 


The Chair: That will replace item 7 in the 
subcommittee’s report. 

Item 8, that the research staff acquire legal interpreta- 
tions and refer them for distribution to committee mem- 
bers. That was the recommendation of the subcommittee. 
All in favour? Any opposed? 


Mr Cousens: And this will be done at what time? 


The Chair: That is now being acquired and it will be 
distributed as soon as received and the research staff can 
make that available to all members of the committee. All 
those in favour? Any opposed? That is carried. 

“That research staff prepare a summary of presenta- 
tions to the committee in a format corresponding to the 
clauses of the bill, identifying comments and recommen- 
dations.” That is item 9. That was the recommendation of 
the subcommittee. The suggestion I would like to make is 
that we actually see if it is possible to have an interim 
report, as we did last time, and then a final report, rather 
than waiting and having it all at the end, if that is agree- 
able. I think that would be helpful for committee members. 
All those in favour of requesting as well an interim report? 
Any opposed? That is carried. 

Shall we request also of research staff to try to have the 
summary completed on the Friday before the beginning of 
clause-by-clause, whenever that is to commence? 


Interjection. 


The Chair: We do not know when clause-by-clause 
is going to be, so if it is possible to have that at the latest 
by the Friday before, then I think members—yes, Mr 
Wiseman? 


Mr Wiseman: The whole crux of the debate around 
when the committee is going to sit I believe revolved 
around having some analysis of the clause-by-clause in 
considerable time prior to the studying of clause-by- 
clause. If it comes in the Friday before clause-by-clause— 


The Chair: The way it stands is this: If the House 
leaders agree with the committee’s request to be able to do 
clause-by-clause when the House returns, then we do not 
have a problem. If the House leaders do not agree to that 
request, then we have made the request of research for the 
Friday before. If that is not possible, it is not possible. I am 
just suggesting, if it is possible, that we request to have it 
by that time. Would you rather just leave it out? I do not 
want to complicate things. Why do we not just leave it 
out? 

Mr Wiseman: Let’s leave it out, with the understand- 
ing that they will do the best they can to get it to us as 
early as possible. 
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The Chair: All right, agreed that the final report come 
as early as possible? Agreed. 

For the committee today we have a request from Mrs 
Fawcett. It is notice to the committee that the subcommit- 
tee has to meet. This is to the Chair and the clerk of the 
standing committee on social development: 

“For the purposes of standing order 123, I request that 
the subcommittee on committee business meet to consider 
a report to the committee on the following matter to be 
designated for consideration by the committee: 

“Impact of the conversion of the Ontario scholarship 
assistance plan as a loans and grant program to a loans- 
only program and an examination of alternative student 
funding strategies such as the Ontario scholars award and 
the consequences of all possible changes in areas such as 
accessibility and affordability to post-secondary education, 
and the impact of these changes on economic growth, for 
the time period of 12 hours.” 

This is received formally by the committee, with a 
request that the subcommittee meet to discuss the 123 re- 
quest. The next possible date for the subcommittee, I be- 
lieve, is— 

Clerk of the Committee: It is up to the subcommit- 
tee. 


The Chair: Shall we leave that to the agreement of 
the whips to set a date at the call of the Chair for the 
subcommittee to meet? Agreed. 

Ms Haeck: I just have a quick point of clarification to 
raise. Is the budget, as we have received it— 

The Chair: No, we are dealing with this first and then 
we can go back to that question. Let’s just deal with this. It 
is received and it will be up to the Chair to arrange with 
the whips for a subcommittee meeting on this matter— 
regular subcommittee or three whips? I need to know who 
is going to handle this. Whom should I call to find out 
about a subcommittee meeting? Is it Steve Owens or Jim 
Wiseman? 


Interjection. 
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The Chair: You are going to be the whip? 

Mr Martin: Yes, I am. 

The Chair: All right. I will ask the clerk to be - 
touch with Mr Martin. 


Mr McClelland: I would ask that you contact 
Frank Miclash, please. 


The Chair: Mr Miclash, and from your caucus who 
do you want contacted to find out who is the whip on this 










Mr Cousens: Mrs Witmer. 


The Chair: Mrs Witmer. Thank you very much. An| 
other items? You had a question, Ms Haeck. 


Ms Haeck: Yes. I was just wondering if this was a 
official document appended to this whole report. Under th 
terms of reference on the last page, is “the standing cor 
mittee on social government” the appropriate title for thi 
committee? It is just a small point and if it was an officiz 
document I thought it might be— 


The Chair: It is a typo. Thank you for pointing it cx 
to our otherwise perfect clerk. She appreciates it. 


Interjection. 


The Chair: We have an interjection from the Ministe 
of Natural Resources. Thank you very much, Minister, 
the assistance. I do not think Hansard picked up the c. 


: a 
ment, but that is okay. | 
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Interjection: Merry Christmas to all— | 


The Chair: And to all— 
Mr Wiseman: A good night. 


Clerk of the Committee: Subcommittee members o1 
the morning of January 14 at 9:30; I will let you knov 
where. Do I have everybody’s fax numbers? 


The Chair: As noted, the subcommittee will be meet 
ing on the morning of January 14 to complete the schedul 
ing. The meeting stands adjourned. 


The committee adjourned at 2013. 
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